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Objectives

At the end of this learning activity, the participant will 

be able to:

Discuss special considerations in the management of 

the individual with opioid use disorder and HIV and/or 

Hepatitis C



Outline

HIV, Hepatitis C

 Natural History

 Epidemiology

 Testing Recommendations

 Treatment in context Opiate Agonist 
Therapy 

 Drug-Drug Interactions

 Prevention



Helena

28 yo woman came in for STBBI testing

 Boyfriend was recently diagnosed with HIV, not using 

condoms, no previous testing 

 Discloses escalating use of fentanyl over the last year

Overdosed twice in the last 3 months

 Asking to start Opiate Agonist Therapy (OAT)

 1 week microinduction, stabilized with further dose 

titration up to Buprenorphine/naloxone 24/6 mg

 HIV test result is positive 



Human Immunodeficiency Virus (HIV) 

 HIV is a retrovirus, 2 RNA

 Spread through blood, genital or rectal fluids, and breast milk

 Primarily transmitted through unprotected sex or sharing needles or 
drug use equipment with someone with HIV

 HIV infects T-helper or CD4 cells

 CD4 cells direct & coordinate immune system to fight infection

 As CD4 cells decrease, the body loses its ability to fight infections

 Without treatment at risk opportunistic infections and death



HIV Natural History



 388 new HIV cases in MB in 2023

 Incidence > 3x the national rate

 HIV Program report 2018-2021:

 ~50 % are female

 IDU and Heterosexual sex are most 
common self-disclosed modes of 
transmission

 65% of women and 35% of men self 
reported injection drug use

 up to 50% experiencing unstable 
housing

 7 out of 10 self identify as indigenous
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HIV Rates Increasing in Manitoba



 Complete STBBI (HIV, Hep A/B/C, GC/CT, 

Syphilis) screen as part of comprehensive 

intake assessment for OAT

 Offer regular re-screening:

 Every 5 years regardless of risks

 Annually if risks for acquisition

 More frequently, q 3-6 months if high risk:

 gbMSM

 Multiple partners

 IDU

 Recent STI



Primary Care Recommendations

 Referral pathway

 Baseline Assessments

 Immunizations

 Cancer Screening

 Screening for co-infections and for 
non-infectious comorbidities

 Special considerations for key 
populations

 Lab Monitoring schedule

https://mbhiv.ca/healthcare-providers/guidelines/

https://mbhiv.ca/healthcare-providers/guidelines/


• Inform of diagnosis as soon as 
possible after positive test

• Reassure

• Counsel on prevention 
transmission and review for 
any partners at risk

• Conduct a baseline 
assessment

• Refer to the MB HIV Program 
(MBHIVP)

HIV Positive Test Result



Baseline Assessment



Baseline Investigations

 Will be done by HIVP if unable to facilitate in 
community or patient doesn’t attend to lab

 CD4, HIV viral load, resistance and HLA testing

 Screen for coinfections (TB, hepatitis and other 
STIs)

 Screen for immunity/previous exposure MMR,VZV, 
toxoplasmosis, CMV

 Hematology and chemistry labs, DM and lipid 
screen

 Pap test if cervix



MB HIV Program Referral Form

https://mbhiv.ca/healthcare-providers/

https://mbhiv.ca/healthcare-providers/


MB HIV Program

 Three sites for care:

 Nine Circles CHC  (Winnipeg), HIV and primary care

 HSC outpatient clinic (Winnipeg), HIV care alone; collaborates with 

primary care providers

 7th St Access Centre (Brandon), HIV and primary care

 Emerging program sites

 Aboriginal Health and Wellness Centre

 Thompson Clinic



MB HIV Program  (MBHIVP)

 Facilitate a comprehensive HIV intake to rule out Opportunistic 

Infections (OI)

 Initiate HIV treatment, OI treatment or prophylaxis if indicated

 Provide initial treatment monitoring

 Once patient is stable on treatment, with consistent viral load 

suppression, the Program will provide recommendations to primary 

care providers for ongoing treatment and monitoring

 MHIVP remains available for ongoing consultation support from ID, 

pharmacists and primary care providers who specialize in HIV care. 

