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Abstract

Background and Objectives: This paper investigates the prevalence and predictors for opioid
use disorder (OUD) pharmacotherapy utilization for Medicaid-insured patients with HIV in New
York.

Methods: We identified 5,621 patients with HIV and OUD in 2014 in the New York State
Medicaid claims data. Claims were used to identify individual client medication for addiction
treatment (MAT) utilization, demographic information, and other medical and psychiatric health
conditions. Logistic regression analyses were performed to explore potential predictors of MAT
service utilization among people with HIV and OUD.

Results: Of 5,621 identified patients with HIV and OUD, 3,647 (65%) received some type of
MAT. 87% of treated patients received methadone while 10% received buprenorphine and 3%
utilized both therapies.

Conclusions and Scientific Significance: A substantial number of patients with HIV and
OUD did not receive MAT. Findings suggest that there are opportunities to improve OUD care for
patients with HIV and OUD, particularly the young, blacks, individuals living outside of New
York City, and among those with serious psychiatric conditions. This initial study suggests that
additional research is needed to better understand how the gap in care affects this population.
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1. Introduction

Increases in opioid-related death rates are a growing public health concern and have created
a growing demand for opioid use disorder (OUD) treatment services including MAT.
Concurrently, HIV transmission through high-risk behaviors including injection drug use
continues to account for a significant portion of new HIV infections even though the HIV/
AIDS epidemic has recorded a significant decline in new diagnoses during the past decade?.

About 50% of HIV patients have a history of substance use disorder (SUD)2. The burden of
triple diagnoses of HIV, mental health illnesses, and substance use is common among HIV
patients and the compounded clinical manifestations result in worse health overall. SUD has
been associated with poor outcomes in HIV patients. HIV patients with SUD are less likely
to adhere to HIV medications?, less likely to have regular viral load testing®, and are more
likely to be infected with Hepatitis C°.

Patients living with HIV often use opioid analgesics for chronic pain management, which in
turn exposes them to OUD. Primary care providers for HIV patients report that
approximately 30% of patients have chronic pain and over 20% received opioid analgesics;
yet, few providers followed guideline concordant care for pain medications®. Patients with
HIV and OUD have poor health outcomes including non-adherence to HIV medications as
well as increased morbidity and mortality rates compared to patients with HIV who do not
use drugs’.

HIV patients are less likely to receive substance use disorder treatments8. Despite the proven
effectiveness, MAT utilization among HIV population is understudied. Understanding the
overall treatment landscape in New York can provide relevant information on access to MAT
that informs efforts in other states. This study explores MAT treatment prevalence in New
York in 2014 for Medicaid patients with HIV and aims to examine if demographic
characteristics are associated with receiving medication for addiction treatment (MAT).

2. Methods

2.1. Data source and study population

This study reviewed 2014 MAT utilization among New York Medicaid clients with
diagnosed OUD and HIV using New York’s Medicaid claims data. The study population
included clients with Medicaid coverage who had at least one OUD diagnosis (304.0, 304.7,
305.5, 965.0) in 2014. Diagnosis codes for HIV, rate codes for AIDS hospice, HIV-related
outpatient services or HIV special needs plans, ARV medication National Drug Codes
(NDC), and procedure codes for testing of HIV viral quantification, phenotype or genotype
were used to identify HIV patients®. Clients with coverage through both Medicaid and
Medicare were excluded from the analysis since we were unable to access the entirety of
their healthcare claims data. In total, 5,621 non-dually eligible patients with HIV and OUD
diagnosis were identified in 2014.
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2.2. Measures

MAT utilization was the primary outcome. MAT was defined if an individual had a claim
with methadone maintenance therapy visit (using New York Medicaid specific billing
codes), or if they filled at least one buprenorphine-naloxone prescription (NDC codes) for
OUD treatment. We created a mutually exclusive category to examine the medication types:
methadone, buprenorphine, and both. Prescriptions for naltrexone were too few to reliably
include in the analyses. We extracted demographics (e.g. age, gender, race/ethnicity, and
county of residence) from Medicaid eligibility data. Finally, medical and psychiatric health
conditions (e.g. cardiovascular disease, diabetes, hypertension, renal failure, schizophrenia,
bipolar disorder, and respiratory disease) were coded if the client had at least one inpatient
stay or at least two outpatient claims with aforementioned diagnoses in any of the five
available diagnosis fields in 2014.

