
Research Update
In 1995, two million people

entered publicly funded substance
abuse treatment programs in the
United States—54 percent for alco-
hol treatment and 46 percent for
other drug treatment.1

A substance can be alcohol or
another drug, whether it is illegal,
sold by prescription, or sold as an
over-the-counter medication.2

Substance use can increase HIV risk
either directly, through the sharing
of drug injection equipment, or
indirectly, by lowering inhibitions
and affecting judgment.* 

According to a national survey,
82 percent of people who are at
least 12 years old have consumed
alcohol at some time in their lives,
and 36 percent have used illegal
drugs.3 A 1996 study found that
half of all new HIV infections in
the United States occurred among
injection drug users.4

Substance Use and Abuse
Although substance use is com-

mon, it is not always problematic;
most people who use substances
do not abuse them. “Substance
abuse” is a pattern of repeated use
that causes harmful consequences.2

After heavy and prolonged use
of some substances, a person who
discontinues or reduces use may
experience physical or psychologi-
cal withdrawal, which can cause
distress or impair important areas
of functioning. People who experi-
ence withdrawal are likely to crave
and use the substance to prevent or
diminish withdrawal symptoms.2

Heavy and prolonged substance
use can also increase levels of toler-
ance, that is, the need for increas-
ing amounts of a substance to
achieve the same level of intoxica-
tion or effect.5

Tolerance and withdrawal are
two indicators of the pattern of
compulsive substance abuse that is
characteristic of “substance depen-
dence.” The definition of depen-
dence also includes behavioral com-
ponents, such as making unsuccess-
ful efforts to stop or control use and
continuing use despite awareness of
the substance’s persistent or recur-
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rent detrimental effects. Substance
abuse may or may not lead to sub-
stance dependence.2

Various factors, such as socio-
economic status, age, gender, or
occupation, are statistically associ-
ated with substance abuse.2

Research also indicates that a pre-
disposition to substance abusing
behaviors can be genetically inher-
ited.5 Substance abuse can result
from a combination of any number
of genetic, cultural, behavioral, and
adaptive factors. Substance abuse,
however, is not limited to people
with recognized risk factors; it can
affect anyone.

Many people who abuse sub-
stances are undergoing substance
abuse treatment, are considering
treatment, or have attempted treat-
ment. Relapse is common among
people who have completed treat-
ment, and many substance abusers
have undergone treatment several
times, often trying different pro-
grams.6 According to a national
study, half of treatment clients had
previously received treatment.
Clients also reported first entering
treatment an average of seven
years after they began using their
primary substance.7

Many people who abuse sub-
stances, however, are not interested
in treatment, do not believe treat-
ment can be effective for them, or
are not able to access treatment for
financial or other reasons.8 For
people who have insurance, access
is often more difficult now than it
was a decade ago because insur-
ance plans are now more restrictive
in their coverage of substance
abuse treatment, particularly for
residential programs. 

Goals of Treatment
The goal of substance abuse

treatment has traditionally been
abstinence, not only from the
user’s primary substance, but from
all substances. If successful, this
strategy prevents the substitution
of one substance for another.

People who have stopped using
heroin or cocaine, for example,
often use alcohol as a substitute. In
addition, the probability of relaps-
ing to primary substance use
increases when a person is under
the influence of any substance,
even if it is not the person’s sub-
stance of choice.9

In the 1990s, harm reduction has
gained popularity among substance
abuse treatment programs. Rather
than trying to eliminate substance
use altogether, harm reduction aims
to reduce harm and risk. Needle
exchange programs and moderat-
ing substance use are forms of harm
reduction.9 Effective harm reduc-
tion involves acknowledging the
sociocultural factors of substance
use and reducing HIV risks.10

Basic Elements of Treatment
There are various types of 

substance abuse treatment pro-
grams, many of which employ dif-
ferent combinations of the same
basic services. 

When substance abuse is severe
and when the client is likely to
experience withdrawal, detoxifica-
tion is often necessary to achieve
sobriety and to prepare a client for
treatment. The process of detoxifi-
cation includes clearing a substance
from a client’s body and allowing
time for the client to adjust to the
absence of the substance.11

Detoxification is especially com-
mon for severe alcohol and opiate
withdrawal12 and often includes
pharmacological therapy, which is
the use of medication to alleviate
withdrawal symptoms.11 A com-
mon pharmacological therapy for
heroin and other opiate withdraw-
al is methadone, a pain relieving
substitute for opiates.12 Methadone
is also a common long-term treat-
ment for opiate dependence after
detoxification.

