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Disclaimer
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from the Human Resources and Services Administration HIV/AIDS 

Bureau. The views expressed do not necessarily reflect the official policies 

of the Department of Health and Human Services nor does mention of 

trade names, commercial practices, or organizations imply endorsement 

by the U.S. Government. Any trade/brand names for products mentioned 

during this presentation are for training and identification purposes only.



Data Considerations

Data in this presentation offer a limited perspective of 

how systemic, social, and economic factors impact 

health. We recognize that racism, not race, creates 

and perpetuates health disparities.

To Learn More: 

https://www.cdc.gov/minorityhealth/racism-disparities



Learning objectives

Upon completion of this activity, learners will be able to:

• Describe the roles of unhealthy alcohol use on HIV-related morbidity and 

mortality

• Implement optimal screening methods for alcohol use in HIV clinical settings

• List evidence-based therapies for alcohol use among people with HIV



Overview

• Unhealthy alcohol use, the HIV care continuum, and comorbidities

• Screening and interventions for unhealthy alcohol use among PWH



Question 1

When do you personally screen for alcohol use in your practice?

1. At the initial visit only

2. At annual visits

3. At every visit

4. Only when alcohol use disorder is suspected



Question 2

How often do you ask your patients about alcohol use when they experience viral 

rebound?

1. Always

2. Often

3. Sometimes

4. Never



Spectrum of alcohol use

At-Risk Alcohol Use: 
Men < 65years old: 

     >4 drinks/occasion; 

     >14 drinks/week 

Women and Men >65 years old:    

     >3 drinks/occasion;

     >7 drinks/week

Transgender persons

     >4 drinks per occasion or AUDIT-C≥3

Unhealthy 

Alcohol Use:              

HIV – 27%



Unhealthy alcohol use and the HIV Care Continuum



Unhealthy alcohol use and viral suppression



Unhealthy alcohol use and retention in care

PWH with heavy alcohol use 22% less likely to be retained in care; individuals with binge/heavy episodic 

drinking 10% less likely to be retained in care (IOM definition)

Monroe AK, Lau B, Mugavero MJ, Mathews WC, Mayer KH, Napravnik S, Hutton HE, Kim HS, Jabour S, Moore RD, McCaul ME, 

Christopoulos KA, Crane HC, Chander G. Heavy Alcohol Use Is Associated With Worse Retention in HIV Care. J Acquir Immune 
Defic Syndr. 2016 Dec 1;73(4):419-425. doi: 10.1097/QAI.0000000000001083. PMID: 27243904; PMCID: PMC5085857.



Unhealthy alcohol use and comorbidities

Comorbidities

Alcohol use and mental health disorders
Depression, anxiety, trauma

Alcohol and other substance use 
• Opioids, stimulants, cannabis

Alcohol use and tobacco

Alcohol use and co-infections
HCV, TB, Pneumonia

Alcohol use and chronic disease
Diabetes, HTN, CVD

Alcohol use and liver disease

Alcohol use and cognition

Alcohol use and cancer

Mortality



Integration of evidence based alcohol treatment in HIV clinical 

settings

• Among PWH, unhealthy alcohol use and alcohol use disorders (AUD) are associated with 
lower utilization of medical treatment, poorer medication adherence and HIV transmission 
risk behaviors, liver disease progression, and mortality. 

• Implementation of evidence-based alcohol treatment strategies in this population is 
critically needed.

• Most people in need of alcohol treatment do not access subspecialty services (SAMHSA)
- Not ready to stop, cannot afford, negative impact on job, unsure of where to go, stigma

• Given potential barriers to accessing traditional alcohol treatment services, integration of 
alcohol reduction strategies into HIV care and other clinical settings may increase treatment 
access and improve HIV outcomes



Management of unhealthy alcohol use



Screening for unhealthy alcohol use

• Who should we screen?

- All individuals presenting to care

- Screen at baseline, and if negative, repeat at least annually, if positive, at every visit

New viremia, viral rebound

Transaminitis

High blood sugar/Blood pressure

Trauma, accidents

Depression/Anxiety and other mental health disorders

Tobacco and other substance use

• What should we use?

