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Abstract

This paper provides a review of the current literature addressing substance abuse treatment in

persons living with HIV/AIDS. Clinical management of HIV must account for the “triple

diagnosis” of HIV, psychiatric diagnosis, and substance use disorders and requires integrated

treatment services that focus beyond just mitigation of substance use and psychiatric and medical

symptoms but also address other health behaviors. Because clinical management of HIV/AIDS has

shifted significantly with the advent of highly active antiretroviral therapies (HAART) in the mid

1990's, a literature review focusing on literature published since 2000, and using relevant key

words was conducted using a wide range of literature search databases. This literature review was

complemented by studies to expand on specific treatment modalities for which there was a dearth

of literature addressing HIV infected cohorts and to provide discussion of issues around substance

abuse treatment as an HIV prevention tool. Existing models of substance abuse treatment

including cognitive behavioral therapy and motivational interviewing have proven to be useful for

enhancing adherence and reducing substance use in outpatient populations, while methadone

maintenance and directly observed treatment have been useful with specific subgroups of users.

Contextualization of services heightens the likelihood of successful outcomes and relapse

prevention.
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Substance use and abuse are common among HIV positive individuals, with nearly 50% of

persons living with HIV/AIDS reporting current or past histories of drug or alcohol

disorders. 1,2 Substance use is associated with key health behaviors and outcomes including

non-adherence, immunosuppression, increased sexual risk behaviors, and increased burdens

on health care systems. 2-6 In general, HIV seropositive drug users have higher age matched

morbidity and mortality when compared to non-drug using HIV seropositive cohorts. 7 In

addition, drug use represents both a direct and indirect vector of transmission. Direct vectors

of transmission occur through sharing contaminated injection equipment, while indirect
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pathways of risk and transmission largely result from increased likelihood of engaging in

riskier sexual behaviors secondary to decreased inhibitions, poorer affect regulation,

increased sexual arousal, and in some cases erectile dysfunction which may result in men

being receptive partners. 8,9

Persons living with HIV/AIDS tend to underutilize substance use treatment 10,11, and this

can be more pronounced in certain HIV seropositive subgroups including LGBT

individuals. 11 Integrated care, particularly substance abuse treatment, is important in

identifying and monitoring patients within this high-risk population presenting with

scaffolded or ‘triply’ diagnosed conditions of HIV, substance abuse, and psychiatric

comorbidities. 7,12-14 The triply diagnosed condition severely impacts patients' quality of life

and exacerbates preexisting circumstances. 15 In addition, the portal of substance abuse

treatment has ramifications for both HIV care and prevention,16 as help-seeking for a

substance abuse diagnosis may represent an opportunity for testing, education, and

connection to primary care. Despite awareness about the clinical needs of the triply

diagnosed, 8,17 knowledge is still lacking on optimal modes of substance abuse treatment

and outcome research in persons living with HIV/AIDS. 6

This paper provides a review of the current literature addressing substance abuse treatment

in persons living with HIV/AIDS. The primary aim of this paper is to provide an overview

of studies that highlight treatment outcomes in samples of HIV seropositive men and women

over the age of 18 years, summarize the findings, and generate both clinical

recommendations as well as suggesting areas that require further empirical study. In order to

achieve this goal, the paper also addresses the epidemiology of drug and alcohol use in

persons living with HIV/AIDS, and contextualizes the issue of substance use treatment

within a framework of health outcomes, comorbid psychiatric disorder and symptomatology,

and sexual risk. Because substance abuse treatment can impact and be impacted by these

concomitant health issues, it is hoped that embedding these issues within that context will

highlight the issue of integrated care.

The literature review was conducted using multiple literature databases to ensure that we

covered research deriving from multiple disciplines related to this topic. Specifically, the

search databases included AccessMedicine, PILOTS Database, Google Scholar, ProQuest

