
WHO/HIV/2013.72        © World Health Organization 2013 

This work was commissioned by the World Health Organization and carried out by The University of California, San 

Francisco (UCSF), Cochrane Review Group on HIV/AIDS 

1 

 

Title: Should ART be provided in drug dependence treatment settings compared to referral to 

separate HIV care clinics? 

 

Contents 
1. PICO question ....................................................................................................................................... 1 

2. Search strategy ...................................................................................................................................... 2 

3. Flow diagram of screening process ....................................................................................................... 4 

4. Evidence summaries ............................................................................................................................. 4 

4.1. Randomized controlled trials ............................................................................................................ 4 

4.2. Observational studies ........................................................................................................................ 5 

5. Quality of evidence ............................................................................................................................... 6 

5.1. In randomized controlled trials ......................................................................................................... 6 

5.2. In observational studies ..................................................................................................................... 6 

6. Bibliography of included studies .......................................................................................................... 8 

7. Excluded studies with reasons .............................................................................................................. 9 

7.1. Summary of studies not included in GRADE analyses .................................................................. 10 

 

1. PICO question 
 

1a Provision of HIV treatment and care in drug dependence treatment settings 

P People who inject drugs (IDU) 

I Initiation or maintenance of ART and HIV care services and drug dependence services at the 

same site 

C Initiation or maintenance of ART and HIV care services separately from drug dependence 

services 

O Access, retention, mortality, morbidity, and other outcomes to be noted in protocol 

 

Note: The search didn't identify studies with comparator for the PICO question (PICO 1b) on tuberculosis 

diagnosis and treatment in drug dependence treatment settings. This document therefore only talks about 

provision of HIV treatment and care in drug dependence treatment settings, see above PICO question 1a. 

 

1b Provision of tuberculosis diagnosis and treatment in drug dependence treatment settings 

P TB diagnosis and treatment within opioid substitution and drug dependence treatment settings 

I TB diagnosis and treatment separately from drug dependence services 

C Access, retention, mortality, morbidity, and other outcomes to be noted in protocol 

O Randomized controlled trials, prospective cohort studies, retrospective cohort studies 
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2. Search strategy 
(01 Jan 1996–07 June 2012) 

 

• PubMed 

• EMBASE 

• CENTRAL 

• PsycINFO 

• Web of Science 

• WHO Global Health Library Virtual Platform (AIM, LILACS, IMEMR, IMSEAR, WPRIM, 

WHOLIS) 

• WHO International Clinical Trials Registry Platform (ICTRP) 

 

Also: CROI, IAS, IAC conference abstracts, conference inception to 2012 



WHO/HIV/2013.72        © World Health Organization 2013 

This work was commissioned by the World Health Organization and carried out by The University of California, San 

Francisco (UCSF), Cochrane Review Group on HIV/AIDS 

3 

 

 
 

 

 

 

 



WHO/HIV/2013.72        © World Health Organization 2013 

This work was commissioned by the World Health Organization and carried out by The University of California, San 

Francisco (UCSF), Cochrane Review Group on HIV/AIDS 

4 

 

3. Flow diagram of screening process 
 

 
 

4. Evidence summaries 
 

4.1. Randomized controlled trials 

 

Outcome: HIV progression (CD4 count) 

• Very-low-quality evidence from one trial (Lucas 2010) with 12 months of follow-up indicates 

that there was no difference in mean CD4 cell count in the people who inject drugs receiving drug 

dependence care at the HIV clinic when compared to people who inject drugs receiving drug 

dependence care outside the HIV clinic (mean difference 4.6, 95% CI –138 to 148 cells/mm
3
). 

The quality of the evidence was downgraded for indirectness and for very serious risk of bias. 

 

Outcome: HIV progression (viral load) 

• Very-low-quality evidence from one trial (Lucas 2010) with 12 months of follow-up indicates 

that there was no difference in mean HIV RNA levels in the people who inject drugs receiving 

drug dependence care at the HIV clinic when compared to people who inject drugs receiving drug 

dependence care outside the HIV clinic (mean difference 0.2, 95% CI –0.76 to 0.36). The quality 

of evidence was downgraded for risk of bias and indirectness. 