- Alcohol: National Institute on Alcohol Abuse and Alcoholism recommends single question

•  How often in the last year have you had 4 or more drinks (women) or 5 or more drinks (men);¹ 

•  if ≥1, follow-up with quantity/frequency questions; 

•  Alcohol Use Disorders Test-Consumption (AUDIT-C) Clarify that alcohol includes beer, wine, liquor



AUDIT-C

Question 1: How often do you have a drink containing alcohol?

(0) Never (1) Monthly or less (2) 2 to 4 times a month (3) 2 to 3 times a week (4) 
4 or more times a week

Question 2: How many drinks containing alcohol do you have on a typical day when 
you are drinking?

(0) 1 or 2 (1) 3 or 4 (2) 5 or 6 (3) 7, 8, or 9 (4) 10 or more

Question 3: How often do you have 4 or more (women) 5 or more (men) drinks on 
one occasion?

(0) Never (1) Less than monthly (2) Monthly (3) Weekly (4) Daily or almost daily

A positive test is >3 in women/TG individuals, >4 in men



Assess for alcohol use disorder

AUD Symptom Checklist

• Severity based on the number of criteria 

a person meets based on their 

symptoms—

• mild (2–3 criteria), 

• moderate (4–5 criteria), or

• severe (6 or more criteria).



Definition of a standard drink



Brief alcohol intervention

• Recommended by the USPTF for persons with unhealthy alcohol use

• Generally consists of 4 or fewer sessions

- typically lasted 5 – 15 minutes;

- Includes non-judgmental normative feedback and advice to cut down or stop drinking;

- Advice placed in the context of recommended limits and health 

- May provide patients with written material to reinforce the intervention

• Can consist of components of motivational interviewing, addressing ambivalence, and elements of CBT with 

goal setting and coping strategies

• Evidence suggests that follow-up visits further enhance outcomes

• 2018 review of BI for unhealthy alcohol use demonstrated reduced number of drinks per week among persons 

receiving BI versus control, with 14% more participants drinking below limits

• Recommendation: Unhealthy Alcohol Use in Adolescents and Adults: Screening and Behavioral Counseling Interventions | United S tates Preventive Services Taskforce 

(uspreventiveservicestaskforce.org)

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions


Conduct a Brief Intervention: Build Motivation and a Plan for Change | National Institute on Alcohol Abuse and Alcoholism 

(NIAAA) (nih.gov)

Brief alcohol intervention: NIAAA  7 steps

1. Ask permission: Start by setting the agenda to discuss alcohol use
“If it is okay with you, I would like to discuss your alcohol use”

2. Give feedback and advice
Based on current screening, link to current health (mental health, physical health) 
Provide advice (noting alcohol reduction may improve current health)
 No AUD, recommend cutting down to safer limits; 
 AUD state concern, advice to reduce or quit, EBI, behavioral health, referral

3. Check in: Ask what patients think of this information
Assess understanding, readiness to change
Dispel misconceptions

4. Build motivation: Briefly explore reasons for making a change
Open ended questions ( “what might be some benefits of cutting back?”); Listen for change talk

5. Offer support: Express empathy and encourage autonomy.

Maintain empathy, non-judgmental tone, person many not be ready to change but conversation opens a “door” to future 
communication

6. Identify next steps: Work together to develop a plan for change

7. Follow up: Continue the dialogue at the next visit

https://www.niaaa.nih.gov/health-professionals-communities/core-resource-on-alcohol/conduct-brief-intervention-build-motivation-and-plan-change
https://www.niaaa.nih.gov/health-professionals-communities/core-resource-on-alcohol/conduct-brief-intervention-build-motivation-and-plan-change




Pharmacotherapy for Alcohol Use Disorder: Rationale

• Evidence suggests that BI may not reduce drinking in patients with more serious drinking problems.

