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Abstract
Background: People with double burden of HIV and substance use have poorer treatment engagement and worse
treatment outcomes. Cross-training of HIV and substance use disorder clinicians can potentially enhance the scale
up and quality of integrated care. Research is needed on clinicians’ areas of greatest training need in order to inform
training development.
Methods: Data from semi-structured individual interviews with 16 HIV and 13 substance use disorder clinicians
(N = 29) examining clinician perspectives on their training needs were analyzed using thematic analysis focused on
both a priori and emergent subthemes.
Results: Several key emergent subthemes were identified across the a priori themes of: 1) past training experiences;
2) gaps in training; and 3) training and supervision format/structure. Both HIV and substance use clinicians reported
they had received minimal formal cross-training and had mostly been trained “on the job.” Clinicians also emphasized
gaps in training regarding sensitivity and anti-stigma, the latest medications for opioid use disorder, and HIV prevention/treatment and referral resources. Regarding training and supervision format, clinicians cited didactic workshops
and ongoing supervision as appealing strategies.
Conclusions: Results show that lack of formal and updated training for clinicians is an important gap in providing
integrated HIV and substance use treatment. Didactic workshops and ongoing support strategies that address stigma,
medications for HIV and substance use disorder, and referral resources are likely to be particularly valuable.
Keywords: HIV, Substance use disorder, PrEP, Treatment, Training, Clinician
The Centers for Disease Control and Prevention estimates that 1.2 million U.S. adolescents and adults (aged
13 and older) are living with HIV, with 13.3% of individuals undiagnosed [1]. Alcohol and drug use are common
among people living with HIV (PLWH). More than 80%
of PLWH report a history of drug use and nearly one in
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four meet diagnostic criteria for a substance use disorder [2]. Substance use is associated with both reduced
initiation and retention on anti-retroviral therapy for
PLWH, thus increasing the likelihood of further transmission and reduced survival for this population [3, 4].
PLWH who use drugs are also at elevated risk of an array
of negative outcomes including medical (e.g., hepatitis C,
tuberculosis) and psychiatric (e.g., depression, anxiety)
comorbidity, neurocognitive impairment [5], drug overdose [6], and increased mortality [7–9]. These negative
outcomes are often exacerbated by inadequate access to
medical care [10] which is partly driven by siloed health
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systems in which HIV and substance use care are delivered separately [11], and patient-level barriers such as
unstable motivation to change and negative experiences
with healthcare providers [12]. People who use drugs
report experiencing dehumanization and discrimination
in healthcare settings as a result of drug use which results
in delaying initiation of services, not disclosing drug use
to their providers, downplaying pain, and seeking healthcare in community-based organizations instead of large
institutional settings as these organizations tend to be
non-stigmatizing, more accepting, and prioritize mutual
respect and connection [13].
Integrated care, using an inter-disciplinary, teambased, coordinated approach, has been identified as the
ideal treatment for PLWH who use drugs [14]. Recently,
the U.S. White House released the National HIV/AIDS
Strategy for 2022–2025 which included a specific goal for
improving integrated care for substance use services that
focuses on early intervention, HIV testing, and provision of PrEP and antiretroviral therapy [15]. The National
Academies of Science, Engineering, and Medicine, the
Infectious Disease Society of America, and the HIV Medicine Association also recommend integrated HIV and
substance use disorder care, including medication for
opioid use disorder and harm reduction programs [16,
17]. This guidance also recommends the implementation of multi-level strategies focused on reducing stigma
in treatment settings for PLWH who use drugs [16]. The
myriad benefits of service integration include improved
tracking and monitoring of patients, enhanced coordination of comprehensive treatment plans, decreased healthcare costs, and increased patient outcomes. Despite
established guidelines, multiple barriers prevent the integration of HIV and substance use care. One key organizational barrier is insufficient screening and assessment
of substance use disorders in HIV care clinics and insufficient screening and assessment of HIV in substance use
treatment settings [4, 18, 19].
Formal cross-training in screening and evidence-based
treatments for HIV and substance use disorder could
enhance the quality of integrated care across treatment
settings. Montague et al. (2015) surveyed 119 HIV and
159 addiction treatment clinicians and found that clinicians agreed with statements indicating that they needed
more knowledge and skills in effective assessment and
identification for both diseases [20]. HIV providers
received less formal training about substance use compared to addiction treatment clinicians. However, both
HIV and substance use disorder clinicians did not view
formal training in substance use and HIV, respectively, as
a priority. This lack of prioritization of additional training
may be due to a variety of factors, including perceptions
that such training is outside of their scope of practice,
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beliefs that patients will not be receptive to HIV/substance use intervention, or presence of numerous competing demands on provider time [20].
Although integrated care guidelines exist for HIV
and substance use disorders, there is a lack of research
exploring the specific training gaps and potential training structure and content that would be best received by
community clinicians providing substance use and HIV
treatment. This research is particularly important in light
of findings suggesting that clinicians may not prioritize
training in integrated intervention [20]. The current qualitative data analysis expands on prior work by examining
prior training experiences, the perceived need for crosstraining and preferred training structure/format among
both HIV and substance use disorder clinicians. Findings from this study may inform the format and content
of new cross-training curricula to enhance integrated
care provision for PLWH who use drugs in line with new
treatment guidelines.

