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Abstract

Background: Integrated addiction treatment in HIV clinics is associated with improved 

outcomes yet is offered inconsistently and with variable models of care. We sought to evaluate 

the impact of Implementation Facilitation (“Facilitation”) on clinician and staff preference for 

provision of addiction treatment in HIV clinics with on-site resources (all trained or designated 

on-site specialist) vs. outside resources (outside specialist or refer out).

Methods: From July 2017 to July 2020, surveys assessed clinician and staff preferences 

for addiction treatment models during control (i.e., baseline), intervention, evaluation, and 

maintenance phases in four HIV clinics in the Northeast United States.
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Results: During the control phase, among 76 respondents (response rate=58%), the proportion 

that preferred treatment with on-site resources for opioid use disorder (OUD), alcohol use disorder 

(AUD), and tobacco use disorder (TUD) was 63%, 55%, and 63%, respectively. Compared to 

control, there were no significant differences in preferred model during the intervention and 

evaluation phases except for AUD where there was an increased preference for treatment with on-

site resources in the intervention vs. control phase. Compared to control, during the maintenance 

phase, a higher proportion of clinicians and staff preferred providing addiction treatment with 

on-site resources vs. outside resources: OUD: 75% (OR [95% CI] =1.79 (1.06, 3.03)]; AUD: 73% 

(OR [95% CI] =2.23 [1.36, 3.65]); and TUD: 76% (OR [95% CI] =1.88 [1.11,3.18].

Conclusion: The findings from this study lend support for “Facilitation” as a strategy to enhance 

clinician and staff preference for integrated addiction treatment in HIV clinics with on-site 

resources.
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INTRODUCTION

Evidence-based addiction treatments can be integrated into HIV care settings to improve 

HIV and substance use-related outcomes.1–5 These treatments include buprenorphine 

and injectable naltrexone for opioid use disorder (OUD); naltrexone, acamprosate and 

disulfiram for alcohol use disorder (AUD); and nicotine replacement therapy, bupropion 

and varenicline for tobacco use disorder (TUD).

Despite evidence, guidelines, and unmet needs, addiction treatment is inconsistently 

provided in HIV clinical settings.6–8 How clinician and staff preferences regarding the 

preferred model for integrating addiction treatment into HIV clinical settings vary based on 

substance and change with implementation efforts is not known.9 To address this literature 

gap, we conducted a secondary analysis of data from the Working with HIV clinics to adopt 
Addiction Treatment using Implementation Facilitation (WHAT-IF?) study.10

METHODS

WHAT-IF? was a four-site stepped wedge clinical trial with a hybrid type 3 effectiveness-

implementation approach to evaluating the impact of Implementation Facilitation 

(“Facilitation”) on promoting provision of evidence-based OUD, AUD and TUD care. 

The protocol,10 results from the formative evaluation,11 and primary outcome analyses 

are available elsewhere.12 Following a baseline formative evaluation, Facilitation activities 

during the intervention period primarily consisted of 1) academic detailing targeting 

clinicians’ knowledge of evidence-based treatments followed by 2) learning collaboratives 

including case-based learning, as well as efforts to 3) promote program marketing, 4) 

stimulate and support local champions, and 5) promote processes for audit and feedback.10 

After crossing over from the control period to 6-month intervention period, sites then 

entered a 6-month evaluation period, followed by the maintenance period that lasted for the 

duration of the study. Learning collaboratives and as needed consultations continued during 
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the evaluation and maintenance phases. Institutional Review Boards at Yale University and 

each participating site approved the study protocol.

Study activities occurred at: 1) Haelen Center at Yale‐New Haven Hospital, New Haven, 

CT; 2) the Community Care Center at Hartford Hospital’s HIV Clinic, Hartford, CT; 3) 

The Miriam Hospital Immunology Center, The Miriam Hospital, Providence, RI; and 4) 

The Special Treatment and Research (STAR) Health Center, SUNY Downstate Health 

Sciences University, Brooklyn, NY. All clinicians and staff at each of the participating 

clinics who had been employed at the given site for ≥6 months at the time of survey 

collection were invited to complete a confidential, web based Qualtrics™ survey. Surveys 

were administered every 6 months (July 2017 to July 2020), starting prior to initiation of 

Facilitation activities at any sites (i.e., control), and then during each of the following study 

periods (i.e., intervention, evaluation, maintenance).

Clinicians and staff were asked to indicate their preferred model of care for improving 

addiction treatment in their HIV clinic in response to: “In your opinion, which approach 

do you think would be most feasible to improve treatment for [opioid/alcohol/tobacco] 

use disorder?” Response options included: each clinician provides treatment to patients on 

their panel for the given substance use disorder (“all trained”); one current clinician is 

appointed as the specialist (“designated onsite specialist”); a specialist is brought into the 

clinic (“outside onsite specialist”); no treatment is provided onsite, and patients are referred 

out (“refer out”); or other (option for free text).10

Responses were categorized into a two-level variable: preferring provision of addiction 

treatment at the clinic with on-site resources (defined as endorsing “all trained” or 

“designated onsite specialist” or both) vs. outside resources (defined as endorsing “outside 

onsite specialist” or “refer out”) as the study’s overall goal was to improve integrated care 

delivered by in-house clinicians. Two researchers (SBM and EJE) independently reviewed 

“other” free text responses into one of the two categories; discrepancies were resolved by 

discussion with other team members to reach consensus.