Group therapy is an integral part
of most treatment programs.
Groups usually consist of five to 10
clients who meet regularly under

the guidance of a therapist or addic-
tion counselor. Many addiction
counselors are themselves recover-
ing from substance abuse.13 Group
therapy provides social support,
immediate feedback, positive peer
pressure, structure, discipline, and
instillation of optimism and hope.14

Peer-facilitated self-help groups
are another kind of group activity
common to many treatment pro-
grams. Self-help groups are often
based on the 12-step approach used
by Alcoholics Anonymous (AA)
and related groups.15 This
approach involves studying and
following AA’s 12 steps, which
include admitting powerlessness
over alcohol and other drugs and
believing that a “higher power” can
make recovery possible. Twelve-
step programs also teach people to
accept their own limitations, serve
others, take responsibility for their
actions, and make amends for past
wrongs.16 The 12-step approach is
helpful for many people, but for
those who reject it, perhaps because
of its philosophy or spiritual focus,
other types of self-help groups are
also available.15

Most treatment programs also
educate clients about addiction,
relapse, recovery, and the effects of
substances. Lectures, films, read-
ing, and discussion are common
educational activities. Some pro-
grams also require clients to write
a daily journal, which may include
thoughts, problems, feelings, and
coping strategies for recovery.13

Types of Treatment Programs
The most intensive type of treat-

ment is the inpatient residential
program. Inpatient treatment pro-
vides 24-hour supervision during a
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fixed-length stay at a substance
dependency unit, either within a
hospital or in a specialized facility.
The most common inpatient treat-
ment modality used in the United
States, the Minnesota Model, usu-
ally lasts four weeks and consists
of an initial detoxification phase,
followed by intensive group thera-
py, educational lectures, and meet-
ings with addiction counselors.17

Inpatient treatment is often
effective because it interrupts the
cycle of substance use and pro-
vides intense and constant supervi-
sion and safety. There are, howev-
er, disadvantages. Because craving
is largely the result of a substance’s
availability, the substance-free
nature of an inpatient environment
may be the main reason clients do
not experience cravings. This may
leave clients unprepared to cope
with the cravings they are likely to
experience when they return to set-
tings in which substances are avail-
able. To prevent this outcome,
some inpatient programs gradually
expose clients to such “triggers” by
allowing them to take short breaks
from their residencies.17

Research indicates that inpatient
treatment is most effective for peo-
ple who have severe substance
abuse disorders, serious health or
psychiatric problems, and relative-
ly little social stability, as well as
for people who are married and
older.13,17 However, inpatient
treatment is expensive, and clients
are often unable to work, care for
their families, or conduct other
daily activities.17

Another type of residential
treatment program is the therapeu-
tic community (TC), a short- or
long-term residential substance
abuse treatment program that
traditionally lasts 15 months to 24
months. The principal goal is to
change a client’s substance-abusing
identity and lifestyle in order to
achieve abstinence, eliminate anti-
social activity, and develop
employment skills. To accomplish

this goal, the therapeutic commu-
nity provides medical, clinical,
mental health, vocational, educa-
tional, family, fiscal, administra-
tive, and legal services.18

Because returning to society
after completing a residential sub-
stance abuse treatment program
can be difficult, particularly for
people who were homeless before
entering treatment, some people
enroll in halfway houses, which
provide transitional residential
facilities and services. Halfway
houses are generally small, infor-
mal, and staffed with recovering
substance abusers. Residents tend
to have limited social or environ-
mental support outside of the
halfway house, and they can come
and go as they wish, which allows
them to work and perform other
daily activities.19

Most people who complete a res-
idential program continue treat-
ment on an outpatient basis in
aftercare.19 Outpatient treatment
services, however, are not limited
to people who have completed resi-
dential treatment. Outpatient treat-
ment programs provide many of
the same services as inpatient pro-
grams. Most outpatient programs
last four to eight weeks, and groups
generally meet in the evenings.13

For opiate addiction, particularly
heroin, methadone maintenance

therapy is available on an outpa-
tient basis. Methadone reduces
cravings for opiates, helps daily
functioning, has negligible side
effects, and can be taken orally once
a day.20 Another advantage of
methadone maintenance therapy is
the nearly daily contact between
clients and their providers.12 Some
clients gradually reduce methadone
intake until they achieve abstinence,
while others remain dependent on
the treatment indefinitely.20 Metha-
done maintenance therapy is con-
troversial, partly because it substi-
tutes dependence on one addictive
drug for another.