• As in management of other chronic health problems (depression, tobacco, OUD), medications may offer 

the next level of intervention

• Medications can target neurotransmitters involved in the reinforcing and anxiolytic effects of alcohol use

• Beneficial in combination with non-pharmacologic therapy, including counseling and other behavioral 

therapies

• 3 FDA approved therapies for AUD: Naltrexone (po and IM), Acamprosate and Disulfiram

• Data from 2019 NSDUH suggest that 1.6% patients with AUD receive FDA approved medication for AUD 

(Han, 2021)



Pharmacotherapy for AUD: Rationale for use

Yang W, Singla R, Maheshwari O, Fontaine CJ, Gil-Mohapel J. Alcohol Use Disorder: Neurobiology and Therapeutics. Biomedicines. 2022 May 21;10(5):1192. 

doi: 10.3390/biomedicines10051192. PMID: 35625928; PMCID: PMC9139063.



Naltrexone

McPheeters M, O’Connor EA, Riley S, et al. Pharmacotherapy for Alcohol Use Disorder: A Systematic Review and Meta 

Analysis. JAMA. 2023;330(17):1653–1665. doi:10.1001/jama.2023.19761

• Blocks opioid receptors→ attenuates positive reinforcing 
effects of alcohol consumption

• Decreases heavy drinking days and return to heavy 
drinking; decreases craving

• Mechanism of action: Opioid receptor antagonist

• Indication: Moderate to severe alcohol use disorder 

• Typical adult dosing: 50mg Daily (oral) or 380mg IM 
Q28Days (injectable)

• Side effects: Nausea / vomiting, dizziness, headache, 
elevated LFTs, injection site reaction, decreased appetite

• Contraindicated: Acute hepatitis, liver enzymes ≥3 to 5 
times normal, or liver failure; opioid use or risk of opioid 
withdrawal

Monitoring: Periodic liver function tests



Naltrexone use among PWH



Acamprosate

McPheeters et al. JAMA 2023

Restores balance of excitation and inhibition 
dysregulated by alcohol exposure (reduces craving)

• Mechanism of action: Increase the activity of the 
GABA-ergic system, and decreases activity of 
glutamate

• Indication: Moderate to severe alcohol use 
disorder (during abstinence, e.g., after alcohol 
treatment)

• Dosing: 666mg TID if CrCl >50 mL/minute; 333mg 
TID if CrCl 31-50 mL/minute

• Side effects: Diarrhea, nervousness, fatigue

• Contraindicated: severe renal impairment (CrCl 
≤30 mL/minute)

• Monitoring: Renal function, weight



Disulfiram

• Interferes with alcohol metabolism by blocking the enzyme 
acetaldehyde dehydrogenase, causing a buildup of 
acetaldehyde 

• Flushing, nausea, increased heart rate, sweating, dizziness 
when alcohol is consumed 

• Adult starting dosing: 250mg Daily
Maintenance dose: 125-500mg Daily

• Side effects: Fatigue / drowsiness, headache, dermatitis, 
change in taste

• Serious adverse events: Severe hepatitis and/or hepatic 
failure; psychosis

• Contraindicated: patients receiving or using alcohol (ritonavir 
liquid; tripanavir capsule), metronidazole, or alcohol-
containing products; psychosis; severe myocardial disease or 
coronary occlusion.

• Monitoring: Liver function tests (baseline and after 2 weeks), 
CBC, chemistries; cardiac function if clinically appropriate

• Disulfiram reactions can occur up to14 days after taking 
disulfiram if alcohol is consumed and can with alcohol-
containing tonics, mouthwash, cough syrup, aftershave, etc.



Non-FDA approved medications

McPheeters, JAMA 2023

Medication Systematic Review results Evidence Strength Other notes

Baclofen Reduces return to any drinking Low Often use in liver 

disease

Gabapentin Reduces return to heavy drinking Low

Topiramate Reduces % drinking days and heavy drinking days and 

drinks per drinking day

Moderate Use limited by side 

effects, including 

paresthesia, 

drowsiness, 

memory impairment



National Institute on Alcohol Abuse and Alcoholism. How to Apply The Core Resource on Alcohol in Clinical Practice. Updated 

10/06/2023. Accessed 11/06, 2023. https://www.niaaa.nih.gov/health-professionals-communities/core-resource-on-alcohol/how-
apply-core-resource-alcohol-clinical-practice#how_to_content

Step 1: Screen 

for Heavy 

Drinking
Use a brief, validated 

alcohol screening tool 

(e.g., NIAAA Single 

Alcohol Screening 

Question, AUDIT-C)

If NO to heavy drinking

If YES to heavy 

drinking

Advise
Stay within the U.S. 

