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HIV and substance use are intimately
connected, making it particularly impor-
tant to develop ways of integrating an
understanding of each into both types of
services. The research on this reciprocal
sensibility, however, is surprisingly
scarce: it focuses primarily on HIV educa-
tion for injection drug users. By focusing
solely on injection drug use, current inte-
gration efforts exclude the complex and
crucial connections between a range of
substances—some of which are increasing
dramatically in use—and HIV risk and HIV
care and substance abuse treatment. 

For the HIV service provider, integration
may involve talking with a client about the
ways recreational drug use—for example,
methamphetamine or cocaine use—impacts
the ability to practice safer sex. Or it may
relate to problem-solving about the effects
of alcohol use on a client’s ability to adhere
to an HIV antiviral medication regimen. 

For the drug treatment counselor, inte-
gration may mean working with a female
client whose recovery is motivated by her
desire to have children and whose discov-
ery that she’s HIV-positive jeopardizes her
plans. For the alcohol counselor, it may
mean challenging a client to consider the
ways in which alcohol use increases the
risk for sexual transmission of HIV. 

Both worlds—HIV prevention and care
services and drug and alcohol treatment—
perceive the conversation of the “other”
world as a Pandora’s Box of unrelated prob-
lems that will adversely affect outcomes for
clients and reveal counselor inadequacies.
Each views the other as a vastly different
entity, whose approaches, resource capaci-
ties, and mandates are unknown, strange,
contradictory, or potentially harmful. This

article explores the connections between
drug and alcohol treatment and HIV preven-
tion and care, the barriers to their integra-
tion, and the methods that can be applied
to get beyond these barriers.

Making the Connections
The Statewide Partnership for HIV Educa-

tion in Recovery Environments (SPHERE) is a
Massachusetts-based program that promotes
HIV and substance use integration and helps
health and human service programs develop
and implement site-sensitive integration
plans. In doing so, SPHERE operationalizes
the connections between substance use
and HIV. Among these connections are: sub-
stance users may barter risky sexual activi-
ties for drugs; an individual’s commitment
to his or her health—and health-seeking
behaviors such as HIV antiviral treatment
adherence—may be diminished by sub-
stance use; substance use can undermine
condom use; and the route of drug adminis-
tration—primarily, the sharing of injection
equipment—can increase HIV risk. 

Despite these connections, drug and alco-
hol treatment providers often remain silent
on the subject of sex and HIV, and HIV ser-
vice providers are often mute on the topic
of substance use. While the resulting silence
may make a provider’s job easier in the
short term, it can undermine the basic goals
of care, the capacity of clients to address
their concerns, and the trust and credibility
that is the foundation of the counselor-
client relationship. Likewise, clients may
not be forthcoming about their HIV status
when seeking drug treatment or about their
drug use when seeking HIV-related services.
To achieve successful integration, provider-
client communication is crucial. 

Barriers to Integration
In general, providers working in drug

and alcohol treatment programs and HIV
service organizations are not knowledge-
able enough about each other’s services or
capacities. Myths about how each type of
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program incorporates harm reduction and
abstinence in service delivery often con-
spire to undermine potential collaboration.
HIV service organizations may perceive
their drug and alcohol treatment counter-
parts as harm reduction adversaries, while
drug and alcohol treatment programs may
see HIV service organizations as promoting
substance use and undermining recovery.
Most often, according to SPHERE training
evaluations and training participant com-
ments, neither is true. 

According to a review of close to 2,000
SPHERE training evaluations from 2001–2003,
alcohol and drug treatment providers who
participated in SPHERE trainings identified
seven consistent beliefs and concerns
about raising HIV in recovery settings: 

1. Lack of experience, training, and knowl-
edge of the HIV service world, its pro-
grams and capacity to meet the needs of
drug and alcohol treatment clients;

2. Belief that talking about sex will under-
mine recovery;

3. Concern about preserving client confi-
dentiality;

4. Lack of knowledge of safer sex practices
and a lack of comfort in discussing sex;

5. Fear of scaring clients and promoting
relapse;

6. Fear that counselors will not be as knowl-
edgeable as their clients about HIV; 

7. Presumption that someone with HIV
does not want to discuss HIV.

Clients in both HIV settings and drug
and alcohol treatment settings mirror
these concerns about disclosing substance
use or HIV risk. Client reluctance may
result from common experiences such as
fear of stigma, fear of loss of services, and
fear of being perceived as the “other.” 