Some treatment approaches
work well for some people but not
for others, and different treatment
programs and approaches have
varying rates of success.15 In a
study of 96 treatment programs in
11 U.S. cities, substance use among
subjects who completed treatment
decreased by about 50 percent.21

Rather than entering a treatment
program, some people who abuse
substances attempt self-treatment,
either on their own or under the
supervision of a counselor, thera-
pist, or other service provider. A
common approach to self-treatment
is “cold turkey,” which is a sudden
termination of substance use. Other
self-treatment approaches involve
gradual stages that may be more
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manageable. Many people who
enroll in substance abuse treatment
programs have been unsuccessful
in self-treatment.22

Treatment as HIV Prevention
Substance abuse treatment pro-

grams often include HIV preven-
tion interventions. Because people
who discontinue or reduce the fre-
quency of substance use often also
reduce their HIV risk, substance
abuse treatment can itself be a
form of HIV prevention. Substance
abuse treatment programs can also
provide rare opportunities to con-
vey prevention messages to people
who are difficult to reach.8

Most research indicates that sub-

stance abuse treatment reduces
HIV risk. In a large study of het-
erosexual clients at five alcohol
dependency treatment programs in
the San Francisco Bay Area, follow-
up interviews with clients who
completed treatment indicated a 58
percent reduction in injection drug
use, a 15 percent reduction in sex
with multiple partners, a 26 per-
cent reduction in the number of
partners who were injection drug
users, and a 77 percent increase in
consistent condom use. Reductions
in risk behavior occurred among
subjects who stopped drinking
alcohol as well as those who con-
tinued to drink.23 A Los Angeles
study found that subjects who
received outpatient treatment for
cocaine abuse, despite the lack of
HIV prevention interventions,
showed significant decreases in
sexual risk behavior.24

A national study of substance
abuse treatment programs found
that the likelihood of engaging in
risky sex decreased with greater
cumulative exposure to treatment.
The study also found that sexual
behavior was more risky among
subjects who used substances more
frequently and in greater amounts.6

Research also indicates that long-

term experience with methadone
maintenance therapy is especially
effective at reducing HIV risk.
According to a San Francisco study,
the rate of HIV infection among
injection drug users with less than
one year of methadone mainte-
nance treatment was three times
higher than for those with more
than one year of treatment.25 In
another study of injection drug
users on methadone maintenance
therapy, 4 percent of subjects who
remained in treatment for the 18-
month duration of the study
became infected with HIV com-
pared with 22 percent of those who
did not receive treatment.26

Actual treatment regimens, how-
ever, may be only partly responsi-
ble for decreased rates of HIV risk
behavior. There also may be preex-
isting differences between sub-
stance users who enter treatment
and those who do not. Users who
enter and stay in treatment, for
example, tend to be older than
those who do not and are, there-
fore, more likely to be married or in
relatively stable primary relation-
ships, to be less sexually active, to
be less able to maintain substance-
abusing “lifestyles,” or to be more
motivated to adopt safer lifestyles.6

It is important for HIV test coun-
selors to ask all clients about sub-
stance use to determine the extent
to which it affects risk taking. This
will also allow counselors to pro-
vide the most appropriate referrals
for clients who want further sup-
port or information. Because clients
may not expect to discuss substance
use, integrating this subject into the
session is a delicate process. Often,
it is most timely to introduce sub-
stance use after first discussing
other HIV risk behaviors. By first
establishing rapport and credibility
in this way, the counselor is better
able to explain the relevance of dis-

cussing substance use.
To introduce substance use, a

direct approach is often effective.
For example, ask a client, “How do
you think substance use affects
your HIV risk behavior?” As with
other subjects, ask open-ended
questions, suspend any judgments,
and be careful never to label a
client’s substance use as a “prob-
lem” or as “abusive.” It is not
within the counselor ’s role to
assess whether or not a client is
abusing substances.