 

Outcome: ART initiation or maintenance  

• Very-low-quality evidence from one trial (Lucas 2010) with 12 months of follow-up indicates 

that there was no difference between the methadone clinic and HIV clinic (mean difference – 0.02 

Records after duplicates 

removed  

(n = 408) 

Full-text articles and 

conference abstracts 

assessed for eligibility  

(n = 30) 

Full-text articles and 

conference abstracts 

excluded  

(n = 26) 

Studies included in 

quantitative synthesis 

(meta-analysis) 

(n = 4) 

Additional records or 

abstracts identified 

through other sources  

(n = 3) 

Citations excluded based 

on details in abstracts  

(n = 381) 
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months; 95% CI –2.24 to 2.2). The quality of evidence was downgraded for risk of bias and 

indirectness. 

 

Outcome: access to care 

• Very-low-quality evidence from one trial (Lucas 2010) with 12 months of follow-up indicates no 

difference in the use of both the emergency department and hospitalizations, and number of visits 

with primary HIV providers between the HIV clinic attendees and the drug dependence treatment 

patients within the HIV clinic (RR=0.96; 95% CI 0.56–1.66; mean difference = 0.79; 95% CI 

0.04 fewer visits to 1.62 more visits, respectively). The quality of evidence was downgraded for 

risk of bias, imprecision and indirectness. 

 

4.2. Observational studies 
 

Outcome: mortality 

• Very-low-quality evidence from one observational study (Achmad 2009) with a median follow-

up time of 447 days in the study population and 406 days in the control population indicates that 

mortality decreased (statistically non-significant) among methadone maintenance treatment 

clients when compared to control patients (HR=0.80; 95% CI 0.20–3.20). The quality of the 

evidence was downgraded for risk of bias and imprecision. 

 

Outcome: access to care 

• Very-low-quality evidence from one observational study (Zaller 2007) with a follow-up time of 

25 months indicates that patients at substance-use care centres had a higher average number of 

medical visits than patients at the HIV clinic (mean difference = 1.95 more; 95% CI 1–2.9 more 

visits). The quality of the evidence was downgraded for risk of bias, very serious indirectness and 

serious imprecision. 

 

Outcome: HIV progression (CD4) 

• The quality of evidence was very low in one observational study (Achmad 2009) with a median 

follow-up time of 447 days among people receiving methadone maintenance treatment and 406 

days among a control group of people who inject drugs living with HIV estimating the difference 

in attaining CD4 cell count greater than 200 cells/mm
3
 between cohorts (RR=1.21; 95% CI 0.88–

1.64). The evidence was downgraded for risk of bias and imprecision. 

• The quality of evidence was very low in one observational study (Lucas 2006) estimating the 

change in CD4 cell count at both 6 and 12 months post intervention in people who inject drugs at 

methadone clinics receiving directly administered ART (DAART) compared to people who inject 

drugs receiving ART at an HIV clinic (mean difference –23.5; 95% CI –61.1 to 14.1, mean 

difference –71.6; 95% CI –107.3 to –35.9, respectively). The evidence was downgraded for risk 

of bias and indirectness. 

 

Outcome: HIV progression (viral load) 

• The quality of the evidence is very low in one observational study (Achmad 2009) of people 

receiving methadone maintenance treatment and living with HIV with a median follow-up time of 

447 days and a control group of people who inject drugs living with HIV with a median follow-

up time of 406 days in attaining HIV-RNA below 400 copies/ml between cohorts (RR=1.07; 95% 

CI 0.96–1.19). The evidence was downgraded for risk of bias and imprecision. 

• The quality of the evidence is very low in one observational study (Zaller 2007) with a follow-up 

time of 25 months that estimated the risk of not attaining an undetectable viral load among 

patients at a substance-use care centre compared to people who inject drugs at an HIV clinic 

(RR=0.84; 95% CI 0.69–1.03). The evidence was downgraded for risk of bias and indirectness. 
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• The quality of the evidence is very low in one observational study (Lucas 2006) estimating the 

odds of attaining a HIV-RNA below 400 copies/ml among people who inject drugs at methadone 

clinics receiving DAART compared to people who inject drugs receiving ART at an HIV clinic at 

Johns Hopkins (adjusted OR=0.30; 95% CI 0.17–0.52). The evidence was downgraded for risk of 

bias, very serious indirectness and serious imprecision. 