Fear of stigma centers around the belief
that clients will be condemned for the
“identity” they are about to disclose. For
example, the client who needs HIV-related
services is all too familiar with the judg-
ment and stigma associated with drug use.
By not disclosing, clients protect them-
selves from the mistrust and rejection
they may experience in other health and
human service settings. Clients in drug
and alcohol treatment may associate HIV
with discrimination, loss of relationships,
and the broader disclosure of their HIV
status or sexual history inside and outside
of the program. By not disclosing, clients
maintain an area in their lives free from
these extra layers of stigma and loss.

The fear of loss of services is all too real
for clients in both worlds. Clients may be
concerned that disclosure of either their
substance use or HIV disease may disqual-
ify them from receiving services; or at the
very least, change the way in which they
receive services. In some programs,
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I like to imagine HIV counseling
and substance abuse treatment
programs as places that bathe
themselves and their clients in
the warmth of acceptance, an
atmosphere in which no secrets
seem too cruel too disclose and
no response is less than empathic
and supportive. But, of course,
the taboos that immerse our cul-
ture are as present in these places
as in any other.

There is at least one crucial dif-
ference between these programs
and the rest of the world. There is
usually a commitment by pro-
viders to confront their values and
fears in order to avoid undermin-
ing their relationships with their

clients. That is the foothold for
the approaches set out in Mindy
Domb’s article in this issue of
FOCUS. Her discussion of how to
integrate the topic of HIV into sub-
stance abuse treatment and the
topic of substance use into HIV
prevention offers a view of the
barriers to this goal and the strate-
gies to overcome these barriers. 

This perspective is especially
important now that research
confirms the significance of non-
injection drug use in fueling dra-
matic increases in HIV incidence.
In the United States, in particu-
lar, the use of methamphetamine
and “party drugs” such as Ecstasy
is combined with behaviors that

greatly magnify the likelihood of
HIV transmission. In their arti-
cle, Michael Gorman and Perry
Halkitis offer a snapshot of this
situation and insight into how to
respond to it.

Confronting Taboos
It is clear that clients are well-

served in some cases by systems
of care that have different em-
phases, that is, substance abuse
treatment for people whose main
concern is responding to addic-
tion or HIV care and prevention
for people whose main concern is
dealing with HIV disease or avoid-
ing infection. But the traditional
separation of these services
undermines quality if providers
in both venues are not able to
help their clients confront taboo
topics that can have a critical
impact on care. 

Editorial: Integrating Care
Robert Marks, Editor
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clients who use drugs or alcohol may need
to prove that they are not using in order
to get HIV services. They may also fear law
enforcement as a result of disclosure.

Finally, the fear of being perceived as
“other” may be affirmed as rational by a
range of provider attitudes and approaches.
In the HIV world, substance use is often
viewed only as an obstacle to prevention
and care, for example, as undermining both
safer sex behaviors and adherence. Here,
also, it may be seen
as a significant con-
tributing factor to the
creation of “noncoop-
erative” clients. In the
recovery world, HIV
is seen as an obstacle
to treatment and
recovery. Drug and
alcohol treatment
providers fear that
the discovery of HIV
status may prompt
relapse, and many
drug and alcohol
treatment providers
believe sexual activ-
ity threatens or dis-
tracts a person’s
recovery, in response
making sexual absti-
nence a program
requirement. This,
coupled with
provider discomfort
around discussing sex, may lead to a reluc-
tance to raise the topic of sexuality at all,
including discussing sexual health, sexual
decision making, and sexual orientation. 

A provider’s words or body language
concerning HIV or substance use may sub-
tly convey attitudes that lead clients to
believe that they are “other” and that their
safety depends on silence. Provider judg-
ment may communicate impatience and
rejection; provider silence may reveal
discomfort or disinterest. 

All of these barriers to integration relate
to the interaction between providers 
and clients. Providers can uncover other
potential barriers by considering the fol-
lowing question: what does the client risk
by disclosing HIV status or drug use to
you? Once answered, providers can use
counseling interventions to minimize that
risk. By being informed, honest, and open,
providers can create a safe place for dis-
closure and acknowledgement. It is also
useful for providers to consider a range of
responses to client disclosure in order to
minimize their own negative reactions

when disclosure occurs, although it is
important not to craft specific or “canned”
replies that undermine client-centered
counseling. Further, it is helpful for
providers to define, in advance, the areas
in which they can offer the most support.