Methods
Parent study

The current study was embedded within a larger program of research investigating clinicians’ perspectives
on facilitators and barriers to HIV and substance use
disorder care [21]. The parent study conducted qualitative interviews with clinicians to assess their experiences
working with PLWH who use drugs and their strategies
to improve retention in care. Data collection for the parent study was grounded in syndemics theory considering
the interaction of HIV and substance use disorder interact synergistically to worsen health outcomes for dually
diagnosed patients [22]. The current analysis specifically
focused on clinician impressions of training needs, prior
training experiences, and training preferences.
Participants

Twenty-nine clinicians, 16 HIV and 13 substance use,
were recruited in the New England area via email in 2015
[21]. Inclusion criteria for participants included: (a) minimum of 18 years-old; (b) currently employed at an HIV or
substance use disorder treatment clinic for a minimum of
6 months; (c) minimum of 1 year experience working with
people living with HIV (PLWH) or patients at-risk for
HIV who also have a co-morbid substance use disorder;
and (d) held one of the following position titles: counselor, case manager, medical liaison, medical resident,
nurse practitioner, nurse, outreach worker, physician, or
social worker. Exclusion criteria included being unable to
speak English or provide written consent. All staff who
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contacted the research team and met the inclusion criteria agreed to participate in the interviews.
Procedure

Study procedures were approved by the University of
Texas at Austin Institutional Review Board. Qualitative
data collection and analysis followed the consolidated
criteria for reporting qualitative research (CORE-Q)
[23]. The research team developed a semi-structured
interview guide to assess clinician perceptions of treatment needs among PLWH who use drugs (see Supplemental Material for the full interview guide). A female
interviewer with a Ph.D. in Clinical Psychology and
extensive training in qualitative research methods conducted face-to-face, in-depth qualitative interviews
with both HIV and substance use disorder treatment
clinicians. Qualitative interviews were audio-recorded.
The interview was not known to participants prior to
the interview session and interviews were conducted
privately and in one session at the participants’ agency
(either a community-based HIV or substance use treatment clinic). Interviews ranged in duration from 45 to
90 minutes. Participants provided written informed
consent prior to participation and completed a short
demographic survey. Each participant was compensated $50 for participation. This study is a secondary
analysis of emergent qualitative data focused on three
a priori themes: (a) clinicians past cross-training experience; (b) gaps in clinicians’ current cross-training in
HIV and substance use treatment; and (c) clinicians’
preferences for the format/structure of cross-training
and ongoing supervision. Interview transcripts were
not returned to participants for review due to study
time constraints and to reduce burden placed on participating clinicians.
Data analysis

After each interview, a debriefing and data summary
was performed by the interviewer and either the study
Principal Investigator or a Co-Investigator with qualitative research expertise. All digital recordings were transcribed verbatim into a Word document and entered
into NVivo qualitative data management software for
organization and coding of qualitative data. Applied
thematic analysis, a rigorous, deductive approach, was
completed to identify and report common themes
within the data [24]. Coding occurred in two major
stages. In Stage 1, the following analytical steps were
utilized to develop an initial coding structure and identify quotes associated with the major themes: a primary
code book containing a comprehensive list of major a
priori themes was developed based upon the interview
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guide; two PhD level researchers trained in qualitative
analysis coded all transcripts using only the a priori
themes; and coders met weekly to review assignments,
identify areas of agreement, and resolve discrepancies
until 100% consensus was obtained.
Stage 2 was initiated after the coding structure was
finalized. In this stage, all of the quotes pertaining
to training needs, experiences, and preferences were
reviewed. Data mining tools in NVivo were applied to
ensure that all relevant passages were included, using
targeted queries of the data via terms such as “training,” “supervision,” and “learn.” Two different independent coders independently reviewed all of the quotes and
assigned them to emergent sub-themes. The independent coders met periodically to review all assigned codes
until agreement was reached about all relevant emergent
themes and to achieve theme saturation. Findings were
not shared with participants following completion of data
analysis.