 

Outcome: adherence to ART and/or TB treatment 

• The quality of the evidence is very low in one observational study (Achmad 2009) of people 

receiving methadone maintenance treatment and living with HIV with a median follow-up of 447 

days and a control group of people who inject drugs living with HIV with a median follow-up of 

406 days in estimating the risk of non-adherence (RR=0.97; 95% CI 0.44–2.14). The evidence 

was downgraded for serious risk of bias and very serious imprecision. 

 

Outcome: ART initiation and continuation 

• The quality of the evidence is very low in one observational study (Zaller 2007) with a follow-up 

time of 25 months including patients at a substance-use care centre compared to people who 

inject drugs at an HIV clinic in estimating the likelihood of ART initiation (RR=0.89; 95% CI 

0.81–0.99). The evidence was downgraded for risk of bias and very serious indirectness. 

 

5. Quality of evidence 
 

5.1. In randomized controlled trials 
In our GRADE analyses, we found that the quality of evidence among RCTs (Lucas 2010) was “very 

low” in estimating the effect of drug dependence centres versus other locations in administering HIV care 

and treatment to HIV-infected people who inject drugs (PICO a). Specifically, the quality of evidence for 

HIV progression outcomes as determined by CD4 count or viral load was “very low” and downgraded for 

serious risk of bias and very serious indirectness (the goal of the study was to compare the effects of drug 

dependence treatment in people living with HIV who inject drugs in a methadone clinic with people who 

inject drugs receiving drug dependence treatment in an HIV clinic setting). The quality of evidence for 

ART initiation or continuation outcomes was “very low” and downgraded for serious risk of bias and very 

serious indirectness because the goal of this study was to explore how drug treatment source affects HIV 

outcomes rather than how HIV treatment source affects HIV outcomes. The quality of evidence for access 

to care outcomes was “very low” and was downgraded for serious risk of bias, very serious indirectness 

(the goal of the study was to compare the effects of drug dependence treatment in people living with HIV 

who inject drugs in a methadone clinic with people who inject drugs receiving drug dependence treatment 

in an HIV clinic setting) and very serious imprecision. 

We found no RCTs estimating the effect of drug dependence centres versus other types of centres in 

diagnosing and treating TB among people living with HIV who inject drugs (PICO b). 

5.2. In observational studies 
One observational study following people living with HIV receiving methadone maintenance treatment 

and comparing their outcomes with a control group of people living with HIV who inject drugs (PICO a), 

Achmad et al. assessed HIV progression outcomes as determined by HIV-RNA below 400 copies/ml and 

CD4 cell count >200 cells/mm
3
. The quality of evidence was “very low” and was downgraded for a 

serious risk of bias and serious imprecision due to small sample sizes. Additionally, the authors assessed 
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non-adherence and the quality of evidence was “very low”; the evidence was downgraded for a serious 

risk of bias and very serious imprecision due to small sample size. 

In the Lucas (2006) observational study, treatment outcomes among people who inject drugs at 

methadone clinics receiving DAART were compared to those of people who inject drugs receiving 

HAART at an HIV clinic at Johns Hopkins (PICO a). The quality of evidence was “very low” for the 

outcome of HIV-1 RNA level 400 copies/ml at 12 months, which was downgraded for a very serious risk 

of bias and very serious indirectness (the goal of the study was to compare the effects of directly observed 

ART in people living with HIV who inject drugs in a methadone clinic with people who inject drugs self-

administering ART in an HIV clinic setting). Additionally, this outcome was downgraded for serious 

imprecision due to a small sample size. The authors also assessed emergency department visits or 

hospitalizations. The quality of evidence was “very low” and was downgraded for a serious risk of bias 

and very serious indirectness due to how the outcome data were cross-referenced from charts and not 

determined to be reliable reflection of health status by the study authors. Additionally, this outcome was 

downgraded for very serious imprecision due to a small sample size. 