In addition, making active referrals is
essential, and identifying local referral
sources is the first step in this process. Fol-
lowing up on a client’s use of these referrals
to see if the referral was helpful is essential

to ensuring and maintaining
an effective referral capacity. 

Steps Toward Integration 
The first step towards inte-

gration is for programs to
conduct assessments of the
efforts they have already made
toward integrating either HIV-
or substance use-related issues
into their services and to spot-
light ideas for new approaches.
The next step is to develop
policies to support integration.
The third step is professional
development: staff needs to
start talking.

All HIV service organiza-
tions and drug and alcohol
treatment programs need to
communicate awareness,
knowledge, respect for confi-
dentiality, and acceptance in
proactive and concrete ways
to combat the reluctance their

clients have to talk about what they per-
ceive to be taboo topics. To ensure that
these qualities are present in all areas of
service, it is important to implement broad
policies that: protect client confidentiality,
particularly in the context of risk assess-
ment and disclosure discussions; prioritize
staff training; and support “universal edu-
cation,” that is, conduct HIV risk assess-
ment, risk reduction planning, and client
education with all clients in drug and alco-
hol treatment programs and substance use
assessment and education with all clients
in HIV prevention and care programs. 

In addition, it is useful to develop a policy
about environmental measures that support
communication. For example, ensure that
educational posters are on the walls of
offices and bathrooms and that culturally
and language-appropriate brochures are in
waiting rooms and offices. Posters and
brochures should be written in plain lan-
guage. They should communicate specific
educational messages and clarify the signifi-
cance of the service about to be offered.
These materials add another voice to the
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discussion, and can act to introduce difficult
topics so clients feel safer raising these top-
ics during sessions. The materials can also
reinforce counselors’ statements.

Provider Training
Provider training is vital to undertaking

integration. Training increases knowledge,
fosters discussion, increases comfort in
talking about both HIV and substance use,
affords an opportunity to practice skills, and
improves counseling techniques. In both
cases, training needs to go beyond informa-
tion and skills-building; it also needs to
address provider attitudes and increase staff
willingness and motivation to implement
integration. To bolster motivation, training
needs to convince participants that integra-
tion is going to help them and their clients
and that integration can be rooted in the
reality of the provider-client relationship.

SPHERE has developed a collection of
tools for counselors to use with clients. We
recommend facilitating multiple opportuni-
ties for clients to characterize the extent of
the “problem.” Giving clients a chance to
describe or rate their self-defined problem
can be a powerful experience. Using a self-
assessment tool—like a ruler—can help
clients describe on a scale from 1 to 5 any
dissatisfactions they have with substance
use, HIV-related risks, or other aspects of
their lives. This gives providers a chance to
follow-up with some key open-ended ques-
tions designed to give the client control
over defining goals, problems, solutions,
and the ways in which a provider can help. 

For example, a provider might ask: “On a
scale from 1 to 5—1 being a small problem
and 5 being a huge problem—where would
you place your concern?” Then, “Using the
scale, what number describes where you
would like your concern to be? What can I
do to support you in moving from the first
place to the second?” When a client

responds “I don’t know,” a counselor can
use this opportunity to explore the harms
associated with various activities in order
to help the client examine risk. A good
open-ended question might be “What have
you heard about the connections between
HIV and your substance use?” This question
allows the client to tell his or her “story”
and offers the counselor a chance to assess
the client’s knowledge level about HIV risk. 

Finally, training should emphasize the
importance of offering referrals. Not only do
referrals facilitate access to services, they
also help counselors participate in difficult
conversations. Knowing that discussion
might raise an issue that exceeds a coun-
selor’s professional capacity or personal
comfort can undermine a counselor’s open-
ness to broaching that topic. Having a refer-
ral in hand in advance prepares the coun-
selor for the topic, increases his or her con-
fidence to respond to the client’s concerns,
helps him or her remain open to anywhere
the conversation may lead, and better sup-
ports the client. Providers do not have to
fear a topic of discussion if they know they
can refer clients to an appropriate resource.
SPHERE trainings teach participants how to
develop a listing of the categories of refer-
rals they anticipate needing and strategies
for identifying specific resources. The train-
ings also offer participants an opportunity
to describe and create tools that would help
facilitate the active referral process.

