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What Is a TIP?

reatment Improvement Protocols (TIPs)
T are developed by the Substance Abuse
and Mental Health Services
Administration (SAMHSA) within the U.S.
Department of Health and Human Services
(HHS). Each TIP involves the development of
topic-specific best-practice guidelines for the
prevention and treatment of substance use and
mental disorders. TIPs draw on the experience
and knowledge of clinical, research, and
administrative experts of various forms of

treatment and prevention. TIPs are distributed

to facilities and individuals across the country.
Published TIPs can be accessed via the Internet
at http://store.samhsa.gov.

Although each consensus-based TIP strives
to include an evidence base for the practices it
recommends, SAMHSA recognizes that
behavioral health is continually evolving, and
research frequently lags behind the innovations
pioneered in the field. A major goal of each TIP
is to convey "front-line" information quickly but
responsibly. If research supports a particular

approach, citations are provided.

vil


https://store.samhsa.gov/home




Editorial Advisory Board

Note: The information given indicates each participant's affiliation during the time the board was

convened and may no longer reflect the individual's current affiliation.

Karen Allen, Ph.D., R.N., C.A.R.N.
Professor and Chair
Department of Nursing
Andrews University
Berrien Springs, Michigan

Richard L. Brown, M.D., M.P.H.
Associate Professor
Department of Family Medicine
University of Wisconsin School of Medicine
Madison, Wisconsin

Dorynne Czechowicz, M.D.
Associate Director
Medical/Professional Affairs
Treatment Research Branch
Division of Clinical and Services Research
National Institute on Drug Abuse
Rockville, Maryland

Linda S. Foley, M.A.
Former Director
Project for Addiction Counselor Training
National Association of State Alcohol and
Drug Abuse Directors
Treatment Improvement Exchange Project
Washington, D.C.

Wayde A. Glover, M.IS,, N.C.A.C. II
Director
Commonwealth Addictions Consultants and
Trainers

Richmond, Virginia

Pedro J. Greer, M.D.
Assistant Dean for Homeless Education
University of Miami School of Medicine
Miami, Florida

Thomas W. Hester, M.D.
Former State Director
Substance Abuse Services
Division of Mental Health, Mental
Retardation and Substance Abuse
Georgia Department of Human Resources
Atlanta, Georgia

James G. (Gil) Hill, Ph.D.
Director
Office of Substance Abuse
American Psychological Association
Washington, D.C.

Douglas B. Kamerow, M.D., M.P.H.
Director
Center for Practice and Technology
Assessment

Agency for Health Care Policy and Research

Rockville, Maryland

Stephen W. Long
Director
Oftice of Policy Analysis
National Institute on Alcohol Abuse and
Alcoholism
Rockville, Maryland

ix



Editorial Advisory Board

Richard A. Rawson, Ph.D.
Executive Director
Matrix Center and Matrix Institute on
Addiction
Deputy Director, UCLA Addiction Medicine
Services
Los Angeles, California

Ellen A. Renz, Ph.D.
Former Vice President of Clinical Systems
MEDCO Behavioral Care Corporation
Kamuela, Hawaii

Richard K. Ries, M.D.
Director and Associate Professor
Outpatient Mental Health Services and Dual
Disorder Programs
Harborview Medical Center
Seattle, Washington

Sidney H. Schnoll, M.D., Ph.D.
Chairman
Division of Substance Abuse Medicine
Medical College of Virginia
Richmond, Virginia



Consensus Panel

Note: The information given indicates each participant's affiliation during the time the panel was

convened and may no longer reflect the individual's current affiliation.

Chair

Steven L. Batki, M.D.
Professor
Department of Psychiatry
SUNY Upstate Medical University
Syracuse, New York

Co-Chair

Peter A. Selwyn, M.D., M.P.H.
Professor and Chairman
Department of Family Medicine and

Community Health
Montefiore Medical Center
Albert Einstein College of Medicine
Bronx, New York

Panelists

Deborah Wright Bauer, M.P.H., M.L.S.
Health Project Consultant
Georgia Ryan White Title IV Project
Epidemiology and Prevention Branch
Department of Human Resources
Atlanta, Georgia

Margaret K. Brooks, J.D., M.A.
New Perspectives
Montclair, New Jersey

Robert Paul Cabaj, M.D.
Medical Director
San Mateo County Mental Health Services
Mental Health Services Administration
San Mateo, California

Susan M. Gallego, M.S.S.W., LM.SW.-A.C.P.
Trainer, Consultant, and Facilitator
Austin, Texas

Larry M. Gant, Ph.D., CS.W., M.S.W.
Associate Professor
School of Social Work
University of Michigan
Ann Arbor, Michigan

Brian C. Giddens, M.S.W., A.C.S.W.
Associate Director
Social Work Department
University of Washington Medical Center
Seattle, Washington

Gregory L. Greenwood, Ph.D., M.P.H.
TAPS Fellow
Center for AIDS Prevention Studies
University of California at San Francisco
San Francisco, California

X1



Consensus Panel

Elizabeth F. Howell, M.D.
Substance Abuse Program Chief
Georgia Department of Human Resources
Division of Mental Health, Mental
Retardation and Substance Abuse
Atlanta, Georgia

Martin Yoneo Iguchi, Ph.D.
Co-Director
Senior Behavioral Scientist
Drug Policy Research Center
RAND

Santa Monica, California

Susan LeLacheur, M.P.H., P.A.-C.