Psychology Database, PsycArticles, PsychINFO, PubMed (includes MEDLINE) and

employed keywords and various combinations of search terms as follows: substance abuse,

substance dependence, substance use, drug abuse, drug dependence, drug use, alcohol abuse,

alcohol dependence and alcohol use, HIV, AIDS, and treatment. The decision to choose

articles published 2000 and later was largely driven by the fact that treatment, health

outcomes, and survival times in persons living with HIV/AIDS shifted significantly after the

mid-1990's with the advent of highly active antiretroviral therapies, and this choice of

publication date was meant to draw from literature that is congruent with the contemporary

treatment environment for HIV/AIDS. Additional literature was then utilized to build upon

points raised by these treatment-focused studies, and to address the contextual factors listed

above. Epidemiology statistics were derived from CDC publications and data. When

literature prior to 2000 is cited, it was selected because it addressed populations who were

underrepresented in the literature or provided subtext for substance abuse treatment issues
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raised by our initial review of the literature. Finally, a subset of articles that did not focus on

substance abuse treatment in individuals already infected with HIV but rather on samples at

risk for HIV by dint of substance use behaviors, psychopathology or sexual risk was utilized

to complement the treatment literature as well as to address the utility of substance abuse

treatment as an HIV prevention tool. After ruling out articles that were deemed

inappropriate for our focus (e.g. focus on international samples, participants under the age of

18, examination of substance use treatment, but not substance use outcomes) we selected

roughly eighty articles to use for this paper.

Rates of Drug and Alcohol Use in Persons Living with HIV/AIDS

Rates of lifetime and/or current substance use, abuse, and dependence are high in HIV

seropositive cohorts when contrasted with comparable HIV seronegative cohorts, and

significantly higher than observed in community samples. HIV seropositivity is observed in

30-40% of injection drug users.18 Data from the HIV Cost Services and Utilization Survey

(HCSUS) reveal that among persons living with HIV who drank, 8% were heavy drinkers,

and levels of drinking were higher in those abusing other substances such as cocaine and

heroin. 19 Consistent with most large studies, in our cohort of 287 HIV+ adults enrolled in a

study of psychopathology, substance use, sexual risk and adherence, we obtained lifetime

rates of substance abuse/dependence of 84%, current rates of 13% with cannabis, alcohol,

and cocaine most prevalent, and 13% of the sample currently met criteria for a dual

diagnosis. 20

Substance Use and Health Outcomes

Substance use is directly associated with poorer health outcomes in individuals with HIV.

Carrico et al 21 observed five-fold higher HIV viral load among those endorsing regular

stimulant use compared to those who did not report stimulant use. A history of substance use

also has implications for care, with HIV infected individuals with substance use histories

less likely to receive highly active antiretroviral therapies (HAART) 22, and other clinical

assessments such as viral load testing 23. Hepatitis C (HCV) is observed in 60-90% of HIV

infected drug users. HCV/HIV co-infection can accelerate hepatitis C infection to end stage

liver disease 7, and HCV is often undertreated in drug users with HIV. 24 In addition,

bacterial infections can cause increased morbidity and mortality in injection drug users with

HIV. 7

Substance abuse among HIV positive persons has been associated with nonadherence to

HAART and other medications. 25 Alcohol use and drug use disorders are consistently

associated with poorer HAART adherence, decreased health care utilization, and poorer

immunologic and virologic outcomes. 6,26 Factors associated with non-adherence include

poor health, comorbid psychiatric conditions, cognitive impairment, psychosocial factors,

demographic factors, substance use and abuse, and health beliefs, as well as interactions

between these variables. 27,28 Hinkin et al29 found current substance users were over four

times more likely to not adhere to medication than those not using illicit substances. This

suggests that substance abuse treatment programs allow a platform for care providers to

openly address not only substance abuse but also adherence to HAART,30 and suggest that
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substance abuse treatment is an essential part of HIV related primary care. When care is not

integrated, triply diagnosed patients often drop out of treatment due to fear, stigma, and

denial resulting in continued and escalating substance abuse, escalation of psychiatric

symptomatology, reduced HAART adherence, increased immunosuppression, and viral

replication.31

Substance Use and Risk

Increased sexual risk taking is frequently observed in HIV seropositive individuals engaged

in substance use. Stimulant use has been consistently associated with increased sexual risk

behavior,32,33 especially among heavy users. 34 This may in part be probabilistic given the

high rates of HIV infection in methamphetamine using cohorts (estimates as high as 61% in

some cohorts), and the likelihood of users drawing partners from these cohorts. 34 Overall,

the empirical research has suggested that drug use, psychiatric symptomatology, and sexual