Results
Sample characteristics

Study participants (N = 29) were predominantly female
(72%), and between the ages of 45 to 54 (34%). The
majority of participants had a college degree (31%), Master’s degree (21%), or a doctorate (24%). Participants
also represented a range of positions, including medical
assistants (3%), nurses (28%), case managers (4%), social
workers (4%), counselors (21%), clinical supervisors
(14%), physician assistants (3%), medical fellows (7%),
and attending physicians (17%). This sample was also
highly experienced in their field, with nearly 40% having
15 or more years of experience in either HIV or substance
use disorder. See Table 1 for participant characteristics.
Emergent themes on cross‑training in HIV and substance
use among clinicians

Emergent data revealed an array of sub-themes in
response to the 3 a priori themes: (a) prior training experiences, (b) needs for HIV and substance use disorder
cross training; and (c) preferred training structure/format. Table 2 presents a definition of each theme, example
emergent sub-themes, and illustrative quotes.
Past training experiences

HIV and substance use disorder clinicians both reported
that they had minimal formal cross-training in substance
use and HIV treatment, respectively. Five HIV clinicians
(31%) reported that their past training in substance use
disorder treatment had occurred primarily “on the job,”
while others reported that they received brief training in
substance use disorder treatment “ages ago,” most commonly during undergraduate or graduate training.

Claborn et al. BMC Medical Education

(2022) 22:629

Table 1 Participant demographics (N = 29)
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Employed in HIV care (n = 16)

Employed in SU care (n = 13)

Total (n = 29)

Male

2 (7%)

5 (17%)

7 (24%)

Female

14 (48%)

7 (24%)

21 (72%)

Gender Queer

0 (0%)

1 (3%)

1 (4%)

18–24

0 (0%)

1 (3%)

1 (4%)

25–34

2 (7%)

6 (21%)

8 (28%)

35–44

4 (14%)

1 (3%)

5 (17%)

45–54

7 (24%)

3 (10%)

10 (34%)

55+

3 (10%)

2 (7%)

5 (17%)

Some College

1 (3%)

3 (10%)

4 (14%)

Licensed Practical Nurse

3 (10%)

0 (0%)

3 (10%)

College Graduate

3 (10%)

6 (21%)

9 (31%)

Master’s Degree

2 (7%)

4 (14%)

6 (21%)

Doctorate

7 (24%)

0 (0%)

7 (24%)

Medical Assistant

1 (3%)

0 (0%)

1 (3%)

Nurse (LPN and RN)

6 (21%)

2 (7%)

8 (28%)

Case Manager

0 (0%)

1 (3%)

1 (4%)

Social Worker

1 (3%)

0 (0%)

1 (4%)

Counselor

0 (0%)

6 (21%)

6 (21%)

Clinical Supervisor

0 (0%)

4 (14%)

4 (14%)

Physician Assistant

1 (3%)

0 (0%)

1 (3%)

Fellow

2 (7%)

0 (0%)

2 (7%)

Attending Physician

5 (17%)

0 (0%)

5 (17%)

0–1

0 (0%)

0 (0%)

0 (0%)

2–5

2 (7%)

3 (10%)

5 (17%)

6–10

3 (10%)

6 (21%)

9 (31%)

11–15

3 (10%)

1 (3%)

4 (14%)

> 15

8 (28%)

3 (10%)

11 (38%)

0–1

1 (3%)

0 (0%)

1 (4%)

2–5

2 (7%)

4 (14%)

6 (21%)

6–10

3 (10%)

5 (17%)

8 (28%)

11–15

2 (7%)

0 (0%)

2 (7%)

> 15

8 (28%)

4 (14%)

14 (21%)

N (%)

N (%)

N (%)