Assistant Professor of Health Care Sciences

and Health Sciences
The George Washington University
Physician Assistant Program
Washington, D.C.

Xii

Andrea Ronhovde, L.C.S.W.
Director
Alexandria Mental Health HIV / AIDS Project
Alexandria Mental Health Center
Alexandria, Virginia

Ronald D. Stall, Ph.D., M.P.H.
Center for AIDS Prevention Studies
University of California at San Francisco
San Francisco, California

Michael D. Stein, M.D.
Associate Professor
Department of Medicine
Brown University
Providence, Rhode Island



Foreword

he Substance Abuse and Mental Health

Services Administration (SAMHSA) is the

agency within the U.S. Department of
Health and Human Services that leads public
health efforts to advance the behavioral health of
the nation. SAMHSA'’s mission is to reduce the
impact of substance abuse and mental illness on
America’s communities.

The Treatment Improvement Protocol (TIP)
series fulfills SAMHSA'’s mission to reduce the
impact of substance abuse and mental illness on
America's communities by providing evidence-
based and best practices guidance to clinicians,
program administrators, and payers. TIPs are the
result of careful consideration of all relevant
clinical and health services research findings,
demonstration experience, and implementation

requirements. A panel of non-Federal clinical

Pamela S. Hyde, ]J.D.
Administrator

researchers, clinicians, program administrators,
and patient advocates debates and discusses their
particular area of expertise until they reach a
consensus on best practices. This panel’s work is
then reviewed and critiqued by field reviewers.

The talent, dedication, and hard work that TIPs
panelists and reviewers bring to this highly
participatory process have helped bridge the gap
between the promise of research and the needs of
practicing clinicians and administrators to serve,
in the most scientifically sound and effective ways,
people in need of behavioral health services. We
are grateful to all who have joined with us to
contribute to advances in the behavioral health
field.

Substance Abuse and Mental Health Services Administration

Daryl W. Kade
Acting Director
Center for Substance Abuse Treatment

Substance Abuse and Mental Health Services Administration

xiii






Executive Summary and

Recommendations

any significant changes have

occurred in recent years in the

treatment of human
immunodeficiency virus (HIV)/acquired
immunodeficiency syndrome (AIDS). In
recognition of these advances and their impact
on substance abuse treatment, the Center for
Substance Abuse Treatment (CSAT) convened a
Consensus Panel in 1998 to update and expand
TIP 15, Treatment for HIV-Infected Alcohol and
Other Drug Abusers (CSAT, 1995b).

Major research advances have substantially
improved our understanding of the biology of
HIV and the pathogenesis (i.e., origin and
development) of AIDS. The pathogenesis of
AIDS is now known to result from the ability of
HIV to replicate at the rate of a billion new
virions (viral particles) per day and nearly 10
trillion new virions over the course of HIV
infection. This, countered by the ability of the
body to produce CD4+ T cell lymphocytes (a
primary target cell for HIV), sets the stage for
the struggle between HIV and the immune
system—a struggle that lasts from the first day
of HIV infection to end-stage disease and death.

Early in the U.S. HIV/AIDS pandemic, the
role of substance abuse in the transmission of
HIV and AIDS became clear. HIV is most
efficiently transmitted through exposure to
contaminated blood. As a result, injection drug
users represent the largest HIV-infected
substance-abusing population in the United

States. In addition to contracting HIV through
contaminated injection equipment, sexual
contact within relatively closed sexual networks
is another route of HIV transmission among
injection drug users. These networks are
characterized by multiple sex partners,
unprotected intercourse, and the exchange of
sex for drugs. The use of alcohol and
noninjection drugs within this environment only
increases the HIV /AIDS caseload. Because
substance abuse and the HIV/AIDS pandemic
are so interrelated, substance abuse treatment
can play an important role in helping substance
abusers reduce risk-taking behavior, thus
helping to reduce the incidence of HIV/AIDS.
The current trend in the HIV /AIDS
pandemic shows that a disproportionate
number of minorities who live in inner cities are
affected by or at risk for contracting HIV. This
population is poor, hard to reach through
traditional public health methods, and in need
of a wide range of health and human services.
The recommendations and guidelines in this
TIP continue to reinforce the approach
established in TIP 15, which was the creation of
a comprehensive, integrated system of care for
HIV-infected substance abusers. Collaborative,
efficient networks must be developed among
substance abuse treatment centers, medical
personnel, mental health personnel, and public
health officials to prevent further spread of the
disease and to provide high-quality care to

X0
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infected individuals. Bringing together these
disciplines that traditionally work
independently of each other is an enormous
challenge. An additional important challenge is
to overcome misunderstandings and a lack of
communication based on differences in
ethnicity, culture, economic status, sexual
orientation, and lifestyle.