risk behaviors operate synergistically. In addition, drug use patterns vary across groups as a

function of ethnicity, gender and sexual orientation which can place different groups at

differential risk35,36 (refer to Meade et al37 for a more comprehensive review of HIV risk

and mental illness). From a prevention perspective, standardized integration of HIV testing

into substance abuse treatment is an essential prevention tool, and while outpatient substance

use treatment programs are increasingly offering testing, there have not been significant

increases in community outreach which provides a key educational and prevention tool

among drug users. 38 Substance abuse treatment services represent a rich opportunity to

reduce incident infections by addressing injection drug use as well as other HIV risk

behaviors. 38

Uptake of Substance Abuse Treatment

Factors associated with the utilization of outpatient substance use treatment among persons

with HIV include lower income levels, lower educational levels, ethnicity, sexual

orientation, composition of social networks, psychiatric symptomatology, homelessness,

trauma history and lower CD4 count.11,39,40 In one sample of 951 HIV seropositive adults,

while 71% reported substance use, only 24% reported receiving substance abuse treatment,

and fewer than 50% reported discussing substance use with HIV medical providers (and this

was pronounced in older adults), despite patient-provider discussions about substance use

associated with a greater likelihood of entering treatment. 41 As such, training of providers

to initiate such discussions may represent a bridge to facilitate the passage of HIV infected

drug users into substance abuse treatment.

Inpatient services for substance abuse are often the least accessible for clients seeking

substance abuse treatment services. This is largely due to the prohibitive cost of inpatient

substance use services. HIV disproportionately impacts individuals with limited economic

resources and who lack health insurance or benefits that would cover the cost of inpatient

treatment. In general, studies addressing substance abuse treatment in persons living with

HIV/AIDS have found that low-cost and no-cost options such as 12-step and self-help

programs are most commonly used.11,41 Practical barriers to treatment initiation and

retention such as transportation, can be ameliorated by simply providing transportation
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assistance. 41 One review revealed that in a subset of women, a diagnosis of HIV was the

impetus for attempts at abstaining from drugs or initiation of treatment, though stressors

such as parenting and economic stressors would often contribute to relapse after initial

attempts at abstaining from drug use. 36 More frequently observed was an intensification of

drug use in the face of an HIV diagnosis. In addition, threats of custody loss often motivated

women to initiate treatment programs and avoid relapse. 36 Treatment services for women in

particular must be responsive to caregiving issues, and strive to provide support structures to

assist with caregiving duties while also harnessing the motherhood role as a reinforcer of

sobriety and abstinence.

The Role of Psychopathology

Among HIV-positive individuals 10-28% have co-occurring psychiatric and substance abuse

disorders. 6 Recurring psychiatric comorbidities presented by HIV-positive persons include:

depression, mood disorders, psychotic disorders, anxiety disorders, adjustment disorders,

personality disorders, sleep disorders, and other somatic complaints, with estimates of

psychiatric disorders in infected cohorts at 50% and higher 1,34,42, and 10-25% of persons

living with HIV/AIDS dually diagnosed. 19,43 Mood disorders are most common in HIV

infected cohorts with overall prevalence rates suggesting that 10% of adults with HIV

present with major depressive disorder and overall are at elevated risk for developing major

depressive disorder. 44 HIV is typically not the direct contributor to the epigenesis of

psychiatric symptoms 2, but rather the burdens of illness, medical symptoms, and

psychosocial factors such as stigma and grief can result in the development of symptoms or

the exacerbation of pre-existing psychiatric conditions.

The present of triple diagnosis can impede engagement in substance abuse treatment,

magnify the deleterious consequences of drug and alcohol use, and increase the likelihood of

relapse and/or treatment withdrawal. 6 The intersection of HIV, mood disorders, and

substance use is associated with lower medication adherence and increased sexual risk

behaviors. 45 Treatment of mental health issues combined with substance abuse treatment

not only is key in mitigating or ending substance use/abuse, but can also assist with

adherence to ART and address risk behaviors. Carrico et al21 suggest that the mechanism of

increased affect regulation is crucial as it enhances positive affect and subsequently

enhances the efficacy of adherence interventions. Because the presence of depressive

symptoms is associated with risk, nonadherence and higher levels of alcohol

consumption 46, addressing these symptoms becomes a key clinical and prevention tool.