Lastly, Zaller et al. estimated the effect of drug dependence centres versus HIV clinics in administering 

HIV care and treatment to people living with HIV who inject drugs. For the outcome of undetectable viral 

load, the quality of evidence was “very low” and was downgraded for a serious risk of bias and serious 

indirectness due to a potential for lack of independence between groups of patients. Further, the quality of 

evidence was “very low” for the outcome of ART initiation, which was downgraded for a serious risk of 

bias and serious indirectness due to a potential for lack of independence between groups of patients. 

We found no observational studies estimating the effect of drug dependence centres versus other types of 

centres in diagnosing and treating TB among people living with HIV who inject drugs (PICO b). 

The GRADE system ranks the quality of evidence on four levels: “high,” “moderate,” “low” and “very 

low.” Evidence from randomized controlled trials starts at “high” but can be downgraded based on study 

limitations, inconsistency of results, indirectness of evidence, imprecision or reporting bias. Evidence 

from observational studies starts at “low” but can be upgraded if the magnitude of treatment effect is very 

large, if there is a significant dose–response relationship or if all possible confounders would decrease the 

magnitude of an apparent treatment effect. Evidence from observational studies can also be downgraded. 

 

Table: Effects of the service locations  

Study  
Drug dependence 

centre versus other site 
Outcome  Effect  

RCTs 

Lucas 2010 (n = 93) 
Methadone clinic versus 

HIV clinic 

Mean difference in CD4 cell count 

during follow-up 

Mean difference=4.6; 

95% CI –138 to 148) 

Lucas 2010 (n = 93) 
Methadone clinic versus 

HIV clinic 

Mean difference in viral load during 

follow-up 

Mean difference=0.2; 

95% CI –0.76 to 0.36 

Lucas 2010 (n = 93) 
Methadone clinic versus 

HIV clinic 

Mean difference in the number of 

months receiving ART 

Mean difference=-

0.02; 95% CI –2.24 

to 2.2 

Lucas 2010 (n = 93) 
Methadone clinic versus 

HIV clinic 

Use of the emergency department or 

hospitalizations 

RR=0.96; 95% CI 

0.56–1.66 
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Lucas 2010 (n = 93) 
Methadone clinic versus 

HIV clinic 

Mean number of visits with primary 

HIV providers 

Mean 

difference=0.79; 95% 

CI –0.04 to 1.62  

Observational studies 

Achmad 2009  

(n = 210) 

Methadone maintenance 

treatment versus control  

group of people who 

inject drugs 

Mortality 
HR=0.80; 95% CI 

0.20–3.20 

Achmad 2009  

(n = 210) 

Methadone maintenance 

treatment versus control  

group of people who 

inject drugs 

CD4 cell count greater than 200 

cells/mm
3
 

RR=1.21; 95% CI 

0.88–1.64 

Achmad 2009  

(n = 210) 

Methadone maintenance 

treatment versus control  

group of people who 

inject drugs 

CD4 cell count greater than 400 

cells/mm
3
 

RR=1.07; 95% CI 

0.96–1.19 

Achmad 2009  

(n = 210) 

Methadone maintenance 

treatment versus control  

group of people who 

inject drugs 

ART non-adherence 
RR=0.97; 95% CI 

0.44–2.14 

Lucas 2006 

(n = 157) 

Methadone clinic versus 

HIV clinic 

Mean difference in CD4 cell count 6 

months post intervention 

Mean difference –

23.5; 95% CI –61.1 

to 14.1 

Lucas 2006 

(n = 157) 

Methadone clinic versus 

HIV clinic 

Mean difference in CD4 cell count 12 

months post intervention 

Mean difference –

71.6; 95% CI –107.3 

to –35.9 

Lucas 2006 

(n = 157) 

Methadone clinic versus 

HIV clinic 

HIV-RNA below 400 copies/ml 

(adjusted) 

OR=0.30; 95% CI 

0.17–0.52 

Lucas 2006 

(n = 157) 

Methadone clinic versus 

HIV clinic 

HIV-RNA below 400 copies/ml 

(unadjusted) 

OR=0.37; 95% CI 

0.19–0.71 

Zaller 2007 

(n = 985) 

Substance use clinic 

versus HIV clinic 
Undetectable viral load 

RR=0.84; 95% CI 

0.69–1.03 

Zaller 2007 

(n = 985) 

Substance use clinic 

versus HIV clinic 
ART initiation 

RR=0.89; 95% CI 

0.81–0.99 

Zaller 2007 

(n = 985) 

Substance use clinic 

versus HIV clinic 

Mean difference in the average 

number of medical visits 

Mean difference 1.95; 

95% CI 1–2.9  
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Med 2010;152(11):704-711. 