The HIV /AIDS pandemic has induced some
substance abuse treatment centers in HIV
epicenters (e.g., San Francisco, New York,
Washington, D.C.) to increase the range of
services they provide in order to attend to all the
needs of their clients: substance abuse treatment;
HIV / AIDS treatment; and other medical,
behavioral, psychological, and social needs. As
a result, these treatment centers are providing
clients with comprehensive diagnosis,
treatment, and management of all presenting
problems. For those times when services are
unavailable, these treatment centers may
establish referral networks and resource links
with other treatment providers in their
communities.

There are various audiences for this TIP, and
different chapters are targeted to some of them
individually. Nevertheless, the entire TIP
should be of interest to anyone who wants to
improve care for HIV-infected substance
abusers. Prevention and treatment of substance
abuse and HIV /AIDS require a
multidisciplinary approach that relies on the
strengths of a variety of providers and treatment
settings. It is unrealistic to expect any single
provider to be competent in all areas of care; this
TIP will help a wide range of providers become
familiar with the various issues surrounding
substance abuse and HIV /AIDS and should
foster a better understanding of the roles of
other providers.

The Consensus Panel for this TIP drew on its
considerable experience in both the HIV /AIDS
and the substance abuse treatment fields. The

Panel was composed of representatives from all

of the disciplines involved in HIV/AIDS and
substance abuse treatment, including
physicians, alcohol and drug counselors, mental
health workers, State government
representatives, and legal counsel.

The TIP is organized into ten chapters, the
tirst of which provides an introduction to
HIV/AIDS, including the origin, life cycle, and
progression of the disease. The second part of
Chapter 1 provides an overview of the changes
in epidemiology since 1995 when the first
edition of this TIP was published.
Epidemiological data from the Centers for
Disease Control and Prevention (CDC) are
summarized, and readers are provided with an
overview of the pandemic in the regions of the
United States, the current trends and
populations most affected by the disease, and a
discussion of special populations.

Chapter 2, which is targeted to medical
personnel, discusses the medical assessment and
treatment of HIV/AIDS, including adherence to
treatment, barriers to care, treatment and
testing, pharmacology, and prophylaxis against
opportunistic infections. Chapter 3, which is
aimed at mental health workers, explores the
mental health treatment of clients with
substance abuse problems and HIV /AIDS and
discusses common mental disorders, assessment
and diagnosis, pharmacology, counseling, and
staff issues. Chapter 4 presents issues
concerning HIV prevention. These issues
include assessing clients for risk, risk-reduction
counseling, sexual risk reduction, prenatal and
perinatal prevention, transmission of resistant
strains of HIV, syringe sharing, rapid HIV
testing, and infection control issues for
programs.

Chapter 5 discusses integrating treatment
services, as well as the importance of linkages
between substance abuse treatment programs
and other providers. Chapter 6 provides
information about case management and

finding resources for HIV-infected substance



abusers, including resources for substance abuse
treatment, mental health, medical care, and
income and other financial concerns for clients.
Chapter 7 examines counseling issues, including
staff training and attitudes, screening, and issues
specific to the substance-abusing client with
HIV/AIDS. Chapter 8 explores ethical issues,
and Chapter 9 discusses legal issues and
provides basic information about Federal laws
regarding discrimination and confidentiality.
Chapter 10, geared toward program
administrators, presents information about
funding sources and grantwriting.

In light of the volumes of information
available about HIV /AIDS, this TIP is not
intended to be exhaustive. A wide array of
resources is provided for those who wish to find
more information on topics of interest. The
appendixes in this TIP provide additional
information on several topics and include the
1993 Revised Classification System for HIV and
AIDS, Federal and State codes of ethics, AIDS-
related Web sites, and a list of State and
Territorial health agencies and AIDS hotlines.

In order to avoid awkward construction and
sexism, this TIP alternates between “he” and
“she” for generic examples.

Throughout this TIP, the term “substance
abuse” has been used in a general sense to cover
both substance abuse and substance dependence
(as defined by the Diagnostic and Statistical
Manual of Mental Disorders, 4th ed. [DSM-1V]
[American Psychiatric Association, 1994]).
Because the term “substance abuse” is
commonly used by substance abuse treatment
professionals to describe any excessive use of
addictive substances, it will be used to denote
both substance dependence and substance
abuse. The term relates to the use of alcohol as
well as other substances of abuse. Readers
should attend to the context in which the term
occurs in order to determine what possible
range of meanings it covers; in most cases,

however, the term will refer to all varieties of

Executive Summary and Recommendations

substance abuse disorders as described by
DSM-1V.

The recommendations that follow are
grouped by chapter. Recommendations
supported by research literature or legislation
are followed by a (1); clinically based
recommendations are marked (2).