Analyses were conducted with an intention‐to‐treat approach based on the time clinics 

were intended to cross over from control condition to Facilitation. Generalized estimating 

equation (GEE) models were used with fixed effects for site, site by study phase interaction, 

and natural time to generate adjusted odds ratios (OR) and associated 95% confidence 

intervals (95% CI) to measure the effect of Facilitation on preference of on-site care at each 

study period (i.e., intervention, evaluation, maintenance) compared to the control period; 

compound symmetry working correlation matrix was specified to control for correlation of 

repeated measures within subjects. Two-sided p values <0.05 were considered statistically 

significant. All analyses were performed using SAS 9.4 (SAS Institute, Cary, NC).

Results

Among all invited clinicians and staff, 76/131 (58%) responded to the survey in the control 

phase, 70/126 (56%) in the intervention phase, 81/123 (65%) in the evaluation phase and 

95/133 (71%) in the maintenance phase. During the control phase, the proportion that 
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preferred provision of addiction treatment with on-site resources for OUD, AUD, and 

TUD was 63%, 55%, and 63%, respectively (Table 1). Compared to the control phase, 

preference to provide addiction treatment with on-site resources only increased for AUD 

(71% (OR [95% CI] = 1.98 [1.13,3.49]) during the intervention phase (Table 1 and Figure 

1)). By the maintenance phase, the proportion of clinicians and staff who preferred provision 

of addiction treatment with on-site resources vs. outside resources had increased for all 

addiction treatments compared to control phase: OUD: 75% (OR [95% CI] =1.79 (1.06, 

3.03)]; AUD: 73% (OR [95% CI] =2.23 [1.36, 3.65]); and TUD: 76% (OR [95% CI] =1.88 

[1.11,3.18] (Figure 1). No other significant findings were observed.

Discussion

To our knowledge, this is the first study to examine clinician and staff preferences for 

delivering addiction treatments in HIV clinics and changes in response to Facilitation. 

Results show that Facilitation activities, including academic detailing and learning 

collaboratives, can influence stated preferences of clinicians and staff in models for 

addiction treatment delivery. While the evaluation phase (six months following intervention) 

did not show significant change, there was a trend in the positive direction with 

multi-component facilitation interventions. With ongoing collaborative learning in the 

maintenance phase, there was significant improvement in clinician and staff preferences 

to integrate addiction treatments. Despite these interventions, one in four continued to prefer 

outside referral or onsite treatment with outside resources. Another stepped wedge study in 

HIV clinics that looked at academic detailing and peer to peer education showed significant 

improvement in the confidence and readiness to prescribe buprenorphine in the six-month 

post intervention phase followed by sustained improvement in the 12-month follow up. 

There were no meaningful improvements in buprenorphine prescribing.13

Further research should focus on understanding the barriers to preferring onsite treatment. 

Our baseline formative evaluation identified difficulty with determining treatment eligible 

patients, variable experiences with prior medications for addiction treatment, perceived 

complexity of treatments, perceived need for robust behavioral services, and inconsistency in 

availability of trained onsite specialists as barriers.11

Our study has limitations. The COVID-19 pandemic caused major disruptions to health care 

systems that may also have affected willingness to adopt new treatments in clinical settings 

during the final period of study observation. The study was conducted in four urban HIV 

treatment centers in the Northeast US, potentially limiting generalizability. Although the 

clinicians and staff were told that the surveys were anonymous, there could have been social 

desirability bias.

Conclusion

Our findings lend support for Facilitation as a strategy for enhancing clinician and staff 

support for integrated addiction treatment delivery for in HIV clinics with on-site resources. 

Future efforts that evaluate different approaches for delivering addiction treatment with 

onsite resources are needed.
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Figure 1: 
Preference for integrating addiction treatment with on-site resources vs. outside resources 

at each phase of study compared to control period, results from generalized estimating 

equations models*

*TUD=tobacco use disorder, AUD=alcohol use disorder, OUD=opioid use disorder. 

Adjusted for site, site by study phase interaction, and natural time.
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Table 1:

Proportion of clinicians and staff preference for integrating addiction treatment with on-site resources vs. 

outside resources

Preference of treatment by substance use disorder and study phase OUD AUD TUD

Percent n Percent n Percent n

Control 62.5% 76 55% 76 63.1% 76

Intervention 67.7% 70 70.8% 70 61.8% 69

Evaluation 66.7% 81 64.9% 81 73.9% 81

Maintenance 74.9% 94 73.2% 95 76.3% 95

Note: OUD=opioid use disorder; AUD=alcohol use disorder; TUD=tobacco use disorder
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