 Consult the Program at 1-866-449-0165, TIGER connect, non-urgently 

through eConsult

 Referrals to be Faxed: 204-318-3181



Prophylaxis against Opportunistic Infections 

 <200 (15%) Pneumocystis Jirovecii Pneumonia (PJP) prophylaxis

  Sulfamethoxazole/Trimethoprim. DS or SS 1 tab once daily OR

  Dapsone 100 mg once daily

 <100 (10%) Toxoplasmosis prophylaxis (if toxo Ab+)

  Sulfamethoxazole/Trimethoprim DS 1 tab once daily

 <50 (5%) Mycobacterium Avium Intracellulare (MAI) prophylaxis

Azithromycin 1200 mg q weekly OR 600 mg 2x/wk OR 250 mg 5x/wk

Only required if not starting treatment, and must r/o infection prior

 <50 (5%) Screen for CMV retinitis, refer to opthalmology

Helena’s CD4 count was 175 (13%) cells/mI at intake

initiated PJP prophylaxis with Septra SS one  tab once daily



HIV Treatment and Prognosis

 1987 AZT first treatment 

 1996 Highly Active Antiretroviral Therapy (HAART)

 Today Single tablet regimens, 1 pill once daily

 Treatment recommended for all

 Chronic manageable disease

 Life Expectancy approximately 90% of general population in Canada

 Lower life expectancy for women,  people who inject drugs, Indigenous 

ancestry, CD4 count < 350 at time of treatment start

 Undetectable means untransmittable, U=U

Trends in life expectancy of HIV-positive adults on 
antiretroviral therapy across the globe: comparisons with 

general population.
Curr Opin HIV AIDS. 2016 May 31. 
Wandeler G1, Johnson LF, Egger M.

Life expectancy of HIV-positive individuals on 
combination antiretroviral therapy in 
Canada.
Patterson S1,2, et al; CANOC collaboration.

http://www.ncbi.nlm.nih.gov/pubmed/27254748
http://www.ncbi.nlm.nih.gov/pubmed/?term=Wandeler%20G%5bAuthor%5d&cauthor=true&cauthor_uid=27254748
http://www.ncbi.nlm.nih.gov/pubmed/?term=Johnson%20LF%5bAuthor%5d&cauthor=true&cauthor_uid=27254748
http://www.ncbi.nlm.nih.gov/pubmed/?term=Egger%20M%5bAuthor%5d&cauthor=true&cauthor_uid=27254748
http://www.ncbi.nlm.nih.gov/pubmed/?term=Patterson%20S%5bAuthor%5d&cauthor=true&cauthor_uid=26183704
http://www.ncbi.nlm.nih.gov/pubmed/?term=CANOC%20collaboration%5bCorporate%20Author%5d


Backbone of 2 drugs, 1 Class Plus Additional 1 drug, different class

2 Nucleoside Reverse 

Transcriptase Inhibitors (NRTIs)

1 Non-nucleoside Reverse Transcriptase 

Inhibitor (NNRTI), OR

1 Protease Inhibitor (PI), OR

1 Integrase Inhibitor 

HIV Treatment: Antiretroviral Therapy (ART)

For more information:

https://clinicalinfo.hiv.gov/en/guidelines

https://www.bccfe.ca/therapeutic-guidelines/guidelines-antiretroviral-arv-

treatment-adult-hiv-infection

https://aidsinfo.nih.gov/guidelines
https://clinicalinfo.hiv.gov/en/guidelines


University of Liverpool: http://www.hiv-druginteractions.org/checker

MB HIV Program Pharmacist: 204-787-4005, or for patients of Nine Circles: 204-940-6022
eConsult or through Tiger connect

Drug-Drug Interactions



HIV Follow-up Monitoring

 Repeat labs 1 month after treatment start 

 HIV Viral Load suppression usually seen within 3 months 

 “Target not detected” or “< 20 cp/ml”

 HIV follow-up q 3-6 months, supported by multidisciplinary team to review:

Adherence

Medications for  potential drug-drug interactions 

Transmission risks, sexual activity, disclosure recommendations 

Regular STBBI screening, including oral and rectal swabs as indicated

Reproductive health/contraceptive needs

 Immunizations and preventative screening

Psychosocial support/programming

OAT and other primary care often requires more frequent f/u



OAT improves Treatment Uptake and Outcomes

 People who use drugs are less likely to receive 

antiretroviral therapy (ART)

 OAT providers well situated to support 

connection to care and treatment 

adherence 

 Good evidence OAT with buprenorphine or 

methadone:

▪ Increases retention in care

▪ Increases ART uptake

▪ Improves ART adherence

▪ Increases viral suppression



Helena

HIV care:

 Started Biktarvy (Tenofovir Alafenamide, Emtricitabine and Bictegravir) i tablet once 

daily administered alongside buprenorphine/naloxone at community pharmacy

 No expected interactions with Buprenorphine

 Integrase inhibitors may interact with + cations (Ca, Fe) and should be spaced apart