4. Zaller N, Gillani FS, Rich JD. A model of integrated primary care for HIV-positive patients with 

underlying substance use and mental illness. AIDS Care 2007;19(9):1128-1133. 

 

7. Excluded studies with reasons 
 

Reference Reason for exclusion 

Horta A, Mendez J, Gonzalez E, et al. Directly 

administered antiretroviral therapy (DAART) and 

methadone for the treatment of HIV-infected patients. 

Presented at: 4th International AIDS Society Conference on 

HIV Pathogenesis, Treatment and Prevention; 2007; 

Sydney, Australia. Abstract WEPEB102. 

Patients were randomized to receive 

HAART at either the hospital under 

DAART conditions or HAART on their 

own. Substance abuse facilities were not 

considered.  

Berg KM, Litwin A, Li X, Heo M, Arnsten JH. Directly 

observed antiretroviral therapy improves adherence and 

viral load in drug users attending methadone maintenance 

clinics: a randomized controlled trial. Drug Alcohol 

Depend 2010. (Methods explanation: Berg KM, et al. 

Contemp Clin Trials 2009, 30:481-489.) 

All patients are enrolled through drug 

dependence centres and are not compared 

to patients enrolled at other types of 

centres. The only comparison feasible from 

this study is comparing DOTS and non-

DOTS patients but not patients at HIV 

centres or clinics versus patients at drug 

dependence centres. 

Lucas G et al. Randomized clinical trial comparing directly 

administered antiretroviral therapy and self-administered 

therapy in HIV-infected subjects attending opioid treatment 

programs. Poster 628 19th Conference on Retroviruses and 

Opportunistic Infections, Seattle, WA March 5-8, 2012 

(Methods explanation: Mullen et al. BMC Infectious 

Diseases 2011, 11:45.) 

There was a lack of comparison arms of 

interest. Specifically, the authors did not 

compare HIV care or services for people 

who inject drugs at drug dependence 

programmes or centres versus HIV clinics. 

This study only has patients from drug 

dependence programmes.  

Sanchez GV, Llibre JM, Torrens M, Sanvisens A, Mateu G, 

Knobel H, Langohr K, Santos JR, Muga R. Effectiveness of 

antiretroviral therapy in HIV-1-infected active drug users 

attended in a drug abuse outpatient treatment facility 

providing a multidisciplinary care strategy. Curr HIV Res 

2012;10:356-363. 

Compares people who inject drugs versus 

people who do not inject drugs. 

Conway B, Prasad J, Reynolds R, Farley J, Jones M, Jutha 

S, Smith N, Mead A, DeVlaming S. Directly observed 

therapy for the management of HIV-infected patients in a 

methadone program. Clinical Infectious Diseases 2004; 

38(Suppl. 5):S402-408. 

Does not compare drug dependence setting 

with clinic setting. 

Mitchell CG, Freels S, Creticos CM, Oltean A, Douglas R. 

Preliminary findings of an intervention integrating modified 

directly observed therapy and risk reduction counseling. 

AIDS Care 2007; 19: 561-564. 

No comparison between clinic settings. 

Palmer NB, Salcedo J, Miller AL, Winiarski M, Arno P. 

Psychiatric and social barriers to HIV medication 

adherence in a triply diagnosed methadone population. 

No comparison between clinic settings. 
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Reference Reason for exclusion 

AIDS Patient Care and STDs 2003; 17: 635-644. 

Weber R, Huber M, Rickenbach M, Furrer H, Elzi L, 

Hirschel B, Cavassini M, Bernasconi E, Schmid P, 

Ledergerber B. Uptake of and virological response to 

antiretroviral therapy among HIV-infected former and 

current injecting drug users and persons in an opiate 

substitution treatment programme: the Swiss HIV Cohort 

Study. HIV Medicine 2009; 10: 407-416. 

Drug dependence setting not discussed or 

compared.  