Summary of
Recommendations

Medical Treatment

B Treating HIV/AIDS is extremely complex. It
is important that the medical care team have
experience working with substance-abusing
clients because the combination of substance
abuse and HIV /AIDS poses special
challenges. Integrated care is the best
treatment option, and medical practitioners
who work with substance abuse treatment
centers should be experienced in treating
HIV/AIDS patients. (2)

B Primary care staff serving HIV-infected
patients with substance abuse disorders
should understand and be responsive to
patients’ needs, potential for relapse, and
cultural variations. Primary care models that
are incorporated as part of substance abuse
treatment programs should be evaluated to
identify how they can be modified and
expanded to address the special needs of the
HIV-infected substance abuse disorder
population. (2)

B Adherence to antiretroviral treatment means
that the client must follow a prescribed and
often complicated treatment regimen.
Adherence should be maintained because
nonadherence can lead to the rapid
development of drug resistance. (1)

B One means to encourage adherence is to
educate clients and their significant others
about HIV /AIDS treatment. (2)

B Ideally, all treatment programs should be
capable of conducting HIV risk assessments
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and providing basic HIV/AIDS education
and counseling to clients. In addition, all
programs should provide access to HIV
testing and pre- and posttest counseling. If
such services cannot be provided, linkages
should be established with other agencies
that can provide these services. When clients
are sent from substance abuse treatment
programs to referral sites for primary
medical care, a communications system
should be in place to ensure that
appointments are kept, that information
about clients” medical care is sent back to the
program, and that the communications
system complies with Federal and State
confidentiality requirements. (2)

Optimally, primary care should be
multidisciplinary, with social workers,
physicians, physicians-in-training, nurses,
and counselors included among the
treatment staff. A case manager may be
helpful in facilitating communication among
treatment personnel. Existing primary care
models should be evaluated to identify how
they can be modified and expanded to
address the special needs of HIV-infected
substance abusers. (2)

Testing for HIV is a crucial first step in
engaging the HIV-infected substance abuser.
A low threshold for testing should exist
when one assesses the client’s level of risk for
HIV. This can be determined by the
following: if the client has engaged in risky
behaviors; if the client has ever had a
sexually transmitted disease (STD); if the
client has a history of sharing drug injection
equipment; or if the client is presenting with
any of a number of symptoms that might
indicate recent infection with HIV or early
symptomatic infection. (2)

Medical care for HIV-infected patients will
vary, depending on the stage of infection, but
all patients should receive a minimum level

of evaluation and followup. An assessment

of the behaviors associated with HIV
transmission is an important part of the
initial assessment. (2)
A thorough medical history is an important
step to help the clinician proceed to clinical
evaluation and formulate a treatment plan.
Although HIV/AIDS and its complications
may involve nearly every organ, the
HIV /AIDS-directed general physical exam
should focus on the skin, the eyes, the
mouth, the anogenital region, the nervous
system, the lymphatic system, and patient
weight and temperature. Knowledge of a
patient’s immune status may also direct the
clinician toward screening other areas. (2)
Before starting antiretroviral therapy in any
patient, laboratory studies should be done
and may include HIV ribonucleic acid (RNA)
(or viral load), CD4+ T cell counts, blood
counts, screening chemistries, syphilis,
toxoplasmosis, purified protein derivative
(PPD), hepatitis A, B, and C viruses, and
chest x-ray. (2)
The decision to begin antiretroviral therapy
in the asymptomatic patient is difficult and
often involves multiple visits to review
treatment options. The factors that must be
considered include patient willingness to
begin therapy and remain adherent, the
degree of immunodeficiency, the risk of
disease progression as determined by plasma
HIV RNA, the risks of side effects, the
ongoing treatment of other medical
conditions, and barriers to care, such as lack
of insurance and unstable housing. (2)
Criteria for changing therapy include
¢ Suboptimal initial reduction in HIV RNA
level
¢ Reappearance of viremia after suppression
to undetectable levels
¢ Persistent and progressive decline in CD4+
T cells
¢ Development of intolerable side effects



¢ The client’s inability to adhere to a
treatment regimen. (In all cases, the
clinician must determine whether the
treatment failure is due to imperfect
adherence [because of toxicity or patient
disinterest], altered absorption or
metabolism of one or more drugs in a
multidrug pharmacokinetics, or viral
resistance to one or more agents. When
the decision to change therapy is based on
HIV RNA, a second viral load test is
needed before any decision can be
made.) (1)

B In general, it is preferable to change all of the
drugs used in failing combination, except in
those instances when viral loads are
undetectable and a side effect can be traced
to a specific medication. In some cases in
which the viral load is not suppressed
completely, it may be best to continue the
present regimen if it has been partially
effective and the patient’s options are
limited. (1)

B Managing acute and chronic pain in HIV-
infected patients with substance abuse
disorders can be a challenging clinical
problem. As with all patients in pain, the
provider’s primary goal is to maximize
comfort while minimizing side effects. Local
measures (rest, heat, ice, analgesic rubs)
should be used as a first line of pain
treatment when appropriate. If these
measures fail to relieve pain, a systematic
pharmacologic approach is recommended.
Should these medications prove inadequate
for pain relief, narcotic analgesia may be
necessary. (1)

B The treatment plan and the reason for using
narcotics for pain control must be clear to
both provider and patient. It is important
not only that the patient knows that his pain
is taken seriously but also that narcotic use
will not be extended beyond a limited period

required for analgesia. Pain management
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specialists should be consulted as needed to
examine alternative management strategies.
Because HIV/AIDS patients often have pain
problems similar to those of cancer patients,
the World Health Organization’s (WHO’s)
“cancer pain analgesic ladder” is useful as a
starting point for managing pain in HIV-
infected persons. (1)