Dietary Guidelines or 

abstain. Single-day drink 

limit: 1 for women, 2 for 

men

Step 2: Advise 

and Assess 

Step 3: Brief 

Intervention

Assess
For alcohol use 

disorder (AUD) with 

quick patient form.

• Get the typical 

weekly drinking 

pattern, then assess 

for AUD 

• Have the patient fill 

out an AUD 

symptom checklist 

(include diagnosis 

and severity)

Advise and 

Assist
Brief intervention for heavy 

drinking.

• Ask permission

• Give feedback and 

advice

• Link your concern

• Advise cutting down

• Negotiate

• Check-in

• Build motivation

• Offer support

• Identify next steps

If Yes to AUD 

(2 symptoms or greater) 

Advise and Assist
Brief intervention for AUD.

• Ask permission

• Give feedback and advice

• Inform

• Link your concern

• Advise quitting 

• Discuss treatment 

options

• Check-in

• Build motivation

• Offer behavioral 

support/pharmacotherapy

• Identify next steps

If  no AUD 

(0-1 symptom) 

At next visit, continue 

follow-up and support 
• Revisit 

• Acknowledge
• Affirm 
• Explore



Summary

• Unhealthy alcohol use can interrupt steps in the HIV Care Continuum and complicate 
comorbidities and their management among persons with HIV

• Given the impact of alcohol use on HIV infection and comorbidities and US goals of HIV 
treatment as prevention, it is critical to initiate ART among persons with unhealthy alcohol 
use

• Universal screening with standardized tools can improve identification of unhealthy 
alcohol use

• Evidence-based alcohol reduction interventions can be implemented in primary care/HIV 
settings and may improve HIV outcomes



Acknowledgment

This Mountain West AIDS Education and Training (MWAETC) program 

is supported by the Health Resources and Services Administration 

(HRSA) of the U.S. Department of Health and Human Services (HHS) 

as part of award 1 TR7HA53202‐01‐00 totaling $2,982,063 with 0% 

financed with non-governmental sources. 

The content in this presentation are those of the author(s) and do not 

necessarily represent the official views of, nor an endorsement by, 

HRSA, HHS, or the U.S. Government. 


	Slide 1: Alcohol Use Among People with HIV
	Slide 2: No conflicts of interest
	Slide 3
	Slide 4: Data Considerations
	Slide 5: Learning objectives
	Slide 6: Overview
	Slide 7: Question 1
	Slide 8: Question 2
	Slide 9: Spectrum of alcohol use
	Slide 10: Unhealthy alcohol use and the HIV Care Continuum
	Slide 11: Unhealthy alcohol use and viral suppression
	Slide 12: Unhealthy alcohol use and retention in care
	Slide 13: Unhealthy alcohol use and comorbidities
	Slide 14: Integration of evidence based alcohol treatment in HIV clinical settings
	Slide 15: Management of unhealthy alcohol use
	Slide 16: Screening for unhealthy alcohol use
	Slide 17: AUDIT-C
	Slide 18: Assess for alcohol use disorder
	Slide 19: Definition of a standard drink
	Slide 20: Brief alcohol intervention
	Slide 21: Brief alcohol intervention: NIAAA  7 steps
	Slide 22
	Slide 23: Pharmacotherapy for Alcohol Use Disorder: Rationale
	Slide 24: Pharmacotherapy for AUD: Rationale for use
	Slide 25: Naltrexone
	Slide 26: Naltrexone use among PWH
	Slide 27: Acamprosate
	Slide 28: Disulfiram
	Slide 29: Non-FDA approved medications
	Slide 30
	Slide 31: Summary
	Slide 32