Intervention
If the client’s substance use

appears to affect his or her risk

behavior, ask if the client sees this
relationship. A client who fails to
see this may be in the pre-contem-
plation stage of changing sub-
stance-use behavior. If, even after
further exploration, the client still
sees no relationship, refrain from
further questioning. Instead, point
out any patterns of substance use
that appear to be influencing the
client’s HIV risks. If the client does
not wish to explore the subject fur-
ther, honor this and continue the
session in another direction.

For clients who recognize that
their substance use affects HIV risk
behavior or are otherwise consider-
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ing changing their substance-using
behavior, ask what the change
could be, what would help to make
such a change, what the next step
in making this change would be,
and how realistic it is for the client
to make this change. If a client who
acknowledges substance use to be
a problem states that he or she is
not ready to stop using substances,
ask which changes the client wants
to make.

Some clients may say that they
have their substance-using behav-
ior under control despite past inci-
dents in which it has placed them
at risk. For instance, when a person
says, “I got loaded one night and
had sex without a condom, but it’ll
never happen again,” explore the
context of this behavior. What were
the circumstances? What leads the
client to be sure it will never hap-
pen again? Is he or she saying this
to appease the counselor? Remain
neutral, and learn if there are
things the client might do to ensure
it will never happen again. Ask, for
instance, “The next time you get
‘loaded,’ how can you ensure that
you can have safer sex?”

Be aware that changing HIV risk
behaviors can be especially diffi-
cult for substance abusing clients
because they may not consider
change to be possible. Some clients
who recognize that they abuse sub-
stances may also state that they

have no hope of changing their
behaviors. Acknowledge such a
client’s feelings and that the client
may not be ready to stop using
substances at this time, and
encourage the client not to give up
hope, perhaps by saying, “I know
people who got sober late in life.
It’s never too late.”

Referrals
In the limited scope of the HIV

test counseling session, a coun-
selor’s primary intervention for a
client’s substance-abuse is to pro-
vide referrals. Referrals are espe-
cially useful for clients who are
contemplating change, ready to
make change, or seeking to main-
tain change. When a client express-
es concern about substance use and
HIV risk but is uncertain about
how to reduce these risks, a coun-
selor might say, “You’ve talked
about having unsafe sex when you
drink, and you say you drink
nightly. I’m wondering if you feel
like your drinking is a problem?”

Be direct in making referrals.
For instance, state, “I know a place
where you can get help for this.
Would you like a number?” Some
clients may say that they do not
want referrals, but it is better to ask
and find this out from them than to
avoid the discussion. Explain to
clients who do not want referrals
that they can find substance abuse
treatment services in the Yellow
Pages of a telephone directory if
they change their minds. When
clients want to stop substance use
without support from others, offer
congratulations, if appropriate,
and let them know support is
available if they want it.

Referrals can include case man-
agement services, outpatient sub-
stance abuse programs, methadone
maintenance clinics, needle ex-
change programs, and 12-step
meetings, such as Alcoholics
Anonymous (AA) and Narcotics
Anonymous (NA). If a current
meeting list—which provides a

schedule of local 12-step meet-
ings—is not available, offer the
telephone number of AA and NA
hotlines. To maintain current meet-
ing lists, call the hotlines and ask to
be added to their mailing lists.
Also give clients the local tele-
phone number of the National
Council on Alcoholism and Other
Drug Problems, an assessment and
referral organization with offices
throughout California. Acknowl-
edge that recovering from sub-
stance abuse is difficult and that
people generally need a lot of sup-
port in such situations. 

As with discussions about sexu-
al risks, a client in the counseling
session might express a desire to
avoid certain behaviors, but this
feeling may change in another situ-
ation. When offering referrals, be
prepared for this and for the possi-
bility of a client saying, “I’m ready
for treatment right now, and I can’t
wait until tomorrow.” In such
cases, provide information about
12-step meetings and the telephone
numbers of outpatient substance
abuse services and hotlines.