Setting clear limits and devising a consistent
treatment plan can help to reduce the risk of
medication abuse by patients. The following
strategies are recommended: designate one
care provider to dispense prescriptions for
controlled drugs, dispense limited amounts
of controlled drugs (e.g., 1-week supply or
less), and advise patients that lost or stolen
prescriptions will not be replaced. (2)
Clients who are symptomatic with AIDS
frequently are prescribed narcotic analgesics
and may also have an indwelling
intravenous line for infusion therapy.
Injection drug users are at very high risk of
using this indwelling intravenous line to
administer heroin, cocaine, and other drugs
of abuse. It is therefore essential that clients
with such lines be cared for in residential
settings where adequate monitoring and
support can be provided. (2)

Ongoing efforts are needed to educate
patients about the importance of clinical
trials and to alleviate their long-standing
suspicion of the medical profession. Specific
efforts should be made to include more
substance abuse clients, women, and
minorities in HIV clinical trials. All of these
groups currently are underrepresented. To
avoid a conflict of interest, it is
recommended that, as far as possible, the
clinician responsible for the clinical trial not
be the patient’s primary care provider. (2)
Care providers must be aware that HIV-
infected patients may be using alternative or
complementary therapies; for example,

acupuncture, meditation, and vitamin and
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herbal dietary supplements. However,
patients need not be discouraged from trying
a therapy unless it is known to be harmful.
Clinicians have a responsibility to discover,
in a nonjudgmental manner, what alternative
or unapproved therapies patients are using
and then to obtain as much information as
possible about these therapies. Clinicians
should specifically ask about unsupervised
antibiotic use because it can complicate the
diagnosis and treatment of bacterial
infections in HIV-infected substance abuse
clients. (1)

The Consensus Panel supports the CDC’s
recommendation that HIV infection be
considered an indication for pneumococcal
vaccination because of the markedly
increased risk of pneumococcal pneumonia
among HIV-infected clients. The
effectiveness of this vaccine in clients with
severely weakened immune systems is
questionable, but it has been found to
provide moderate immunity when
administered in the earlier stages of HIV
infection. Vaccination against H. influenzae
type B should also be considered because
HIV-infected individuals, particularly
injection drug users, are at increased risk for
H. influenzae pneumonia. Hepatitis A
vaccine should be administered when
necessary because most injection drug users
are hepatitis C positive and the CDC
recommends hepatitis A vaccine in all
hepatitis C-positive individuals. (1)

Primary care providers should be aware that,
in general, the incidence of gynecological
disorders is likely to be higher among female
substance abusers than among non-
substance-abusing women. Some disorders
such as STDs result indirectly from substance
abuse, while others may result from lifestyle
factors that influence the overall health status
of women, such as the lack of regular

medical care. (1)

B Treatment personnel must be aware of the
special nutritional needs of HIV-infected
substance abusers. Staff should be familiar
with guidelines concerning nutritional
supplements and with interventions to
address the causes of inadequate food
consumption. (2)

Mental Health Treatment

B Individuals with substance abuse disorders,
whether or not they are HIV infected, are
subject to higher rates of mental disorders
than the rest of the population. Counselors
working with HIV-infected substance
abusers should be aware of the variety of
both HIV- and substance-induced psychiatric
symptoms. It is also important to recognize
that psychiatric symptoms may be caused by
substance abuse, HIV/AIDS, or the
medications used to treat HIV /AIDS, as well
as by preexisting psychiatric disorders. (1)

B Treatment programs that do not have the
resources to adequately assess and treat
mental illness should be closely linked to

mental health services to which clients can be

referred. Open lines of communication will
enable personnel in both locations to be
informed about a client’s treatment program.
Treatment staff should maintain contact with
the client and continue treatment during and
after the psychiatric referral. (2)

B Communication between medical and
counseling staffs is important to ensure that
cognitively impaired clients are not
perceived as deceitful or manipulative. Care
providers must keep in mind that cognitively
impaired clients’ nonadherence to treatment
may be a result of the impairment and not
caused by denial, resistance, or
unwillingness to accept care. (2)

m [t is essential to set realistic treatment goals
that correspond to the client’s functional
capacities. (2)



Therapeutic interventions must be sensitive
to the culture and ethnicity of the client
population. Whenever possible, therapists
and support group leaders should share the
culture of their clients and should speak the
same language. Cultural compatibility
between therapists and clients is important in
creating an atmosphere of trust where
sensitive issues, such as family support and
group mores, can be addressed. (2)
Assessment and diagnosis of mental illness
in HIV-infected substance-abusing clients is a
daunting challenge because of these clients’
complex problems. Therefore, it is important
to evaluate clients’ behavior in context (e.g.,
acute depression is common in people who
have just learned they are HIV positive). (1)
Standard pharmacologic approaches may be
used to treat psychiatric disorders in HIV-
infected substance abusers, with some
specific considerations. Without exception, a
medical and psychiatric diagnostic
evaluation should always be carried out
before medication is provided. (1)