Conclusion
As health care resources diminish, inte-

gration may be one way to achieve more
with less. Integration, however, is more than
a route to potential savings. Acknowledging
the “other” in both substance use and HIV-
related counseling and treatment venues
leads to more comprehensive and meaning-
ful services, better care, more effective pro-
grams, and better outcomes for society. 
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The use of “club drugs”—methampheta-
mine, Ecstasy (MDMA), gamma hydroxybu-
tyrate (GHB), ketamine, and poppers (amyl
nitrites)—has increased dramatically since
the early 1990s with the spread of circuit
parties and raves, and the re-emergence of
sex clubs. The use of these substances in
sexually charged environments creates a
psychological, sociological, and biological
environment that threatens individual and
public health. 

Physical Effect of Substances
The 1996 National Household Survey on

Drug Abuse estimated that 4.8 million peo-
ple used methamphetamine in their lifetime.
Amphetamine treatment admission rates
have increased dramatically since 1993, by
at least 100 percent in 24 states. Metham-
phetamine—known as speed, crank, ice,
glass, or crystal meth—is the primary form
of amphetamine in the United States and can
be smoked, injected, inhaled, or ingested. In
addition to psychological manifestations,
prolonged use of club drugs may lead to
damage to skin integrity (especially among
injection users), oral health, and heart and
respiratory rates, and to electrolyte imbal-
ances (related to dehydration) and malnu-
trition (related to appetite suppression).

Club drugs commonly place gay and
bisexual men at greater risk for HIV sero-
conversion by increasing the likelihood of
unprotected anal intercourse, in particu-
lar, because of their strong association
with sexually charged venues such as
bars, dance clubs, and commercial public
sex environments. A New York study

found that 55 percent of a sample of 202
men who have sex with men reported the
use of substances other than alcohol.1

Gay men often identify substance use as a
major cause of unprotected sex and as an
important element of their lives.2,3 In a New
York sample, participants reporting more
substance use were more likely to engage 
in unprotected oral and anal sex—both
insertive and receptive—than those report-
ing less substance use.1 Men consistently
reporting unprotected anal sex also reported
a higher frequency of drug use during sex
than those who always reported protected
anal intercourse. Finally, the relationship
between drug use and risky sexual behav-
iors is mediated by partner type—for exam-
ple, primary or anonymous partner, and HIV-
positive or HIV-negative partner—which may
increase or reduce the risk of HIV transmis-
sion and the frequency of unprotected sex. 

Demographics of Meth and Club Drug Use
Findings from studies on both the East

and West coasts of the United States demon-
strate the multifaceted nature of the club
drug epidemic. Project SURE, a University of
Washington and San Jose State University
study, found a high prevalence of club drug
use in tandem with unsafe sexual practices
in Seattle and San Jose, California.2-6 Project
SURE conducted 215 interviews over the
course of four years, 132 of which were with
gay or bisexual men. Demographically, this
was diverse in terms of race and ethnicity,
wealth and education, socioeconomic class,
and geography. It also included men with
concurrent mental health diagnoses such as
bipolar disorder or schizo-affective disorder,
a number of whom were homeless or experi-
enced bouts of transiency. 

Many Project SURE respondents reported
that they “medicated” their HIV symptoms
through substance use. Many said that club
drug use reduced sexual inhibitions and
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allowed them to engage in activities in
which they would not otherwise engage.
Respondents reported frequent sex with
multiple partners, widespread drug injec-
tion, and virtually nonexistent communi-
cation between anonymous participants,
particularly at clubs and baths. 

Studies in the New York metropolitan area
uncovered similar findings.1,7 In 1999–2000,
data from New York University’s Project Tina
suggested that methamphetamine use
crossed racial and economic strata, and was
present in both the HIV-negative and HIV-
positive gay and bisexual male communi-
ties. Further, use appeared to happen pri-
marily on weekends. Users said that the
drug use enhanced socialization with oth-
ers, reduced social stress, and enhanced
physical and sexual sensations.8 Metham-
phetamine was often used in combination
with other substances, including Viagra. 
HIV-positive men and older respondents
indicated significantly greater use of meth-
amphetamine for sexual reasons than did
HIV-negative men or respondents in their
twenties. HIV-negative participants and
younger men reported significantly greater
use of the drug for social reasons. White
participants were significantly more likely 
to use the drug to enhance physical energy
and stamina compared to other men.

Preliminary data from NYU’s Project
BUMPS—a cohort of 450 club drug-using
men who have sex with men—echo these
results. The data suggest that club drug use
for coping as well as for ameliorating feel-
ings of depression and loneliness appears
closely linked to sexual risk taking. 