Williams AB, Fennie KP, Bova CA, Burgess JD, Danvers 

KA, Dieckhaus KD. Home visits to improve adherence to 

highly active antiretroviral therapy: a randomized 

controlled trial. Journal of Acquired Immune Deficiency 

Syndromes 2006 42: 314-321. 

No comparison between drug sites and/or 

clinic settings. 

 

 

7.1.  Summary of studies not included in GRADE analyses 
 

Reason for exclusion: patients were randomized to receive ART at either the hospital under 

DAART conditions or ART on their own. Substance abuse facilities were not considered. 

Horta A, Mendez J, Gonzalez E, 

et al. Directly administered 

antiretroviral therapy (DAART) 

and methadone for the treatment 

of HIV-infected patients. 

Presented at: 4th International 

AIDS Society Conference on 

HIV Pathogenesis, Treatment 

and Prevention; 2007; Sydney, 

Australia. Abstract WEPEB102. 

Study design: prospective trial. 

 

Population and setting: active people who inject drugs living with 

HIV. 

 

Intervention: patients selected to take daily ART and methadone 

under direct supervision at the hospital with support from a 

multidisciplinary team compared to patients who self-administered 

their care. 

 

Results: 211 patients received directly observed therapy and care and 

211 patients self-administered their therapy. Adherence to HIV 

medications was significantly better in the directly observed group 

than in the self-administered group (85% versus 37%, P < 0.001). At 

end of follow-up, the directly observed group had significantly higher 

increased CD4 cell counts than the self-administered group (median 

195 versus 33 cells/mm
3
, P < 0.001). Additionally, at the end of 

follow-up, the directly observed group was significantly more likely to 

have undetectable viral load than the self-administered group (82% 

versus 43%, P < 0.001). 

 

Conclusions: receiving ART under direct supervision together with 

methadone shows a clinical benefit in active people who inject drugs 

living with HIV. 

Reason for exclusion: only drug dependence centres considered in study and/or no comparison with 

people who inject drugs at non-dependence centres. 

Berg KM, Litwin A, Li X, Heo 

M, Arnsten JH. Directly 

Study design: randomized controlled trial. 

 



WHO/HIV/2013.72        © World Health Organization 2013 

This work was commissioned by the World Health Organization and carried out by The University of California, San 

Francisco (UCSF), Cochrane Review Group on HIV/AIDS 

11 

 

observed antiretroviral therapy 

improves adherence and viral 

load in drug users attending 

methadone maintenance clinics: 

a randomized controlled trial. 

Drug Alcohol Depend 

2011;113:192-199. (Methods 

explanation: Berg KM, et al. 

Contemp Clin Trials 2009, 

30:481-489.) 

Population and setting: methadone-maintained opioid users living 

with HIV at 12 methadone maintenance clinics with on-site HIV care 

in Bronx, New York. 

 

Intervention: combination antiretroviral therapy treatment self-

administered compared with directly observed therapy in the same 

setting. 

 

Results: 77 people living with HIV who inject drugs were enrolled 

over the course of 3 years (2004–2007). At week 24, adherence in the 

directly observed therapy group was 86% versus 56% in the self-

administered group (P < 0.0001). Differences in adherence between 

the groups remained significant after stratifying by baseline viral load 

(detectable versus undetectable). 

 

Conclusions: opioid users living with HIV who are directly observed 

receiving ART in methadone clinics have higher adherence than opioid 

users living with HIV who are self-administering ART. Directly 

observed therapy of ART is efficacious for improving adherence and 

decreasing viral load. 

Lucas G et al. Randomized 

clinical trial comparing directly 

administered antiretroviral 

therapy and self-administered 

therapy in HIV-infected 

subjects attending opioid 

treatment programs. Poster 628, 

19th Conference on 

Retroviruses and Opportunistic 

Infections, Seattle, WA March 

5-8, 2012 (Methods 

explanation: Mullen et al. BMC 

Infectious Diseases 2011; 

11:45.) 

Study design: randomized controlled trial. 

 

Population and setting: drug users living with HIV at five opioid 

treatment programmes in Baltimore. 

 

Intervention: directly observed ART compared to self-administered 

ART in previously untreated people living with HIV who inject drugs. 