When prescribing medications for HIV-
infected substance abusers, physicians
should use a graduated approach that
increases the level and type of medication
slowly, one step at a time. Low doses of
medications that are safer and less likely to
be abused should be tried first, and higher
doses or less safe agents used only if the
initial approach is ineffective. (1)

With highly active antiretroviral therapy
(HAART) the physician must be aware of
potential drug interactions that can increase
the toxicity of medications or reduce their
levels in the patient’s blood, resulting in
suboptimal therapy and the development of
resistance. The mental health counselor
should be familiar with the symptoms that
could indicate that a client is experiencing a
drug interaction. (1)
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HIV-infected individuals may be more
sensitive to prescription medications as well
as to drugs of abuse. When prescribing,
clinicians should attempt to use the lowest
effective dose to minimize side effects. With
clients symptomatic with AIDS, it may be
wise to begin with very low doses, of the
magnitude generally associated with
geriatric patients. (1)

Substance abusers are at increased risk of
suicide. HIV-infected individuals may also
be at risk of suicide, especially if they are
suffering from a mood disorder. Medication
should be dispensed in small amounts until a
client’s level of responsibility can be fully
assessed. Prescribers should be aware that
some medications such as tricyclic
antidepressants (TCAs) (like amitriptyline
[Elavil]) are especially likely to be lethal in
overdose. (2)

Counseling is an important part of treatment
for all substance abusers, including those
with comorbid psychiatric disorders. The
goal of counseling is to help the HIV-infected
substance abuser maintain health, achieve
recovery from the substance abuse, and
attain the best possible level of psychological
functioning. (2)

If a client is not acutely suicidal but wants to
talk about suicide, the counselor should
maintain interest, allow the client to discuss
his feelings, assess the severity of the client’s
suicidality, and obtain help if needed. The
counselor should not minimize the client’s
experiences because talking openly about
suicide decreases isolation, fear, and

tension. (2)

Support groups fulfill a wide range of needs.
Substance abuse treatment programs should
actively refer clients to appropriate outside
support groups where their specific needs

can be met. (2)
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Primary and Secondary HIV
Prevention

For HIV-infected clients in substance abuse
treatment, there must be a comprehensive
approach to treatment that includes three
goals: living substance free and sober,
slowing or halting the progression of
HIV/AIDS, and reducing HIV risk-

taking behavior. (2)

Numerous risk assessment protocols exist
and may be used with a minimum of training
and familiarity. The goal of the HIV/AIDS
risk assessment should be to identify
behaviors that may place the client at risk for
HIV infection. (2)

A comprehensive sexual practices history is
important and should be taken early in
counseling, although not necessarily at the
first session. Clients must be reassured of the
confidentiality of the information they
provide. (2)

Counselors should address the full range of
potential risk behaviors in their history
taking, including both syringe sharing and
unsafe sex. They must take into account a
wide range of sexual orientations, including
those of homosexual, bisexual, heterosexual,
and transgender clients. Condom use and
safer sex practices must be a special focus of
the assessment. Counselors need to know
what the client believes about HIV /AIDS,
including any information the client received
from other treatment professionals. (2)

In promoting risk reduction, the alcohol and
drug counselor should help the client
understand the need for change, provide
psychological support for behavior change,
and assist the client in developing the
appropriate skills to sustain the behavior
change. (2)

Discussion of risk behaviors should take
place in language that is culturally

appropriate, clear, and understandable. (2)

HIV sexual risk reduction programs should
be integrated into substance abuse treatment
programs. Sexual risk reduction programs
should provide clients with basic information
about safer sex practices, as well as an array
of alternative strategies and choices that are
client controlled. (2)

IDU risk reduction is best approached in a
step-wise fashion; for example, abstinence is
the best step, no syringe use is the second
best step, not sharing syringes is the third best
step, using only clean syringes is the fourth
best step, and so on. (2)

Federal law currently prohibits using Federal
funds for syringe exchange programs. (1)
The AIDS pandemic poses a number of
challenges for infection control policy and
practice in substance abuse treatment
programs. Treatment programs should
apply the same universal precautions that
exist in hospitals and other health care
facilities. (1)

The most important approach to reducing
the risk of occupational HIV transmission is
to prevent exposure. However, in the event
of occupational exposure, substance abuse
treatment programs should follow the CDC’s
recommendations for postexposure
prophylaxis. (2)

Rapid HIV tests are becoming readily
available, and these tests will alter how and
when HIV prevention counseling is
delivered. Counselors must understand the
technical aspects of these screening tests, as
well as how to assess each client’s risk for
infection. Reactive rapid tests must still be
confirmed by a supplemental test (either
Western blot or immunofluorescence

assay). (2)

Integrating Treatment Services

B Treatment for substance abuse and

HIV /AIDS should reflect the interconnected



relationship they share and be coordinated as
much as possible to maximize care for
persons with both HIV/AIDS and substance
abuse disorders. (2)

Substance abuse treatment counselors and
HIV /AIDS service providers should
continue to develop their skills in
establishing and maintaining treatment plans
that support the “total” person. (2)