Addressing Club Drug Use
Club drug use among men who have 

sex with men and the complex interaction
between use of these substances and phys-
ical and mental health require programs
that holistically address the user. Further,
culturally sensitive programs must link
clients to HIV screening and treatment,
substance abuse treatment, including
relapse prevention and harm reduction
programs, and mental health treatment. 

New York’s Project Tina users identified
six areas that they believed should be
addressed in treatment programs for
methamphetamine: the physiological
aspects of use, risk reduction strategies,
methods for coping with cravings while
seeking to stop use of the substance, meth-
ods for increasing social support, motiva-
tional strategies for non-use, and absti-
nence-related strategies. In addition, five
recommendations made by Project SURE
staff may help enhance program efficacy.

First, club drug use is not an isolated
fad, but a serious public health threat.
Train staff and develop targeted programs
and consider developing partnerships
with agencies and individuals where
expertise in these areas already exists. 

Second, ask clients about club drug use
and further assess clients for club drug
use and effects, noting physical and psy-
chological signs, and undertaking a short
drug and alcohol history, and brief, peri-
odic mental status exams, paying particu-
lar attention to alterations in thought pro-
cesses and speech patterns.

Third, recognize and treat dual diagno-
sis (substance use and psychiatric disor-
ders): clients with undiagnosed psychiatric
problems are vulnerable to substance use
and addiction, either because of impaired
judgment or as a means to self-medicate
psychological symptoms. Be alert to emo-
tional reactions to changes in HIV status or
HIV disease progression and to the poten-
tial for clients to use methamphetamines
to block these reactions. Finally, to avoid
self-medication with methamphetamines,
monitor prescription drug use for effec-
tiveness in the treatment of fatigue, pain,
and psychological symptoms. 

Fourth, educate clients about the health
effects of all medications and drugs, in-
cluding behavioral disinhibition that may
lead to HIV transmission. Explore with
clients the ways in which recreational
drug use may increase risks to individual
and community health, and undermine
physical and mental health. Screen clients
on HIV medications about substance use
and its impact on treatment adherence.

Finally, maintain a focus on the whole
person— if possible, including members 
of his or her support system in care—and
offer clients appropriate and culturally
sensitive referrals. All of these approaches
are crucial to employ at a time when recre-
ational drug use and sexual risk character-
ize the lives of many gay and bisexual men. 

5. Gorman EM. Speed
use and HIV transmis-
sion. FOCUS: A Guide
to AIDS Research and
Counseling. 1996;
11(7): 4–6.

6. Gorman EM,
Morgan P, Lambert E.
Qualitative research
considerations and
other issues in the
study of metham-
phetamine use. NIDA
Research Monograph.
1995; 157: 156–181.

7. Parsons JT, Halkitis
PN. Sexual and drug
using practices of
HIV-positive men who
frequent public and
commercial sex envi-
ronments. AIDS Care.
2002; 14(6): 816–826.

8. Halkitis PN,
Parsons JT, Wilton L.
Characteristics of gay
and bisexual metham-
phetamine users and
contexts of use in New
York City. Journal of
Drug Issues. 2003;
33(2): 415–434. 

Authors
Michael Gorman, PhD,
MPH, MSW is Assistant
Professor of Social
Work at San Jose State
University in Calif-
ornia. Also trained as
a medical anthropolo-
gist and social epi-
demiologist, he has
worked with AIDS
since 1982 at the U.S.
Centers for Disease
Control and Preven-
tion, the University of
California, Berkeley,
and the University of
Washington Alcohol
and Drug Abuse
Institute. 

Perry N. Halkitis, PhD
is Assistant Professor
of Applied Psychology
at New York University
and Co-Director of the
Center for HIV/AIDS
Educational Studies
and Training (CHEST).
He is the Principal
Investigator for pro-
jects studying adher-
ence among drug
users, and club drug
use among men who
have sex with men,
both funded by the
National Institute of
Drug Abuse. 

Comments and Submissions 
We invite readers to send letters

responding to articles published in FOCUS
or dealing with current AIDS research and
counseling issues. We also encourage
readers to submit article proposals. Send
correspondence to rmarks@itsa.ucsf.edu
or to Editor, FOCUS, UCSF AIDS Health
Project, Box 0884, San Francisco, CA
94143-0884.