 HIV viral load suppressed at < 20 copies/ml within 3 months

 CD4 count increased to 400- 450 cells/mm3, discontinued Septra

OAT:

 Remains stable with no opiate or other substance use for ~2 years 

 Then more frequently missing appointments in clinic

 Urine +amphetamines, and disclosing active IDU methamphetamine use

 + Hepatitis C AB, + Core antigen



Hepatitis C
 RNA Flavivirus

 6 Major genotypes, Genotype 1 accounts for 60% of cases in Canada

 Transmitted when the blood of a person with hepatitis C comes in contact with the blood 
of another person 

 Sexual transmission can occur but is not common. May see in MSM, coinfected with HIV

 IDU or sharing of drug use equipment is main mode of Hepatitis C transmission (80% of new 
infections)

Natural History:

 Infects liver, leads to progressive liver disease

 25% will clear the virus, usually within 6 months

 75% will progress to chronic Infection

 10-15% will develop cirrhosis 

 2-4 % will develop liver failure or hepatocellular carcinoma

 Treatment can cure disease



Hepatitis C Epidemiology

 Globally an estimated 50 million people are living with chronic Hepatitis C

 In 2022 an estimated 242,000 people died from Hepatitis C-related liver disease 

(cirrhosis or hepatocellular carcinoma)

 Approximately 44% are estimated to be unaware of their infection

 In Canada a total of 7,535 cases of hepatitis C were reported, for a rate of 19.7 

cases per 100,000 in 2021

 MB had the highest incident rate at 42.3/100,000 in 2021

 Manitoba Public Health reported a preliminary 600 cases in 2023

https://www.canada.ca/en/public-health/services/publications/diseases-conditions/hepatitis-c-canada-2021-surveillance-
data-update.html

https://www.who.int/

https://www.canada.ca/en/public-health/services/publications/diseases-conditions/hepatitis-c-canada-2021-surveillance-data-update.html
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/hepatitis-c-canada-2021-surveillance-data-update.html
https://www.who.int/


Population Based Screening

 Born between 1945-1975

Risk-Based Screening:

 Current or past injection drug use

 History of incarceration

 History of sexual contact or sharing personal care items with someone HCV-infected

 HIV infection

 Elevated alanine aminotransferase (ALT)

Additional:

 Chronic Hemodialysis, receiving health or personal care services with lack of IPC practices, coming 

from endemic region, received blood product or transplant in Canada prior to 1992, Infant born to 

mother with Hep C

Hepatitis C Testing Recommendations

http://www.hepatology.ca/

https://www.cmaj.ca/content/190/22/E677

http://www.hepatology.ca/


Hepatitis C Baseline Assessment

 History and physical to assess for signs and symptoms of advanced liver disease

 Counsel on risks and prevention of transmission, link to supply distribution as needed

 Review factors that may influence disease progression such as alcohol intake, obesity, and 

co-infections. 

 Baseline labs (CBC, liver enzymes, liver function, creatinine, testing for other STBBIs, 

pregnancy test if indicated, HCV genotype and quantitative PCR to confirm chronic 

infection) 

 Immunize HepA/B  if non-mmune

 Baseline abdominal ultrasound

 Assess stage of fibrosis 

 APRI, FIB-4 calculators available at Hepatitis C online: 

https://www.hepatitisc.uw.edu/page/clinical-calculators/apri

 Refer for treatment

https://www.hepatitisc.uw.edu/page/clinical-calculators/apri


Hepatitis C Treatment in MB

Viral Hepatitis Investigative Unit, HSC, Ph: 204-787-3630, Fax 204-

787-7086

Mount Carmel Clinic, Ph: 204-589-9428, Fax: 204-582-6006 

eConsult Hepatology – Hepatitis C Treatment advice

Email to register:  servicedesk@sharedhealthmb.ca

mailto:servicedesk@sharedhealthmb.ca


Hepatitis C Treatment 

 Direct Acting Agents (DAAs) >90% Cure Rates 

 Simplified treatment for non-cirrhotic, treatment naïve, in many jurisdictions Rx by 
primary care providers 

 Maviret (Glecaprevir/Pibrentasvir – Pan-genotypic, 3 pills QD for 8 weeks

 Epclusa (Velpatasvir/Sofosbuvir) – Pan-genotypic, 1 pill once daily for 12 weeks

 No need for lab monitoring on treatment, may need adherence support

Criteria Coverage Pharmacare:

 Prescribed by a hepatologist, gastroenterologist, or infectious disease specialist

 Laboratory confirmed Hepatitis C genotype 1,2,3,4,5,6 or mixed genotype

 Quantitative Hepatitis C RNA viral load level within last 6 months

 Some agents have additional criteria (e.g. Fibrosis Score, HIV, Hep B, CKD, DM)

NIHB Coverage:

 Prescribed by a hepatologist, gastroenterologist, or infectious disease specialist, or 
prescriber  experienced in the treatment of  Hepatitis C



Hepatitis C Treatment for PWID
 Recent or active IDU  NOT an absolute contraindication to HCV therapy. 