Farley et al 47 highlight the central role of trauma in substance abuse treatment with nearly

90% of individuals seeking treatment for substance use disorders reporting a history of

trauma. Factors associated with trauma such as higher rates of mental disorders, and

increased rate of relapse can further complicate substance abuse treatment. Trauma is often

cited as a precipitating event for the initiation of drug use, particularly in women. 36 Rates of

PTSD in HIV seropositive samples, while variable, remain high with estimates ranging from

5-50% depending on the composition of the cohort. 48 Machtinger et al 49 report rates of

PTSD in their sample of HIV seropositive women at 30% compared to population

prevalence rates of 5%. In our community sample of 288 HIV seropositive men and women,
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we observed a lifetime rate of PTSD of 16% but among those who met lifetime criteria for

PTSD, 91% also had a history of substance abuse or dependence. 20 Given that a high

proportion of persons with HIV report trauma – the addition of trauma to the triple

diagnostic picture necessitates awareness of trauma in an integrated treatment model.8

Recognition that clients with trauma histories may require additional support, more

protracted periods of trust building with systems and practitioners, longer term therapy, and

higher risk of relapse must inform integrated treatment models.

Social support has been found to be a protective factor among those who are triply

diagnosed – mediating relationships between psychopathology and substance use. Social

support may be a critical treatment variable given the high levels of stigma that persons with

HIV face in addition to other marginalized statuses including racial/ethnic minority status,

sexual orientation and psychiatric diagnosis. To the degree social support is a buffer against

substance use, then shoring up and developing support networks remains a key element of

substance use treatment,50 especially since dispensing with former substance using networks

is associated with better outcomes. Substance use may serve as a short term coping tool for

individuals with depressive symptoms in HIV, which can result in increased depressive

symptoms, poor affect regulation, and faster disease progression.21 In addition, substance

use may escalate in persons recently diagnosed with HIV.42

The neuropsychiatric portrait of HIV and specifically HIV Associated Neurocognitive

Disorder (HAND) exists on a continuum ranging from mild cognitive impairment to full-

blown dementia. Triple diagnosis can interact with these central nervous system (CNS)

changes to result in greater functional impairment, poorer adherence, and poorer health

outcomes.29,51 HAND may be pronounced in persons not receiving HAART, and given that

substance users are often underprescribed HAART, they may be more vulnerable to

cognitive symptoms, especially in light of premorbid CNS impacts from a history of

substance use as well as other risk factors including head injury, preexisting neurologic

conditions, and environmental issues such as poor education and poverty.

The chronic nature of personality disorders makes assessment and recognition of these

disorders an integral element in providing efficacious treatment of substance use disorders in

persons with HIV/AIDS. Widely varying prevalence estimates of personality disorder in

HIV infected samples have been noted with studies employing structured diagnostic

interviews reporting prevalence rates of approximately 19-33%.52,53 Disorders characterized

by behavioral, interpersonal and affective instability (Cluster B) are most prevalent in HIV +

samples, with borderline (BPD) and antisocial (ASPD) personality disorder most

common.53-56 In our sample of 288 HIV+ adults, antisocial (17%), avoidant (6.3%) and

borderline (5.6%) PD were most common. 20

These disorders are often characterized by behavioral patterns that are associated with HIV

risk, including impulsive sexual behavior and substance abuse. Thus, a PD may represent a

risk factor for acquisition of HIV. After infection, those with PD are likely to continue

engaging in risky behaviors that increase their risk for sexually transmitted infections,

exposure to other infectious diseases, and other health problems associated with substance

abuse as well as the risk of infecting others. HIV seropositive persons with antisocial
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personality traits showed a greater propensity to engage in injection drug use. 57 Clinicians

traditionally believe that patients with PD and substance use disorders are likely to have

poorer outcomes, though studies suggest that while pre-treatment and post treatment

problem severity may be greater, improvement in treatment is not impacted by the presence

of PD. 58 In a cohort of persons with HIV, narcissistic personality was associated with a

greater likelihood of sex following substance use, higher numbers of partners, more

unprotected sex acts, unprotected sex with seronegative partners, and lower condom

intentions. 59 Because narcissism as a trait may impact engagement in treatment, it may be

important to target key behavioral issues such as impulsivity, cognitive errors such as