2.3. Analysis

Descriptive statistics were used to characterize MAT utilization among HIV patients with at
least one OUD diagnosis in 2014. Characteristics and MAT utilization were assessed using
Chi-square tests. Univariate and multivariate logistic regression analyses were performed to
understand the association between MAT service utilization among people with OUD and
HIV. We controlled for age, gender, race/ethnicity (non-Hispanic white, non-Hispanic black,
Hispanic, Other/Unknown), place of residence in the New York State (New York City or rest
of the state), comorbidities such as cardiovascular disease, diabetes, hypertension, renal
failure, schizophrenia, bipolar, and respiratory diseases. All statistical analyses were
conducted using SAS 9.4 and STATA M.P.13.1.

3. Results

Of 5,621 identified patients with documented HIV and OUD, 3,647 (64.9%) received some
type of MAT in 2014. Of those who utilized MAT, 87% of treated patients received only
methadone maintenance therapy, 10% received only buprenorphine treatment, and 3%
received both therapies. Most of the study sample were older than 45 years old (79.4%),
male (63%), lived in New York City (90.3%), and was Hispanic (47.6%). Younger patients
represented the smallest subset of patients to receive MAT, with only 26% of 18 to 34 year
olds receiving it. Patients in the older age groups (35-44 (AOR=2.26; 95% Cl=1.73-2.95),
45-54 (AOR=3.13; 95% Cl=2.46-3.97), 55+ (AOR=5.13; 95% CI= 3.98-6.60)) were more
likely to receive MAT compared to patients in the youngest age group (18-34). Non-
Hispanic blacks (Adjusted Odds Ratio [AOR]=0.38; 95% Confidence Interval [CI]= 0.30-
0.47) and clients living outside NYC (AOR=0.50; 95% Cl= 0.40-0.59) were significantly
less likely to receive treatment compared to non-Hispanic white clients living in NYC, after
adjusting for covariates. The odds of patients with severe mental disorders such as
schizophrenia (AOR=0.70; 95% CI=0.58-0.86) and/or bipolar (AOR=0.76; 95% Cl=0.63—
0.91) of receiving MAT were lower compared to those without these diagnoses. Patients
with cardiovascular diseases (AOR=0.88; 95% Cl=0.73-0.94) were also less likely to
receive MAT.
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4. Discussion

This study demonstrates that MAT are underutilized among Medicaid-insured HIV patients
living in New York. About 65% of patients diagnosed with HIV received at least one OUD
MAT in 2014. Most patients who received treatment were on methadone (85%).

We found that age, race/ethnicity, and geographical region were associated with likelihood
of receiving MAT. Specifically, younger adults, blacks, and individuals living outside New
York City were less likely to receive MAT. These results support past findings that
demonstrated black-white disparities in receipt of MAT care. Studies have reported that
blacks and Hispanics were less likely to receive addiction treatment, but in our study, only
blacks were less likely to acquire MAT. One explanation for this difference is the known
presence of methadone maintenance therapy programs in Hispanic communities in New
York City10. The availability of addiction treatment systems is a significant factor affecting
treatment uptake. Historically, there have been a low number of physicians who prescribe
buprenorphine and serve in low-income areas!®. In New York City, the availability of
buprenorphine has been unevenly distributed, with the greatest access in areas with high
incomes and a high percentage of White residents?0.

We found that mental health comorbidities can decrease HIV patients’ odds of receiving
MAT. Integrating OUD, mental illnesses, and HIV care can be complex in terms of
coordinating and accessing appropriate care. More research is needed in this area to study
how to improve evidence-based care like HAART and MAT adherence for these most
vulnerable patients who have HIV, mental illnesses, and OUD.

This is the first study to focus on the receipt of MAT among HIV patients diagnosed with
OUD. Addressing the opioid epidemic is a public health priority in the United States.
Understanding the pattern of MAT among patients diagnosed with HIV and OUD is an
important step in developing future treatment strategies. This is especially pertinent to the
Medicaid population as most individuals who have HIV and/or SUD have an income below
poverty, and individuals who have both HIV and SUD have a higher morbidity and mortality
rate when compared to individuals who solely have HIV1213, Populations that are
marginalized often face multiple barriers to treatment which necessitates a better
understanding of their complex healthcare experiences in order to increase their access.