Gender Identity

Age

Education

Position Title

Experience working with PWUD (in years)

Experience working with PLWH (in years)

SU substance use, PWUD people who use drugs, PLWH people living with HIV, LPN licensed practical nurse, RN registered nurse

Substance use disorder clinicians provided similar
feedback. Three clinicians reported that they had “very
minimal” or “no training” in HIV, whereas six reported
that they had received some specific HIV training via
workshops and/or coursework. Of those substance use
clinicians who reported receiving specific HIV training,

two noted that it was mandated by their agency and
one noted that the mandated training was not beneficial because “it’s just monotonous” (1027). Both HIV
and substance use clinicians consistently noted that
cross-training would be beneficial to their practice.

Emergent Themes

Exemplar Quote

Gaps in training related to mental health assessment and treatment. HIV clinician: “I don’t know where the line is when it’s active suicidality
where you have the right to lock him up so he isn’t a danger to himself,
versus passive suicidality.”

Mental Health Treatment

Preference for training to be held regularly

Desire for information about referral options and community
resources
Desire for incentives to attend training such as continuing education
credits or lunch.
Preference for receiving ongoing supervision.

Training Frequency

Resources/
Referrals
Incentives

Supervision

Preference for workshop training.

Need for training in referral resources for substance use and/or HIV.

Referral Resources

Substance use disorder clinician: “Someone who might be maybe passionate about the material, the information, and someone
who has worked directly with the population I work with and has an
understanding of maybe both where we’re coming from, as well as everything they know about the medical side. Yeah. Weekly, with my supervisor,
sit down and talk about each case, and supervision can happen at any
given point in time.”

HIV clinician: “Probably just even a basic… resource list that gets updated
on a regular basis.”
Substance use disorder clinician: “Offer CEUs. That’s how you get us to
come.”
HIV clinician: “People will come when they have food.”

Substance use disorder clinician: “I don’t know if it’s just site-to-site or
if it’s something that should come from the Department of Health as a
requirement cuz you work in this kinda setting…there should be more
of an emphasis placed on updating people who are working in the fields
with these particular
clients, whether it’s once a year, at a minimum.”

Substance use disorder clinician: “…think it depends upon each person’s
learning style, but I think, hypothetically speaking, if [doctor] were to give a
workshop or a day training, or even a half a day training, you would get so
much more outta that than reading a PowerPoint”

Substance use disorder clinician: “…I feel like I don’t always know where
to send them [clients] for HIV..”

HIV clinician: “I think that it is probably helpful for all providers to have a
real understanding of substance abuse. I think that there are still providers
out there who don’t think of it from a medical or a disease like any other,
there’s still, even for providers, a lot of stigma. We hear that all the time
from patients. “I like coming here, because you guys don’t judge me.”

Need for training to reduce stigma or judgment surrounding substance use and/or HIV.

Sensitivity Training

HIV clinician: “… Realizing when it’s appropriate and not appropriate to
prescribe opiates. I don’t think most of us get a lot of specific training in
substance abuse issues.”

Substance use disorder clinician: “...but also like while I was in college, we
had the section on HIV.”

Substance use disorder clinician: “Maybe more what’s been happening
with HIV? We have answers. We don’t hear about it as much as we used to.
How does it go with methadone? Just a little more education. I mean, I just
know what I’ve been learning, but it’s not a whole lot.”

Clinicians not having enough training in the assessment or treatment of substance use disorders.

Past training experiences in substance use or HIV being from many
years ago

Past training experiences in substance use or HIV being primarily “on HIV clinician: “The training I’ve had has really been just experiential.”
the job”

Definition

HIV Prevention and Treatment Clinicians not having enough training in the prevention or treatment of HIV.

Substance Use Treatment

Training and Supervision Workshop Training
Format/Structure

Gaps in Training

Coursework/Workshops

Past Training Experiences On the Job Training

A Priori Themes

Table 2 List of a priori themes, emergent themes, definitions, and exemplar quotes
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Gaps in training