inaccurate probability estimates about transmission, and maladaptive attitudes such as

entitlement. 59 As noted above, trauma is endemic in HIV infected populations, and is often

a risk factor for development of personality disorders such as borderline personality which

has also been associated with a greater risk of behavioral impulsivity as observed in

substance use and sexual risk taking.60

Substance Abuse Treatment: Overview

Halkitis61 notes that “HIV cannot be considered in isolation. The HIV epidemic is

inextricably linked to other health and social conditions including, but not limited to

psychological comorbidities, substance abuse, poverty, and discrimination.”61 Substance

abuse treatment in HIV requires intersectional conceptualization and reliance on models

such as the biopsychosocial framework to contextualize and treat. 61 Effective substance

abuse treatment of persons with HIV requires illuminating the interconnectivity of the triple

diagnosis of HIV, substance abuse, mental health disorders and syndromes62 and embedding

substance use treatment in an integrated model of treatment (SEE FIGURE 1).

Substance abuse treatment of HIV positive persons occurs on a continuum of (1) individuals

becoming aware of their HIV status, (2) engaging in HIV, psychiatric and substance abuse

related care, and (3) avoidance of relapse and continued adherence to treatment; with the

recognition that these steps can be bidirectional.25 Lapses and setbacks in psychiatric

symptomatology, drug use and adherence behaviors should not only be expected but also

planned for. Health care providers administering substance abuse treatment, psychiatric care,

and HIV services vary in education, training, opinion, attitude, and experience, which often

allows for varied treatment approaches, continuum specificity, and outcomes. Furthermore,

lack of acceptance and communication among providers often causes patients to receive

contradictory explanations of their conditions and disorders which lowers hope and

confidence in their care providers. 63

Substance Abuse Treatment Techniques and Outcomes in the Triply

Diagnosed

The body of literature directly addressing the provision of substance abuse treatment to HIV

infected individuals is limited. The research is often less focused on the efficacy of treatment

vis-à-vis substance use outcomes and instead focuses on other outcomes such as adherence.

Because substance abuse treatment is often embedded in larger systems of integrated care,

teasing out the impact of substance abuse treatment per se is often a challenge. With these
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limitations in mind, the literature revealed that the primary modalities of substance abuse

treatment models in persons living with HIV included cognitive behavioral therapy, social

support/support group models, motivational enhancement/motivational interviewing,

transtheoretical frameworks, and directly observed therapy.

Methadone maintenance treatment programs remain central to the management of drug use

in HIV given the high proportion of seropositive IDUs. Methadone maintenance programs

have been shown to be effective treatments for opioid dependent persons living with HIV/

AIDS, and have shown additional utility in providing medical management, psychiatric care,

slow disease progression, and mitigate risk behaviors 64. Other pharmacological treatments

that have been considered for use in individuals with HIV include the use of lamotrigine in

HIV seropositive persons using crack cocaine 65. The use of pharmacologic treatments for

opioid, alcohol and tobacco use and abuse including methadone, buprenorphine, naltrexone,

disulfiram, varenicline, buproprion, and nicotine replacement products have not been

consistently studied in HIV, and there are numerous potential interactions between

pharmacologic products used to manage substance use, psychiatric medications and HIV

medications. As such, the use of pharmacologic management of substance use in triply

diagnosed patients raises additional challenges. 7

Models such as methadone maintenance also highlight the role of Directly Observed

Therapy (DOT) in triply diagnosed individuals. DOT is typically employed in settings such

as methadone maintenance programs, day treatment, and incarceration. It has provided

variable outcomes in terms of improved health outcomes such as increased CD4 count and

decreased HIV viral load,66 and improved medication adherence, but the findings have been

context dependent with less consistency and efficacy with incarcerated populations.17 While

DOT is not a practicable solution for most clients, the key components of DOT – structure,

support, and routine, are suggested as the ingredients that may facilitate its success as an

intervention, and to the degree possible should be built into all integrated care.