 Strong evidence from various settings in PWID have demonstrated adherence 
to treatment with low rates of reinfection, countering arguments that have 
been commonly used to limit treatment access in this patient population

 Ideally, treatment of HCV-infected persons who inject drugs should be 
delivered in a multidisciplinary care setting

 Combining HCV treatment with supply distribution and opioid agonist therapy 
programs in this population has shown great value in supporting treatment and 
decreasing the burden of HCV disease. 



Helena

 HIV remained undetectable on Biktarvy (Bictegravir/Tenofovir alafenamide 
and Emtricitiabine)

 On Buprenorphine/Naloxone 24 mg once daily, with no opiate use

 Motivated to cure Hep C, engaging more in care, decreasing 
methamphetamine use

 Hepatology recommended Hepatitis C treatment, opting for Epclusa 
(Velpatasvir/Sofosbuvir) with lower pill burden but longer treatment course.

 Reviewed by HIV Pharmacist with no expecteddrug-drug interactions

 Cured with 12 weeks of treatment



https://www.hep-druginteractions.org/checker



 Hepatitis C quantitative PCR 12 weeks after treatment completion to assess for 

a Sustained Virologic Response (SVR) or Cure

 Patients with ongoing risk for HCV infection should be counseled about risk 

reduction, and tested for HCV RNA annually or if elevated liver enzyme

 Patients in whom initial HCV treatment fails to achieve cure (SVR) should be 

evaluated for retreatment by a specialist

 Patients with chronic Hep C not yet treated, should be assessed for disease 

progression every 6 to 12 months with CBC, liver enzymes and INR 

 Patients with cirrhosis require q 6 month ultrasounds to screen for hepatocellular 

cancer, and referral to GI for endoscopy to screen for varices

Post Hepatitis C Treatment



Hepatitis C Resources
https://www.inhsu.org/online-learning-modules/

https://www.hcvguidelines.org/

The management of chronic hepatitis C: 2018 

guideline update from the Canadian Association 

for the Study of the Liver @ 

https://www.cmaj.ca/content/190/22/e677

https://www.cmaj.ca/content/190/22/e677


Prevention HIV and Hepatitis C

 Condoms

 Supply distribution

 Addictions Treatment

 Opiate Agonist Therapy

 Antiviral based interventions 

 Antiretroviral treatment for HIV prevents onward transmission (U=U)

 Hepatitis C treatment prevents onward transmission 

 PEP (post-exposure prophylaxis) 4 weeks of ART to prevent HIV

started in ER or UC within 72 hours of possible exposure

https://www.gov.mb.ca/health/publichealth/cdc/protocol/hiv_postexp.pdf

 PrEP (pre-exposure prophylaxis) to prevent HIV

https://www.gov.mb.ca/health/publichealth/cdc/protocol/hiv_postexp.pdf


 PrEP is for prevention of HIV in HIV negative individuals at high risk:

gbMSM, transgender women or gender diverse individuals

Heterosexual with partner(s) with HIV and a risk for transmission (detectable viral 

load)

People who inject drugs

 Guidelines for use: 

https://mbhiv.ca/healthcare-providers/guidelines/

 Tenofovir DF + Emtricitabine (Truvada) i tab once daily 

Covered by FNIHB

MB HIV Treatment Program fully covers cost

HIV Prevention

https://mbhiv.ca/healthcare-providers/guidelines/


PrEP underutilized for PWID 

Potential success alongside OAT



Summary
 Test for HIV and Hepatitis C and other Sexually Transmitted Infections as part of 

comprehensive OAT intake

 Rescreen at risk populations annually or more frequently if high risk

 People who use drugs do well on antiretroviral therapy for HIV

 Hepatitis C can be cured and treatment should be offered to all people who qualify 
including people who use or inject drugs

 Offer prevention counselling, link to supply distribution and consider PrEP in HIV 
negative

 Opiate agonist therapy improves engagement in care, adherence to treatment and 
outcomes for people with opioid use disorder, HIV and Hep C

 Drug-Drug interactions may be significant and expert consultation is available

Questions?

lireland@ninecircles.ca
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