HIV and alcohol use disorder: We cannot ignore the elephant in the room
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In The Lancet HIV, Jennifer Edelman and colleagues report the results of a randomised, controlled trial, where an ‘integrated stepped alcohol treatment’ for alcohol use disorder (AUD) was used in people living with HIV (PLHIV).1

HIV natural history has significantly changed in the past decades.2 There have been remarkable improvements in how we treat HIV, thanks to significant progress in biomedical research. Furthermore, HIV medications are used and implemented in clinical practice, education on risk factors for infection has helped and, last but not least, the stigma around HIV is not the same as it used to be in the 80’s. 

The same cannot be said for addiction, including AUD. AUD is a brain disorder, not a moral failure, and represents a leading cause of mortality and morbidity worldwide.3 As such, it would be expected that most AUD patients should be treated, yet, only 10% of patients receive any type of treatment.4 We would never accept the same statistics if we provided HIV treatments to only 10% of PLHIV. Why is there such an unethical medical and public health paradox? Developing new treatments for AUD is a critical priority, but it is also important to keep in mind that there are already behavioral and pharmacological treatments that can help AUD patients. These treatments are small in number, as well as in effect size; the latter due to the fact that they are used in a quite heterogeneous population. Yet, while these treatments exist, they are very often not implemented in clinical practice. We struggle because more education and training on AUD is needed. We also struggle because, despite clear evidence that AUD is a medical disorder, it carries a lot of stigma in our society.

The need to treat AUD in PLHIV is even more crucial from a medical and public health standpoint. The prevalence of unhealthy alcohol use (heavy drinking and/or alcohol use disorder) in PLHIV ranges from 8% to 42%.5 Alcohol is associated with HIV acquisition and transmission, delay in engaging with HIV treatment after testing positive, nonadherence to HIV medications, lack of viral suppression, common comorbid conditions, and synergistic effects on a variety of organ damage and medical consequences.5 In other words, AUD causes significant morbidity and mortality, including, and especially, among PLWH.5,6 Yet, while the need to treat AUD is critical, particularly in PLHIV, treatments for AUD are provided very infrequently in HIV treatment settings.7 To fill this gap, Edelman and colleagues conducted a very elegant clinical trial with a new approach comprised of consecutive steps of increasing intensity treatment for AUD, in which patients are moved to a progressive step if they fail to achieve the desired results with lower intensity treatment. On the other hand, patients of the control group received the ‘usual treatment’ that consisted of being referred to alcohol treatment services. Treatments may have included behavioral therapy like Motivation Enhancement Therapy and/or medications (either approved by the Food and Drug Administration or used off-label). The results of this well-designed trial found no differences between patients of the two groups at the end of the study, in either drinking or HIV outcomes. Conversely, six months after the end of treatment, patients who received ‘integrated stepped alcohol treatment’ showed better results, both in drinking and HIV outcomes, compared to patients who received the ‘usual care’. 
We think that these results are of great interest. They suggest that the use of an integrated stepped alcohol treatment may contribute to reducing the healthcare burden of AUD, including for PLHIV. In addition, an integrated stepped treatment has been already proposed for other mental disorders like anxiety and depressive disorders.8,9
In conclusion, a study like the one by Edelman and colleagues is a truly welcome addition to the field. The study is of great importance for the HIV field and beyond, as it clearly addresses all current needs to improve the way we treat AUD, in the context of HIV and in general.10 That is, we need to see AUD as a medical disorder, we need to help and treat AUD patients, and we need to implement treatments for AUD in clinical practice.
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