In any effort to develop integrated treatment
for substance abuse and HIV /AIDS
treatment, either within a single agency or
through individual care plans, the following
are essential: having a strong case
management model, including social services
as a core part of the treatment plan, cross-
training all providers in the requirements of
the other treatment centers, and facilitating
eligibility determinations. (2)

Many HIV-infected substance abusers are
unable to maintain abrupt and total
discontinuation of substance use. In dealing
with clients” ongoing substance abuse,
treatment programs must find a balance
between abstinence-oriented approaches,
where clients must immediately stop
substance use, or public health—oriented
approaches, where clients who cannot
abruptly abstain are encouraged to reduce
substance use gradually. (2)

Counselors who work with HIV-positive
substance abusers should familiarize
themselves with the local AIDS Service
Organizations (ASOs) and substance abuse
treatment services. (2)

When establishing a network of care
coordination, the provider must consider the
issue of confidentiality. Providers must be
aware of State and Federal laws and
professional ethical codes, along with agency
and community policies and agreements.
The provider should understand the
difference between “consent” and “informed

consent.” (2)
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Accessing and Obtaining
Needed Services

B A case management approach recognizes

that satisfying such basic needs as general
health and adequate housing and food when
an individual is actively abusing substances
can be overwhelming and that substance-
abusing behavior will impair a person’s
ability to gain access to a formalized system
of services. (2)

The Panel recommends using case
management in dealing with the multiple
problems presented by HIV/AIDS in
combination with substance abuse. Case
management promotes teamwork among the
various care providers. For example,
linkages among the client’s primary care
provider, AIDS case manager, mental health
provider, and substance abuse treatment
provider can greatly benefit the client and
improve care. (1)

There are several procedures in
multidisciplinary planning: determine who
the significant providers are within the
client’s system; determine the nature of the
group (i.e., fixed or ad hoc); discuss the
expectations, rules, and structure of the
group; establish formalized linkages with
other agencies to help build a group; if there
are several case managers, designate one to
act as “lead” case manager; and keep client
confidentiality in mind. (2)

To enhance effective teamwork, the
multidisciplinary group should periodically
assess itself to determine if there are any
concerns or frustrations among its members.
There also should be a periodic formal
evaluation to allow members to review more
thoroughly what is and what is not
working. (2)

It is sometimes difficult for the HIV-infected
substance abuser to find and fund needed
services. The case manager can play an
important role in helping find specific
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services and navigate the plethora of public
and private funding options. The counselor
should be familiar with funding options for
services such as substance abuse treatment,
mental health treatment, medical and dental
care, and HIV/AIDS drug therapy. (2)

® Counselors should be knowledgeable about
the eligibility criteria, duration of service,
and amount of assistance in their States for
basic financial assistance programs,
including welfare, unemployment insurance,
disability income, food stamps, and
vocational rehabilitation. (2)

B When faced with potential barriers to finding
resources for clients, counselors should
explore alternative resources, such as friends,
significant others, and the community; other
areas of the State; and client relocation to
areas where services are available. (2)

Counseling Clients

®m Before conducting any screening, assessment,
or treatment planning, counselors should
reassess their personal attitudes and
experiences toward working with HIV-
infected substance-abusing clients. It is
important for a provider to reassess comfort
level with each client because clients vary in
demographic and cultural background. (2)

B Staff members must have the proper training
to screen, assess, and counsel clients. The
most important aspect of staff competency is
that it is an ongoing process. (2)

B Providers should identify other programs
and agencies with which to network in order
to provide care for their clients. Ata
minimum, client services should include the
following in order of priority: substance
abuse treatment, medical care, housing,
mental health care, nutritional care, dental
care, ancillary services, and support

systems. (2)

® Providers must take precautions when

notifying clients of HIV test results,
complying with regulations to ensure that
their confidentiality is preserved. (2)
Treatment providers and counselors must
examine two essential factors when working
with linguistically, culturally, racially, or
ethnically different populations: the
socioeconomic status of the client or group
and the client’s degree of acculturation. A
distinction may need to be made between a
population as a whole and a particular
segment of that population. (2)

Providers must work to develop culturally
competent systems of care. One component
of this involves making services accessible to
and highly usable by the target risk
populations. Effective systems also
recognize the importance of culture, cross-
cultural relationships, cultural differences,
and the ability to meet culturally unique
needs. (2)

Clients facing progressive illness and
disability need a variety of supportive
services. The counseling of ill and dying
clients should be supportive and
nonconfrontational, addressing issues
relevant to the client’s illness at a pace
determined by the client. (2)

Providers should increase their proficiency at
counseling clients who are at the end stages
of AIDS by examining their own beliefs
about death and dying. (2)

Providers should discuss end-of-life health
care options with clients, such as making a
living will, appointing a health care proxy,
and so on, and they should do this before
clients become ill. (2)

In preparing their children for the loss of
parents, clients should be practically assisted
in the following areas: legal guardianship,
standby guardianship, leaving a legacy of



living memories, and dealing with survivor
guilt. (2)

Ethical Issues

B Because providers routinely encounter
emotionally charged issues when treating
substance abusers, they should possess the
tools to explore ethical dilemmas objectively.
By doing so, and by examining their own
reactions to the situation, providers can
proceed with the most ethical course of
action. (2)