 

Results: 107 subjects enrolled (55 directly observed ART and 52 self-

administered ART). At 18 months of observation (and 6 months after 

the intervention phase was completed), the proportions of participants 

with viral load <50 copies/ml was 0.47 in the directly observed group 

and 0.33 in the self-administered group (P = 0.26). Additionally, there 

was no difference in average CD4 cell change from baseline between 

groups (P = 0.40). 

 

Conclusions: although there appear to be higher rates of viral 

suppression in the directly observed therapy group than in the self-

administered group, these differences are not significant. These results 

raise questions about the usefulness of directly observed therapy in 

opioid treatment programmes.  

Sanchez GV, Llibre JM, 

Torrens M, Sanvisens A, Mateu 

G, Knobel H, Langohr K, 

Santos JR, Muga R. 

Effectiveness of Antiretroviral 

Therapy in HIV-1-Infected 

Active Drug Users Attended in 

a Drug Abuse Outpatient 

Treatment Facility Providing a 

Study design: cohort study. 

 

Population and setting: active drug users living with HIV admitted 

for drug dependence treatment in Barcelona, Spain. 

 

Intervention: active drug users living with HIV were observed 

after they began their first HAART. They received comprehensive 

integrated care including medical, drug dependence and psychosocial 

support. These active drug users were compared to a group of people 
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Multidisciplinary Care Strategy. 

Curr HIV Res. 2012 

living with HIV who had acquired HIV through sexual transmission 

attending an outside hospital receiving standard care. 

 

Results: 71 active drug users and 48 people living with HIV who were 

infected through sexual transmission were included. The estimated 

probabilities of patients with viral response (<50 copies/ml) at 48 

weeks were 93% (95% CI 87–99%) and 87% (95% CI 79–95%) for 

drug users and non-drug users, respectively (P = 0.13). The estimated 

probabilities of patients with viral response (<50 copies/ml) at 96 

weeks were 94% (95% CI 84–100%) and 87% (95% CI 77–97%) for 

drug users and non-drug users, respectively (P = 0.24). 

 

Conclusions: rates of viral suppression are similar between active 

drug users at drug abuse treatment centres providing additional 

comprehensive care and non-drug users receiving standard care at 

hospitals. A randomized controlled trial would help elucidate true 

differences, if any, between these care provision approaches. 

Conway B, Prasad J, Reynolds 

R, Farley J, Jones M, Jutha S, 

Smith N, Mead A, DeVlaming 

S. Directly observed therapy for 

the management of HIV-

infected patients in a methadone 

program. Clinical Infectious 

Diseases 2004; 38(Suppl 

5):S402-408. 

Study design: observational clinical study. 

 

Population and setting: people co-infected with HIV and hepatitis C 

receiving methadone treatment in Vancouver, British Columbia. 

 

Intervention: Patients receiving methadone and ART twice daily as 

directly observed therapy compared to patients receiving methadone 

and ART once daily as directly observed therapy and once as self-

administered therapy. 

 

Results: 54 patients were enrolled, 29 receiving only one daily directly 

observed therapy dose and 25 receiving two daily directly observed 

therapy doses. Ongoing cocaine use was evaluated, as well. After 24 

months, 17 of 29 (59%) patients receiving the once-daily directly 

observed therapy had achieved viral loads <400 

copies/ml. In contrast, 18 of 25 (72%) patients receiving the twice-

daily directly observed therapy had achieved viral loads <400 

copies/ml. The differences between the two groups were not 

significant. 

 

Conclusions: even if cocaine use is continued, a directly observed 

therapy programme of both methadone and ART can be implemented 

with positive results. 

Mitchell CG, Freels S, Creticos 

CM, Oltean A, Douglas R. 

Preliminary findings of an 

intervention integrating 

modified directly observed 

therapy and risk reduction 

counseling. AIDS Care 2007; 

19: 561-564. 

Study design: pilot study. 

 

Population and setting: this study in Illinois considered 30 substance-

using people. 

 

Intervention: directly observed therapy of ART with risk-reduction 

counselling. 

 

Results: 18 patients completed the intervention and 15 of 18 (83%) 

achieved a viral load <400 copies/ml. Seven of the 30 enrolled 
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reported ongoing sexual activity during the intervention; 3 of these 7 

reported always using a condom. 