Our analysis has several limitations. First, it is a cross-sectional study, which can be
beneficial for assessing the prevalence, but it prevents us from making a causal inference
from the findings. It is especially helpful since it helps to generate further hypotheses in the
midst of an opioid epidemic. In addition, patients who have not received MAT may have
received other types of treatment, such as psychotherapies or other behavioral and/or
cognitive therapies. Defining treatment utilization as filling one or more buprenorphine-
naloxone prescriptions can be overestimating the prevalence of treatment uptake. Despite
these limitations, the study provides insights into disparities in receipt of MAT among
vulnerable patients and suggests further exploration on how to best optimize our current
strategies in reaching potential patients who can benefit from MAT at a population-level.
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5. Conclusion

To our knowledge, this is the first large study to examine the prevalence and predictors for
receipt of MAT among Medicaid-insured patients with HIV and OUD. In New York State, a
substantial number of HIV patients on Medicaid with OUD did not receive MAT in 2014.
The findings highlight the underuse of MAT and speak to the need for greater attention to
coordinating OUD treatment among the young, African Americans, individuals living
outside of New York City, and among those with serious psychiatric conditions. The study
highlights the need for added efforts to provide MAT for these subpopulations. Future
studies should further examine why access to treatment disproportionately affected certain
communities and build interventions to integrate MAT and HIV treatment to improve
equitable care for all patients with OUD and HIV.

Acknowledgements:

This work was supported by the National Institutes of Health [grant numbers R33DA035615, R0O1DA038193,
5T32DA041898-02]. The funding agencies had no role in study design; in the collection, analysis, or interpretation
of data; in the writing of the report; or in the decision to submit the paper for publication.

References

1. Patel P, Borkowf CB, Brooks JT, Lasry A, Lansky A, Mermin J. Estimating per-act HIV
transmission risk: a systematic review. AIDS 2014;28(10):1509-1519. [PubMed: 24809629]

2. Bing EG, Burnam MA, Longshore D, et al. Psychiatric disorders and drug use among human
immunodeficiency virus-infected adults in the United States. Arch Gen Psychiatry 2001;58(8):721-
728. [PubMed: 11483137]

3. Kamarulzaman A, Altice FL. Challenges in managing HIV in people who use drugs. Curr Opin
Infect Dis 2015;28(1):10-16. [PubMed: 25490106]

4. Raboud JM, Abdurrahman ZB, Major C, et al. Nonfinancial factors associated with decreased
plasma viral load testing in Ontario, Canada. J Acquir Immune Defic Syndr 2005;39(3):327-332.
[PubMed: 15980694]

5. Altice FL, Kamarulzaman A, Soriano V'V, Schechter M, Friedland GH. Treatment of medical,
psychiatric, and substance-use comorbidities in people infected with HIV who use drugs. Lancet
2010;376(9738):367-387. [PubMed: 20650518]

6. Lum PJ, Little S, Botsko M, et al. Opioid-prescribing practices and provider confidence recognizing
opioid analgesic abuse in HIV primary care settings. J Acquir Immune Defic Syndr 2011;56 Suppl
1:591-97. [PubMed: 21317601]

7. Altice FL, Bruce RD, Lucas GM, et al. HIV treatment outcomes among HIV-infected, opioid-
dependent patients receiving buprenorphine/naloxone treatment within HIV clinical care settings:
results from a multisite study. J Acquir Immune Defic Syndr 2011;56 Suppl 1:522-32. [PubMed:
21317590]

8. Goldstein RB, Rotheram-Borus MJ, Johnson MO, et al. Insurance coverage, usual source of care,
and receipt of clinically indicated care for comorbid conditions among adults living with human
immunodeficiency virus. Med Care 2005;43(4):401-410. [PubMed: 15778643]

9. Macinski SE, Gunn JKL, Goyal M, Neighbors C, Yerneni R, Anderson BJ. Validation of an
Optimized Algorithm to Identify Persons Living with Diagnosed HIV from the New York State
Medicaid Data, 2006-2014. Am J Epidemiol 2019.

10. Hansen HB, Siegel CE, Case BG, Bertollo DN, DiRocco D, Galanter M. Variation in use of
buprenorphine and methadone treatment by racial, ethnic, and income characteristics of residential
social areas in New York City. J Behav Health Serv Res 2013;40(3):367-377. [PubMed:
23702611]

Am J Addict. Author manuscript; available in PMC 2021 March 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Choi et al. Page 6

11. Wallack SS, Thomas CP, Martin TC, Chilingerian J, Reif S. Substance abuse treatment
organizations as mediators of social policy: slowing the adoption of a congressionally approved
medication. J Behav Health Serv Res 2010;37(1):64—78. [PubMed: 18668369]

12. Conover CJ, Arno P, Weaver M, Ang A, Ettner SL. Income and employment of people living with
combined HIV/AIDS, chronic mental illness, and substance abuse disorders. J Ment Health Policy
Econ 2006;9(2):71-86. [PubMed: 17007485]

13. Durvasula R, Miller TR. Substance abuse treatment in persons with HIVV/AIDS: challenges in
managing triple diagnosis. Behav Med 2014;40(2):43-52. [PubMed: 24274175]

Am J Addict. Author manuscript; available in PMC 2021 March 01.