FOCUS7 July 2003

Substance Treatment as HIV Prevention
Shoptaw S, Frosch D. Substance abuse treatment as
HIV prevention for men who have sex with men.
AIDS and Behavior. 2000; 4(2): 193–203. (Los
Angeles Addiction Treatment Research Center.)

Treatment for substance abuse can be a
powerful component of HIV prevention,
often leading to a reduction in sexual risk
behavior, according to a recent review of the
literature on substance treatment and HIV
risk among men who have sex with men. 

Many men who have sex with men
report strong associations between drug
use—particularly with methamphetamine
(speed) use—and sexual risk. Various stud-
ies have found that the heightened sensa-
tions of sex and prolonged ability to have
sex reported by methamphetamine users
result in conditioned associations
between sex and speed. Individuals are
also less likely to take precautions when
under the influence of drugs, and sub-
stance use often alters their perceptions
of risk. 

Substance abuse treatment programs
affect the spread of HIV by removing sig-

nificant triggers for unsafe sex-
ual behaviors and removing
the inhibition-lowering effects
of substances. For example, a
1997 study found a significant
reduction of HIV-related risk
behaviors among heterosexual
cocaine abusers receiving sub-
stance abuse counseling, and a
1995 study of gay men recov-
ering from substance use prob-
lems reported reductions in
unsafe sexual practices. Even
when treatment is not entirely
successful, it provides a lever-
age point for delivering inter-
ventions that can guide sexual
decision making.

Many gay men and women
have reported biases from clin-
icians and health workers at
mainstream treatment centers,
and feelings of alienation in
treatment programs where
clinicians focus on homosexu-
ality as the root problem of
addiction or fail to recognize
that sexuality is a part of the
client’s identity. Clinicians

should receive training in these areas in
order to assist clients in HIV-related risk
reduction and prevention. 

Continued Crack Use After HIV Diagnosis 
Campsmith ML, Nakashima AK, Jones JL. Association
between crack cocaine use and high-risk sexual behav-
iors after HIV diagnosis. Journal of Acquired Immune
Deficiency Syndromes. 2000; 25(2): 192–198. (U.S.
Centers for Disease Control and Prevention.)

A study of 10,415 HIV-positive people
found that the majority of the 34 percent
who had ever smoked crack continued
using crack after being diagnosed with HIV.
Post-HIV crack use was significantly associ-
ated with sexual risk behavior such as un-
protected sex with multiple partners and
the exchange of sex for money or drugs.

Researchers analyzed three years of data
collected using the Supplement to HIV/AIDS
Surveillance (SHAS), a survey of adults with
HIV or AIDS in 12 U.S. cities. The cohort
was 76 percent male and 24 percent
female; 48 percent African American, 32
percent White, and 20 percent of other eth-
nicities; and 50 percent men who have sex
with men, 26 percent male heterosexuals,
and 24 percent female heterosexuals.

Twenty-seven percent of the men who
have sex with men, 42 percent of the male
heterosexuals, and 37 percent of the
female heterosexuals reported some life-
time history of using crack. Sixty-nine per-
cent of these respondents reported using
crack since their HIV-diagnosis. Crack use
after an HIV-diagnosis was associated with
being African American, a heterosexual
woman, 30 to 49 years of age, having
injected drugs, and having been diagnosed
with HIV more than two years prior to the
questionnaire. Those who had used crack
since diagnosis were more likely to report
sexual risk behavior than those who had
used crack before, but not after, diagnosis.

For heterosexual women, crack use after
diagnosis was a predictor of unprotected
sex with a main partner, having multiple
partners, and exchanging sex for money
or drugs. For heterosexual men, crack use
after diagnosis predicted unprotected sex
with casual partners, having multiple sex
partners and (for African American hetero-
sexual men only) exchanging sex for
money or drugs. For men who have sex
with men, all of the risk behaviors were
associated with crack use after diagnosis.

Substance Use and Sex Among Latino Men
Dolezal C, Carballo-Dieguez A, Nieves-Rosa L, et al.
Substance use and sexual risk behavior: Understanding
their association among four ethnic groups of Latino
men who have sex with men. Journal of Substance
Abuse; 2000; 11(4): 323–336. (Columbia University.)

A survey of 307 men from four Latino
ethnic groups found significant rates of
substance use in conjunction with sex,
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both with and without condoms. Social
factors such as acculturation and psycho-
logical factors such as sensation seeking
may contribute to rates of drug use during
sex or unprotected sex and substance use. 