When asked to consider specific areas of training need,
the clinicians highlighted multiple gaps in their training. One of the most frequently mentioned training gaps,
cited by nearly 25% (N = 7) of participants (both HIV and
substance use clinicians) was training in understanding, assessing, and treating substance use disorders. For
instance, one HIV clinician noted, “I think that it is probably helpful for all providers to have a real understanding of substance abuse. I think that there are still providers
out there who don’t think of it from a medical or a disease
like any other” (1006). Four out of the seven providers
requesting training in substance use treatment specifically wanted information on medication for opioid use
disorder (MOUD). A substance use disorder clinician
said, “At this day and age, I think all prescribers should
have some form of methadone understanding, training on
methadone and Suboxone, just with the amount of use
over that” (1027).
Another training gap noted by seven respondents (all
substance use clinicians) was information related to
HIV prevention and treatment. Substance use clinicians
reported a need for training in a wide range of HIV topics, including general HIV knowledge, new medications
for HIV prevention and treatment (including Pre-Exposure Prophylaxis, i.e. PrEP), impact of HIV on methadone
treatment, impact of alcohol on HIV, and comorbidity
between HIV and Hepatitis C. One substance use disorder clinician indicated that: “We’ve all heard of the new
medication, but nobody knows what it is. I don’t, other
than what I’ve gathered from my patients. Nobody’s told
me specifically what it does, how it works” (1017).
The next most popular sub-themes were sensitivity
training and referral resources, with each suggested by
six respondents. Both HIV and substance use clinicians
expressed a need for sensitivity or anti-stigma training,
with HIV clinicians (n = 3) and substance use (n = 3)
clinicians noting the prominence of judgmental views
towards PLWH who use drugs. One HIV clinician noted:
“patients first and foremost want providers that are nonjudgmental” (1015), while a substance use clinician noted
that providers need training because patients “have been
abused by doctors in facial expressions and words” (1018).
Referral resources were also a common training need,
highlighted by both HIV (n = 4) and substance use (n = 2)
clinicians. One HIV clinician indicated that: “Resources, I
think, is always a good thing to learn what’s available [for
substance use disorder treatment] because what’s available in one city is not available in another city” (1008).
Relatedly, several clinicians asked for explicit training
about levels of care to guide their referrals.
Finally, two HIV clinicians expressed a desire for training in mental health assessment and treatment, including
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how to accurately assess mental health symptoms and
suicide risk in their population. One of the HIV clinicians
indicated that: “I don’t think we’re properly equipped or
that we haven’t been trained in a way to very much prioritize mental health....” (1014).
Training and supervision format/structure

Clinicians were also asked about their preferences for
receiving training in the future, including training format,
length, and frequency. Clinicians, and especially substance use disorder clinicians, most frequently endorsed
workshop training as their preferred training format
(n = 1 HIV clinician, n = 8 substance use disorder clinicians). They specifically indicated a desire for an in-person workshop training held on a regular basis (e.g., every
6 months or yearly) with an experienced instructor. Clinicians noted they ideally wanted support resources such
as packets or pamphlets with HIV or substance use information. One substance use disorder clinician described
their ideal training:
“I think a training where maybe someone outside of
the agency is—that professionally knows those two
diseases [HIV and Hepatitis C] and how they progress and what they’re doing about them, what’s
happening, what’s current with them, that’d be
huge...think if it was a training that was interesting and upbeat and allow us to ask lots of questions
and focus on current and how it directly impacts our
patients, I think that’d gather a lot more interest, a
lot more interaction.” (1029).
Several clinicians further noted that due to the time
demands in their jobs, it would be important to provide
incentives for their attendance (e.g., lunch, continuing
education credits, or overtime pay).
When discussing ongoing training needs, supervision
emerged as a key sub-theme. Of note, this sub-theme
did not emerge as a topic of discussion among HIV clinicians, whereas five of the 13 substance use disorder clinicians (38%) shared their perspective that weekly or as
needed supervision could support their training in HIV
prevention and intervention.