 

Conclusions: after the implementation of this pilot study, the 

intervention appears feasible in some clinical settings.  

Palmer NB, Salcedo J, Miller 

AL, Winiarski M, Arno P. 

Psychiatric and social barriers 

to HIV medication adherence in 

a triply diagnosed methadone 

population. AIDS Patient Care 

and STDs 2003; 17: 635-644. 

Study design: convenience sample of large national study 

 

Population and setting: people living with HIV in methadone 

treatment in Bronx, New York with at least one psychiatric diagnosis. 

 

Intervention: a survey was performed to find predictors of non-

adherence to HIV medication. 

 

Results: 107 people living with HIV with a history of mental 

illness and drug abuse were identified for this study. There were 

no noted associations between baseline characteristics and 

adherence to HIV medication except for recent jail time (within 

last 30 days); 38% of those who recently spent time in jail were 

receiving HIV medication and 73% of those who had not been in 

jail recently were receiving medication (P < 0.05). Additionally, 

patients with borderline personality disorder were significantly less 

likely to be adherent than patients without personality disorder (39% 

versus 65%, respectively; P < 0.05). 

 

Conclusions: the results suggest that mental disorders adversely affect 

HIV medication adherence and may stress the importance of 

incorporating mental health assessment and treatment options into 

adherence interventions.  

Weber R, Huber M, Rickenbach 

M, Furrer H, Elzi L, Hirschel B, 

Cavassini M, Bernasconi E, 

Schmid P, Ledergerber B. 

Uptake of and virological 

response to antiretroviral 

therapy among HIV-infected 

former and current injecting 

drug users and persons in an 

opiate substitution treatment 

programme: the Swiss HIV 

Cohort Study. HIV Medicine 

2009; 10: 407-416. 

Study design: prospective observational study. 

 

Population and setting: everyone living with HIV in the Swiss HIV 

Cohort Study 

 

Intervention: an analysis was performed comparing people who had 

never injected drugs with former or current people who inject drugs. 

 

Results: 8660 total patients were followed over 48 477 person-years. 

A total of 2 569 (30%) people living with HIV were classified as 

injecting drug transmission. ART uptake was lower among current 

people who inject drugs receiving opioid substitution therapy than 

among people who have never injected drugs (OR = 0.79; 95% CI 

0.71–0.89). Additionally, ART uptake was lower among people 

currently injecting drugs compared to people who have never injected 

drugs (OR = 0.80; 95% CI 0.67–0.96). However, ART uptake was 

higher among abstinent people who formerly injected drugs and people 

who formerly inject drugs receiving opioid substitution therapy 

compared to people who have never injected drugs (OR = 1.13, 95% 

CI 1.02–1.25 and OR = 1.18, 95% CI 1.06–1.31, respectively). The 

likelihood of viral suppression was lower in people currently injecting 
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drugs in opioid substitution therapy and people currently injecting 

drugs compared to people who have never injected drugs (OR = 0.82, 

95% CI 0.72–0.93 and OR = 0.81, 95% CI 0.65–1.00, respectively). 

 

Conclusions: adherence to ART and viral suppression are decreased 

among people currently injecting drugs.  

Williams AB, Fennie KP, Bova 

CA, Burgess JD, Danvers KA, 

Dieckhaus KD. Home visits to 

improve adherence to highly 

active antiretroviral therapy: a 

randomized controlled trial. 

Journal of Acquired Immune 

Deficiency Syndromes 2006; 

42: 314-321. 

Study design: randomized controlled trial. 

 

Population and setting: adults living with HIV and receiving ART, 

most of whom were former or current substance users (81%). 

 

Intervention: patients were randomized to receive one year of 

community-based home visit intervention to improve medication 

adherence compared to usual care. 

 

Results: 171 patients were enrolled; more patients receiving the home 

intervention had adherence greater than 90% than patients receiving 

usual care (P = 0.02). Additionally, there was no difference in effect 

between the viral load or CD4 and the intervention compared to the 

usual care groups. 

 

Conclusions: adherence rates can increase if home-based care is 

incorporated into the care of socially vulnerable people living with 

HIV.  

 

 


