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Why Integrate Services for PWID*  Syndemics

Intersectiional Stigma

* People with P/SUD die, on average 10-
25 years prematurely due to NCDs

Bromberg DJ, Curr Opin HIV AIDS, 2020
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Conceptual Framework for Integrating Service Delivery

Six levels of integration from coordinated  
co-located  integrated services
Coordinated Care
1. Minimal collaboration
2. Basic collaboration at a distance
Co-Located Care
3. Basic collaboration onsite
4. Close collaboration with some system 

integration
Integrated Care
5. Close collaboration approaching integrated 

practice
6. Full collaboration in a 

Transformed/Merged practice



S L I D E  4

Advantages and Weaknesses at Each Level of 
Collaboration/Integration

INTEGRATED
Key Element: Practice Change

Co-Located
Key Element: Physical Proximity

COORDINATED
Key Element: Communication
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Understand Barriers and Facilitators to Service 
Delivery Integration - examples

• Patient-level factors
– Concerns about quality of care, stigma in how services are delivered, 

convenience

• Clinician-level factors
– Confidence in co-management by non-specialists, workload, 

inconvenience, concerns about quality by specialists, 
stigma/discrimination, financial support

• Clinic-level factors
– Leadership support, organizational space, shared medical-records, 

resources, no set expectations (quality health indicators)

• Healthcare system-level factors
– Funding, Lack of guidelines, legal impediments
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Context: Ukraine
• Volatile HIV epidemic driven primarily among PWID  concentrated 

in key populations with transition to sexual partners of PWID
• Cultural context

– Post-Soviet system of Narcology (stigma toward PWID and OAT)1

– Opioid agonist maintenance therapies (OAT) introduced in 2004 
(buprenorphine) and 2008 (methadone) 2

– OAT scale-up hindered by multi-level factors 3

– Early research findings from other studies resulted in regulatory changes:
– Allowing OAT to be provided outside specialty settings (2016) based other 

research studies (R01 DA033679)
• Pilot study demonstrating feasibility of integrating OAT into PCCs 4

• Mathematical modeling demonstrating scale-up not feasible unless OAT in PCCs 5

– Creation of a combined Center for Treatment of Psychiatric and Substance Use 
Disorders (2019)

– Creation of a National Health System with changes in funding (2020)
1. Bojko MJ, Drug: Edu Prev Pol, 2015; 2. Bruce RD, IJDP, 2007; 3. Bojko MJ, JSAT, 
2016; 4. Morozova O, DAD, 2017; 5. Morozova O, Addict, 2020
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Integrating Opioid Agonist Therapies, HIV and TB 
Services into Primary Care Settings

• Patient-level considerations
– Variability in interest to move to another clinic

• Clinician concerns
– Specialists – concern that patients would receive suboptimal 

care (later concerns about funding arose with NHS)
– Primary care providers – lack of confidence in treating 

addiction, HIV and/or TB
• Distance-based learning using a Project ECHO to support PCCs 

to provide OAT, HIV and TB prevention and treatment 
services

• Addiction treatment specialists was linked to each clinic to 
accept consultation or referral back to specialty center
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Transition from Specialty to Primary Care 
Settings Resulted in:

• Patient-level outcomes (high levels of retention):
– Reduced stigma
– Increased health-related quality of life
– Increased trust in physician

• Provider-level outcomes from chart review:
– Screen and diagnose HIV/HCV
– Facilitate ART initiation in HIV patients
– See patients for routine medical care issues

• Clinicians reported need for ongoing coaching and to 
address clinical issues related to OAT, HIV, TB. Also 
requested assistance with screening/treating depression. 
Paid too little to do “extra” work. 

Affirmed in 
qualitative 
interviews 
(mixed 
methods)

Morozova O et al, Drug Alcohol Depend, 2017
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Selecting Implementation and Evaluation 
Strategies

• Problem: Lack of confidence in PCPs in providing specialty 
care services
– Solution: Project ECHO – weekly sessions alternating with addiction, 

HIV and OAT (OAT provided onsite but only screening and referral 
could be done for HIV and TB)

• Problem: Lack of income for PCPs
– Solution: Pay-for-performance (P4P) for clinicians

• Problem: What types of efficacy measures worth considering
– Solution: Delphi method to identify those measures important for 

primary care, infectious diseases (HIV, TB) and addiction treatment 
outcomes  creation of quality health indicators (QHIs: TOTAL – 
primary care + specialty services)
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Selection of Quality Health Indicators

Pashchenko O, PLoS Global Health, 2021
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IMPACT Trial: Study Design (24 months)

Pashchenko O, PLoS Global Health, 2021
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Quality Health Indicator Outcomes at 12 months

Pashchenko O, PLoS Global Health, 2021
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Change in Provider Attitude Over 24 Months

Machavariani E, Prevent Sci, under review
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Changes in Stereotypes toward PWID Translate 
to Improved Treatment Outcomes (QHI)

Machavariani E, Prevent Sci, under review
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bb

Bromberg DJ, J Intern AIDS Soc, in press
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Integrating Mental Health Services into 
Addiction Treatment Clinics
• Patient concerns: preferred integration because of stigma and too far to 

travel, SSRIs too expensive
• Clinician concerns: Narcology is a subspecialty of psychiatry but they had 

little experience managing mental illness – sought confidence (ECHO), 
paid too little to take on more (tools), clinic did not have budget to buy 
SSRIs (purchased SSRIs for all sites)
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MEDIUM: Integrating Mental Health Services 
into Addiction Treatment Programs (12 sites)

Machavariani E, Contemp Clin Trials, 2023

Tools
Screen: PHQ-9

Evaluate: MADRS, MDQ
Treat: SSRIs
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Aggregate Outcomes Across Sites

Machavariani E, Contemp Clin Trials, 2023
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Other Ongoing Integration Studies

• West Virginia (BIRCH)
– Goal: to integrate MOUD, HIV and HCV services into PCCs
– Using the NIATx strategy to integrate screening, evaluation and treatment 

(SET) strategies for OUD, HIV and HCV into primary care settings
– NIATx involves 5 key principles, a bundle of implementation tools and 

collaborative learning (coaching) to guide process improvement
– Type 2 Hybrid, Stepped wedge trial

• Peru (Re-CAST)
– Goal: To decentralize HIV services in Lima, Peru
– Uses Delphi method to identify best practices to move patients to PCCs from 

specialty HIV care clinics
– Creates Hub and Spoke Service Delivery and uses NIATx to guide 

decentralization
– Uses Project ECHO to train primary care clinics
– Type 2 Hybrid, Stepped wedge trial

NIATx is an evidence-informed implementation approach that includes 5 key principles and a bundle of tools that combine process improvement me            
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Summary

• Integrating services is variable (coordination, co-location, 
integration) and is often a process. 

• There is excellent rationale for service delivery 
integration, especially where syndemic conditions are 
prevalent and promote additional harm.

• There are many innovative strategies and tools that can 
be used but finding the right ones that address patient, 
provide, clinic and systems is crucial for sustainability. 
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