®  All programs should have a consistent
process for dealing with ethical concerns.
While ethical issues are usually complex
enough to require a case-by-case evaluation,
agency practices should include a routine
process for approaching an ethical issue. (2)

Legal Issues

B Substance abuse treatment providers may
encounter discrimination against their clients
as they try to connect them with services.
Counselors should be familiar with Federal
and State laws that protect people with
disabilities and how these laws apply to
HIV-infected substance abusers. (2)

B Although the Federal law protecting
information about clients in substance abuse
treatment and State laws protecting
HIV /AIDS-related information both permit a
client to consent to a disclosure, the consent
requirements are likely to differ. Therefore,
when a provider contemplates making a
disclosure of information about a client in
substance abuse treatment who is living with
HIV /AIDS, she must consider both Federal
and State laws. (2)

B The rules regarding confidentiality in the
provision of substance abuse treatment to
persons with HIV /AIDS are very specific.
Generally, no more than two sets of laws will
apply in any given situation. If only

substance abuse treatment information will
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be disclosed, a program is generally safe
following the Federal rules. If HIV/AIDS-
treatment-related information will be
disclosed, and the disclosure will reveal that
the client is in substance abuse treatment, the
program must comply with both sets of laws
(Federal and State). When in doubt, the best
practice is to follow the more restrictive
rules. (2)

Any counselor or program considering
warning someone of a client’s HIV /AIDS
status without the client’s consent should
carefully analyze whether there is, in fact, a
duty to warn and whether it is possible to
persuade the client to discharge this
responsibility himself or consent to the
program staff doing so. (2)

Funding and Policy Considerations

B Ata minimum, treatment programs

receiving funding for women’s services must
also provide or arrange for the following
services for pregnant women and women
with dependent children, including women
who are trying to regain custody of their
children: primary medical care, primary
pediatric care (including immunizations),
gender-specific substance abuse treatment,
therapeutic interventions for children in
custody of women in treatment, and
sufficient case management and
transportation. (1)

States with a certain rate of AIDS cases must
spend at least 5 percent of their total
Substance Abuse Prevention and Treatment
(SAPT) Block Grant funds on HIV/AIDS
early intervention services for persons in
substance abuse treatment. HIV/AIDS early
intervention services are defined as
appropriate pretest counseling for
HIV/AIDS, testing services, and appropriate
posttest counseling. All entities providing
early intervention services for HIV disease to
an individual must comply with payment
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provisions and restrictions on

expenditure of grants. (1)

Any organization that receives SAPT Block
Grant funding for treatment services for
injection drug users must actively encourage
individuals in need of such treatment to

undergo it. States require organizations to
use outreach models that are scientifically
sound, or, if no applicable models are
available, to use an approach that can
reasonably be expected to be an effective
outreach method. (1)



1 Introduction to HIV /AIDS

he first cases of acquired

immunodeficiency syndrome (AIDS)

were reported in the United States in the
spring of 1981. By 1983 the human
immunodeficiency virus (HIV), the virus that
causes AIDS, had been isolated. Early in the
U.S. HIV/AIDS pandemic, the role of substance
abuse in the spread of AIDS was clearly
established. Injection drug use (IDU) was
identified as a direct route of HIV infection and
transmission among injection drug users. The
largest group of early AIDS cases comprised gay
and bisexual men (referred to as men who have
sex with men—or MSMs). Early cases of HIV
infection that were sexually transmitted often
were related to the use of alcohol and other
substances, and the majority of these cases
occurred in urban, educated, white MSMs.

Currently, injection drug users represent the
largest HIV-infected substance-abusing
population in the United States. HIV/AIDS
prevalence rates among injection drug users
vary by geographic region, with the highest
rates in surveyed substance abuse treatment
centers in the Northeast, the South, and Puerto
Rico. From July 1998 through June 1999, 23
percent of all AIDS cases reported were among
men and women who reported IDU (Centers for
Disease Control and Prevention [CDC], 1999b).
IDU practices are quick and efficient vehicles

for HIV transmission. The virus is transmitted
primarily through the exchange of blood using
needles, syringes, or other IDU equipment (e.g.,

cookers, rinse water, cotton) that were

previously used by an HIV-infected person.
Lack of knowledge about safer needle use
techniques and the lack of alternatives to needle
sharing (e.g., available supplies of clean, new
needles) contribute to the rise of HIV/AIDS.

Another route of HIV transmission among
injection drug users is through sexual contacts
within relatively closed sexual networks, which
are characterized by multiple sex partners,
unprotected sexual intercourse, and exchange of
sex for money (Friedman et al., 1995). The
inclusion of alcohol and other noninjection
substances to this lethal mixture only increases
the HIV /AIDS caseload (Edlin et al., 1994;
Grella et al., 1995). A major risk factor for
HIV /AIDS among injection drug users is crack
use; one study found that crack abusers reported
more sexual partners in the last 12 months, more
sexually transmitted diseases (STDs) in their
lifetimes, and greater frequency of paying for
sex, exchanging sex for drugs, and having sex
with injection drug users (Word and Bowser,
1997).

Following are the key concepts about
HIV /AIDS and sub