When clients say they are
unable to follow-up on a specific
referral, explore reasons for this,
and consider options, such as other
service providers, family, or
friends. When clients claim that no
treatment services will help them,
perhaps saying, “I’ve tried every-

A Counselor’s Perspective
“When counseling clients
whose substance-abusing
behavior appears to affect
risk, I help them see the
connection. The message
may not get through right
away, but at least I’ve
planted the seed.”

A Counselor’s Perspective
“I ask all of my clients
about their substance use.
I’m often tempted to assess
if a client has a substance
abuse problem, but I know
this is not within my role.
My responsibility is to help
reduce HIV risk.”
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thing,” explore their feelings about
this. Does the client feel hopeless,
frustrated, defeated, or angry? Is
the client making a matter-of-fact
statement without actually feeling
this way? 

Maintaining Change
People in early stages of treat-

ment or recovery may struggle
with negotiating for safer sex, even
if they have been effective in doing
this previously. The removal of sub-
stance use as a defense mechanism
can lead to a period of vulnerability
in which a person has lowered self-
esteem and limited social or com-
munication skills. For many people
who stop using substances, the idea
of having sex without alcohol or
other drugs can be terrifying; for

others, sex and other behaviors can
become compulsive. 

Ask clients in early recovery
when they last had sex without
also using alcohol or other drugs. If
it has been a long time, acknowl-
edge the difficulty of such a
change, explain that it becomes
easier over time, and ask what the
client thinks about this. Explore the
client’s support system and if he or
she feels comfortable discussing
sex during the period of early
recovery. Provide counseling refer-
rals when appropriate, and encour-
age the client to be patient and
gentle with him or herself.

People in early stages of recov-
ery often gain a heightened aware-
ness of aspects of their past that

they previously dismissed, such as
unsafe sex, injection drug use, or
sexual abuse. They may have used
substances to “cover up” the
resulting feelings, which they may
now need to discuss. In the coun-
seling session, this discussion, as it
relates to HIV risk taking, is impor-
tant. For more in-depth counseling,
provide referrals for individual or
group support, such as psychother-
apy or group counseling. Validate
clients for their willingness to talk
about their histories, explain the
role of these forms of support, and,
if necessary, address the limitations
of the test counseling session.

Be aware that relapse to sub-
stance use can be a part of the
process of recovery. If a client
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states that he or she has relapsed,
learn more about this. What are the
consequences of the relapse? If the
client wants help with problems
related to relapse, offer referrals to
treatment services. Be compassion-
ate, and acknowledge that relapse
can occur when a person is trying
to stop using. 

Clients in the early stages of
recovery may think and speak in
absolute terms about their sub-
stance use, for instance, saying that
they will never use again. Honor
such statements by saying that
many people stop using substances
permanently, but that an important
part of recovery can involve being
aware of or preparing for relapse in
case it ever occurs. Continue by

covering the basics of safer sex and
harm reduction, such as needle
cleaning, if appropriate. Also, con-
sider stating that returning to sub-
stance use does not need to mean
returning to HIV risk behaviors.

Counselor Discomfort
For a variety of reasons, coun-

selors may feel uncomfortable
about raising the subject of sub-
stance use, even within the specific
context of HIV risk behaviors. This
may be a result of the stereotype
that people who abuse substances
look or act a certain way or
because of a counselor’s personal
experience of being harmed by
substance abusers. In addition, a
counselor’s own patterns of sub-

stance use can affect the way he or
she perceives other people’s sub-
stance use. For example, a coun-
selor who considers his or her
“social” or recreational substance
use to be harmless may not recog-
nize that it may be a problem for
others. As with other issues, coun-
selors need to understand their
own experiences and work to
avoid “projecting” their own per-
spectives or societal views onto
their clients.

It is important to get into the
habit of asking every client about
substance use. Incorporating this
into the counseling routine can
eventually help to remove any
awkwardness or discomfort coun-
selors may feel.

Counseling Intervention
After completing the risk assessment, ask Sylvia

if there are occasions when she has protected sex.
Because of her history with alcohol abuse, Sylvia
may not have answers to all of these questions or
may not recognize the extent of her risks.

Focus on strategies to help Sylvia avoid HIV
infection when she drinks and uses other drugs.
This harm-reduction approach demonstrates to
Sylvia that the counselor’s primary goal is to help
her reduce her HIV infection risks rather than to
focus on her substance use. 