The cohort was divided evenly among
Mexican, Dominican, Colombian, and
Puerto Rican participants. Ages ranged
from 18 to 55; the average was 31. 

Respondents reported on a range of
behaviors in the 12 months prior to the
survey. Eighty-four percent of the men
reported more than one partner; 92 per-
cent of the men had engaged in anal sex
(receptive or insertive), and 43 percent
had not used condoms. Sixty-eight per-
cent reported using alcohol with sex, and
45 percent reported using drugs with sex:
marijuana, poppers/nitrates, and
cocaine/crack were the most commonly
used drugs in conjunction with sex. 

Thirty-four percent reported inconsistent
condom use. Substance use among these
men was identical and independent of part-
ner type (primary/lover or casual/one-night
stand). Men who used alcohol with one-
night stands reported significantly higher
rates of unprotected anal sex than those
who did not. There were no differences be-
tween users and non-users in rates of un-
protected sex with a primary partner/lover. 

While substance use in conjunction with
sex differed among the four ethnic groups,
the association between substance use
and unprotected sex was similar across
these groups. Levels of acculturation for
members of all the groups was signifi-
cantly correlated with drug use in con-
junction with sex, while age, education,
and income was not. Finally, sensation
seeking, machismo, and low levels of self-
worth were significantly correlated with
higher frequency of unprotected sex and
substance use, though machismo was only
related to insertive anal sex. 

Methamphetamines and HIV-Positive Men
Semple SJ, Patterson TL, Grant I. Motivations asso-
ciated with methamphetamine use among HIV+
men who have sex with men. Journal of Substance
Abuse Treatment. 2002; 22(3): 149–156. (University
of California, San Diego; and Department of Vet-
eran Affairs Medical Center, San Diego.)

High rates of methamphetamine use
were associated with high rates of anal
sex, low rates of condom use, and having
multiple, often anonymous partners,
according to a small qualitative survey of
HIV-positive men who have sex with men. 

San Diego researchers interviewed 25 gay
and bisexual male participants. Of this sam-
ple, 56 percent were White, 24 percent were

Latino, 16 percent were African American,
and 4 percent were Native American. Ages
ranged from 27 to 57; the average was 38.
Participants had known about their HIV
status for an average of eight years. Sixty-
seven percent of participants had received a
psychiatric diagnosis in their lifetimes; 42
percent were currently taking psychiatric
medications. The most common current
psychiatric diagnoses were depression (81
percent), bipolar disorder (13 percent), and
anxiety (6 percent). All participants had
used methamphetamine at least twice in the
past two months, and the average frequency
of use was 10 times in the past month.

Ninety-seven percent of participants
used methamphetamines before or during
sex, and all participants reported that a
primary motivation was an increase in sex-
ual pleasure. Participants also reported
that the drug enhanced sexual perfor-
mance and longevity (80 percent had
engaged in marathon sex) as well as dimin-
ishing the emotional connection of sex.
One-quarter of participants said metham-
phetamine helped them cope with their
HIV diagnosis; others used it to control
health-related problems such as fatigue.

Fifty-five percent of participants were
more likely to have anal sex without a
condom while high; of these, 62 percent
were more likely to be the insertive part-
ner. Participants reported having unpro-
tected anal sex with an average of eight
partners of unknown or negative serosta-
tus during the prior two months. 

Next Month
Early in their training, many therapists

face performance anxiety about doing
therapy the “right” way. In the August
issue of FOCUS, Domenic Ali, LCSW, a
therapist who runs the Brief Psy-
chotherapy Traineeship at the UCSF AIDS
Health Project, describes the creative use
of an organizing metaphor—“the clini-
cal conversation”— to guide counselors
through  anxiety and toward the the-
matically rich interactions that help
clients most. Designed for trainees, the
metaphor provides a powerful way of
thinking about therapy for all counselors.

Also in the August issue, Robert J.
Holum, MA, a therapist just completing
his AIDS Health Project traineeship,
discusses how he has applied the clini-
cal conversation to his work with HIV-
positive men who have sex with men.
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FREE searchable archive

You can access a FREE searchable archive of  
back issues of this publication online! Visit  
http://www.ucsf-ahp.org/HTML2/archivesearch.html.

You can also receive this and other AHP journals  
FREE, at the moment of publication, by becoming  
an e-subscriber. Visit http://ucsf-ahp.org/epubs_
registration.php for more information and to register!
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