Discussion
To our knowledge, this is the first qualitative study to
examine the cross-training needs of HIV and substance
use disorder treatment clinicians. In general, both HIV
and substance use clinicians desired additional crosstraining in assessment and treatment. Although many of
the clinicians reported some form of previous training
on these topics, they noted that this training was provided a long time ago (e.g. in college or graduate training), occurred primarily “on the job” without formal
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instruction, and/or was monotonous. These findings
about the low rates of cross-training are consistent with
prior research documenting a need for more addictionrelated curriculum, using interactive teaching methods,
to be offered throughout medical training [25]. In recent
years, some medical programs have begun to integrate
buprenorphine waiver training into their curricula [26,
27], but the interplay of HIV and substance use risk still
remains an area in need of focus.
In regards to areas of specific training need, both HIV
and substance use clinicians discussed a need for sensitivity or anti-stigma training, as well as training in the
latest medications and referral resources. In line with
previous studies, some clinicians expressed that stigmatized behavior towards PLWH and people who use drugs
could serve as a barrier to treatment retention [13, 28–
30]. Medications to treat opioid use disorder and medications to prevent/treat HIV were also cited as areas in
need of further training. These findings are consistent
with prior research indicating that insufficient knowledge of HIV, PrEP, and substance use disorder treatment
options hinders linkage to appropriate treatment and
integrated care for patients with comorbid HIV and substance use disorder [31].
The current results underscore the need for more formal cross-training opportunities in HIV and substance
use. However, these trainings need to be carefully developed given that knowledge/skill gain in these topics may
be a low priority for some practicing clinicians [20]. First,
workforce training in integrated HIV and substance use
care should begin in graduate training programs (e.g. in
medical school, licensed substance use counseling programs) to build early knowledge about treatment best
practice guidelines. Early training may be especially
important, as clinicians face numerous barriers such as
inability to bill for training time, high workplace productivity requirements, and low training availability once
they begin practicing [16]. Second, training efforts should
evaluate and prioritize areas of need, including screening
and referral to treatment, identification of local HIV and
substance use referral resources, and medications such as
methadone and buprenorphine for opioid use disorder
and PrEP and antiretroviral therapy for HIV [16]. Finally,
both early and ongoing trainings should explicitly focus
on stigma, and especially the intersectional stigma that
may be experienced in healthcare settings by PLWH who
use drugs [32, 33].
Our results also highlighted clinician preferences for
training structure/format, including didactic workshops
and ongoing supervision. Substance use disorder clinicians indicated a desire for an in-person workshop
training far more frequently than HIV clinicians, suggesting that the ideal training strategies will likely differ
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by discipline. In general, clinicians expressed a desire
for frequent HIV or substance use training delivered by
skilled trainers. Training programs for substance use and
HIV clinicians may need to incorporate strategies beyond
traditional workshop training, as workshops are insufficient to promote behavior change [34] and were less preferred by HIV clinicians. Strategies such as incorporating
active learning and behavioral rehearsal in training [35],
and ongoing support activities such as supervision and
performance feedback may be effective to enhance integrated care guideline uptake [36, 37]. Academic detailing
strategies, or the provision of quick, personalized, oneon-one training in the clinician’s office [38], may also be
particularly useful as it aligns with clinicians’ report of
commonly learning “on the job.” Finally, all training and
ongoing support strategies should incorporate intersectional stigma as a theme, including provision of stigma
education, engagement with people with lived experience, and active learning opportunities to integrate destigmatizing practices (e.g. person first language) [32].
Study limitations

The current findings must be considered within the context of several limitations. First, generalizability of the
sample is limited by the focus on clinicians from New
England, the majority of which were well educated with
limited racial/ethnic diversity. It cannot be assumed that
these results will be applicable to other regions. Second,
this study was designed to focus on the provider perspective and, as such, did not consider the patient perspective.
It is possible that patients would have different impressions of the areas of greatest training need in HIV and
substance use treatment settings, and may offer unique
views of intersectional stigma in healthcare. Finally, clinician feedback about their areas of greatest training need
was likely limited by their familiarity with the discipline.
Clinicians may have other areas of training need that did
not emerge in these interviews due to limited provider
awareness.

Conclusion
Notwithstanding these limitations, the current study is
an important first step toward understanding training
needs, both with regard to topics and structure, for both
HIV and substance use clinicians who serve PLWH who
use drugs. Our results highlight the need for cross-training in HIV and substance use disorder among community clinicians to improve linkage to and retention in care
for highly vulnerable patient populations.
In summary, cross-training in HIV and substance
use disorder treatment would likely benefit from pairing initial didactics containing active learning strategies (e.g., behavioral rehearsal, role plays) with ongoing
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support (e.g., supervision, feedback): incentives to promote attendance would be highly desirable. Training
content should include: intersectional stigma, medication for opioid use disorders and HIV, basic mental
health assessment strategies, and referral resources.
Delivering training using the aforementioned strategies
and content areas recommended by community HIV
and substance use clinicians could potentially represent a meaningful way to promote the provision of integrated care.
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