Ask Sylvia if she wants help dealing with her
substance use. If she says she does not want help,
emphasize concern about her risk, and ask her how
she feels about her recent crack use and related
unsafe sex. In addition, explore the possible detri-
mental effects alcohol use may have on her life, such
as financial difficulties and losing work. If Sylvia
continues to say that she does not want help, work
with her to create a risk-reduction plan that fits into
the context of her substance use. If she has ever
engaged in safer sex after using a substance, discuss

how these occasions were different from the times
she had unprotected sex. 

If Sylvia expresses a desire to stop using sub-
stances and wants help, provide her with a referral
or linkage to a substance abuse agency, or give her
the name and phone number of a case manager at a
local health center. Also offer her a list of Alcoholics
Anonymous (AA) or Narcotics Anonymous (NA)
meetings in the area. If she does not express a desire
to stop using substances, ask if she is willing to
accept referrals that she might use, if she decides in
the future that she wants assistance.

Explore with Sylvia how she feels about contact-
ing these referrals. Support her in developing a plan
of action, which may involve asking her to state
specifically when and how she will contact the
referral sources. Ask Sylvia if she sees any obstacles
to pursuing this plan. Emphasize the importance of
seeking help as soon as possible, explaining that
people can become distracted from this goal.
Depending on the environment of the counseling
session, the counselor may offer to let Sylvia use the
telephone during the session to contact a referral.

Case Study
Sylvia is a 28-year-old single woman who is testing for HIV because she has engaged in unprotected vaginal and

anal sex numerous times in the last year. She says she does not remember all the occasions of unprotected sex because
she often “blacked out” from alcohol use. Sylvia is also having financial difficulties after recently losing two different
jobs. She says she was fired from these jobs because she didn’t go to work after drinking too much “the night before.”
Sylvia also says that she has recently started smoking crack, and to obtain it, she has been having sex with crack dealers.
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Review Questions
1. What percentage of people in
the United States who are at least
12 years old have used illicit drugs
at some time in their lives? a) 10
percent; b) 36 percent; c) 60 per-
cent; d) 90 percent.

2. True or False: According to a
national study, half of clients
enrolled in substance abuse treat-
ment programs have previously
received treatment.

3. Which of the following are
signs of substance dependence? 
a) increased tolerance to a sub-
stance; b) making unsuccessful
efforts to control or discontinue use
of a substance; c) continuing to use
a substance despite awareness of
the substance’s detrimental effects;
d) all of the above.

4. True or False: The goal of all
substance abuse treatment pro-
grams is abstinence.

5. True or False: Research indi-
cates that undergoing substance
abuse treatment tends to reduce
risk for HIV infection. 

6. Methadone maintenance thera-

py a) reduces cravings for opiates;
b) can be taken orally once a day;
c) provides regular contact
between clients and providers; 
d) all of the above.

7. True or False: All substance use
is abusive.

8. True or False: Half of all new
HIV infections in the United States
occur among injection drug users. 

Discussion Questions
1. How can counselors respond
when clients say their substance
use is a problem but that they do
not want to change their substance
using behaviors?

2. How can counselors appropri-
ately focus a counseling session on
HIV risk behaviors while also dis-
cussing substance use behaviors
that may or may not always relate
to HIV risks?

3. What are your beliefs about
substance use and abuse? What are
your beliefs about recovery? How
do your beliefs affect your impres-
sions, opinions, values, and strate-
gies while counseling clients who
use or abuse substances?

4. If you use substances yourself,
how does this impact your willing-
ness and ability to counsel clients
who use substances? 

5. If alcohol or other drug abuse
was part of your family of origin,
how does this affect your ability to
discuss substance abuse during
counseling sessions?

6. How should counselors respond
to clients who ask, “Do you think I
have a substance abuse problem?”

Answers to Test Yourself
1. b.

2. True.

3. d.

4. False. Although abstinence has traditional-
ly been the goal of substance abuse treatment
programs, many programs now emphasize
harm reduction.

5. True.

6. d.

7. False. Most people who use substances do
not abuse them. Substance abuse is a pattern
of repeated substance use that causes harmful
consequences. 

8. True.

Test Yourself 
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