Page 7

Choi et al.

JUBLLIRAIY UOKDIPPR 104 UOIIEIIPAW = |W/IA “18pJ0sIp 8sn pioido = N0 ‘SNiIA Ausiolapountuwl uewny = AlH :S310N

G500 (00'1-92°0) 28°0 L2€0 (90'1-€8'0) ¥6°0 (z62) 215 (0'82) T20'T (¥'82) 865'T aseasiq Alojelidsay
€000 (16'0-€90)920 100> (82'0-950) 99'0 (Lv7) 162 (eom) v€ (8'T1) 599 tejodig
1000 (98'0-85'0) 02°0 100> (€L'0-15°0) T9°0 (czr) ove (82) €82 (¢'6) €25 eluaiydoziyos
69€°0 (cv'1-88°0) CT'T 0800 (zg1-86'0) 22T (z'9) zer W tle (02) €68 ainjred |eusy
¥80°0 (62'7-86°0) 2T'T ¥10°0 (82'T-€0T) ST'T (6°0v) 808 (evv) L19'T (Tev) Gev'e uolsuapadAH
1050 (€2'1-06'0) SO'T 9000 (Tr'1-90'T) 22'T (TL1) 8¢ (z'02) seL (T'61) €£0'T sejeqelq
L¥0'0 (¥6'0-€L°0) 88°0 €000 (¥6'0-GL'0) ¥8°0 (¥'Lv) 9¢6 (6'vv) 8€9'T (8'SY) ¥/G'c  eseasIq Jeinasenolpied
Auprgiowod
100> (65'0-0v'0) 050 100> (55°0-8¢°0) 9¥'0 (9'58) 689'T (8'26) s8e'e (€'06) ¥20'S AND 1A MaN
494 194 (7'v1) 682 (z1) 29z (26) LS alels 8y} Jo 159y
SUOIB3Y 3BIS NIOA MIN
100> (T2'0-2v'0) ¥5'0 2200 (96'0-85°0) GL'0 (6'6) G6T (T2) 852 (T'8) €5 umouNuN/18yl0
90T'0 (Ly'1-96'0) 6T'T 100> (ere-orT) oLt (0°€e) 059 (9'56) 520'C (92¥) 529'C oluedsiH
100> (L¥'0-0g0)8€0 100> (e2'0-050) 190 (T9v) 606 (8'92) 5.6 (5ee) v88'T >oe|g d1uedsiH-UuoN
494 494 (T'T1) 812 (901) 98¢ (8'01) 709 3NYM dluedsIH-UON
808y
T0T°0 (SZ'1-86'0) TT'T T€V°0 (£0T-58'0) 96°0 (928) evL (99¢) veE'T (02€) 220'C alewad
494 494 (7'29) 1€2'T (7'€9) €T€'C (0€9) vvs'e 3eN
18pUse)
100> (099-86'€) €T'S 100> (L9'5-85°€) 067 (0°22) €5 (Tov) T97'T (5'5¢) v66'T anoqy ® G§
100> (L6'e-9v'2) €T'E 100> (vL'€-6€'C) 66'C (e'vv) v.8 (L'ev) 26G'T (6'€v) 99v'C vS-Gy
100> (s6'2-€LT) 92 100> (8evLr1)eTe (8'91) 2ee (rzT) 157 (6'€T) €82 vv—GE
49 49 (6'TT) S€CT (6€) evt (L9) 8LE v€-81
Alobaje) aby
(fenselu| 22UBPLUOD %S6) (ensou| 2dUepluUOD %G6) (%) U (26'T=U) (%) u zv9'e=u) (%) u (Te9's=U)

(22) 26 "urpog

(821) 29v :dng

(c'28) 08T'c ;U

anfeAd 013y SPpPO PPBN[PY  anfeAd 011ey SPPO passn fpeun LVIWON VI IleRAQ

¥T0¢ ulssoubelp aNO yimsiuaired A|H Jjoabesn 1IN Buioips id s joioe) pue soisiisioe feyod olyde ioweq

Author Manuscript

‘Tal1qeL

Author Manuscript

Author Manuscript

Author Manuscript

Am J Addict. Author manuscript; available in PMC 2021 March 01.



	Abstract
	Introduction
	Methods
	Data source and study population
	Measures
	Analysis

	Results
	Discussion
	Conclusion
	References
	Table 1.