Cognitive behavioral treatment (CBT) models for substance abuse treatment in HIV infected

samples have revealed reductions in alcohol use, withdrawal and dependence symptoms,

functional impairment, depressive symptoms and maladaptive behaviors such as

delinquency in selected cohorts. 67,68 However results are often variable, and may not

necessarily generalize across drugs of abuse. These models typically relied on traditional

cognitive behavioral techniques in conjunction with behavioral tools such as contingency

management and behavioral activation. Shoptaw et al69 compared Gay Specific Cognitive

Behavioral Therapy and Gay Specific Social Support Therapy. This CBT model focused on

building skills such as identifying relapse triggers, interrupting cravings for drug use, and

return to abstinence, while contextualizing the treatment in a framework that remained

responsive to the societal and interpersonal experiences of gay men. Participants in both

conditions showed a two-fold decrease in substance use and sexual risk behaviors, but

among those using methamphetamine, CBT was more useful in sustaining reduction in use.

Cognitive behavioral interventions with HIV infected substance using cohorts have also

been found to have differential impacts on behaviors such as adherence 17 with some studies

revealing improvements in depression, but not adherence. 70 Substance use treatment itself
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has been suggested to be a useful adherence intervention tool, with the transition from using

to non-use of drugs being associated with improved adherence. 71,72 Again, this has not been

consistent across studies, with participation in substance use treatment associated with

greater access to HAART but not necessarily greater adherence,30 and others noting that it

was the receipt of psychiatric care, and not necessarily substance abuse treatment that

enhanced adherence. 17

An intervention based on the transtheoretical model 73 used a continuum of care which

targeted clients' differential state of readiness for change. 74 The model focused on

establishment of the therapeutic relationship, individual client assessment, client education

about triple diagnosis, motivational enhancement and goal setting. The intermediate phase of

treatment included shoring up coping skills, building social support, engaging in meaningful

activities, developing a consistent sense of self, and addressing grief and loss issues. The

final phase of treatment was centered on maintenance of change and preparing for setbacks.

Both individual and group treatment were employed, as well as psychopharmacology as

needed. This program proved to have good outcomes, with decreases in substance use and

psychiatric symptoms,

The extant literature has highlighted the utility of motivational interviewing as an evidence

based tool for substance abuse treatment across populations. 75 Motivational interviewing

(MI) and skills training tailored for HIV have shown good outcomes both for drug use

behaviors and adherence. Studies with small samples have demonstrated MI to be a feasible

treatment model with HIV seropositive men and women and to demonstrate reductions in

substance use and improvements in medication adherence. 76 Ingersoll et al77 developed a 6

session motivational interviewing and feedback and skills building program which they

compared to video information plus debriefing intervention (which was largely educational

in nature) – in a sample of HIV seropositive crack cocaine users who reported poor

medication adherence. Both interventions increased adherence and decreased problems due

to drug use and number of days of crack cocaine use, and highlighted the potential utility of

lower-cost interventions such as video training which may work well with subgroups of HIV

seropositive drug users. 77 MI has also been integrated into methadone maintenance

programs and has resulted in less risky sex in these cohorts.

Contextualized treatment programs such as the Structural Ecosystems Therapy employed by

Feaster et al78 focus on the social environment, facilitation of adaptive interactions, and

reduction of maladaptive interactions between HIV seropositive women and systems

including families, health care, and community organizations. This intervention, which was

conducted with 126 HIV+ women in recovery resulted in decreases in the proportion of

women living with an active substance user and greater drug treatment utilization, though

significant gains were not made with medication adherence. These findings suggest that

addressing structural and contextual factors in any substance abuse intervention, especially

with triply diagnosed individuals, may foster relapse prevention, bolster social networks,

and motivate ongoing health promotion.

Given the higher rates of personality disorders including borderline personality disorder

(BPD) in HIV infected samples, treatment models such as dialectical behavior therapy
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(DBT) that have shown utility for symptom management in BPD may prove efficacious for

management of triply diagnosed individuals with BPD. 60 The adaptation employed by these

investigators involves opening up the framework of DBT to specifically address targets such

as adherence, and mindfulness in HIV specific contexts. DBT uses a 4-stage system that

entails pretreatment targets and commitment to therapy, first stage targets of stability,

connection and safety, second stage targets of exposure and emotional processing of the

past, and third stage targets of individual goals. While little outcome data exists for the use

of DBT in substance using HIV seropositive cohorts, the use of this technique has resulted

in promising outcomes for a group that is likely at high risk for triple diagnosis.

Particularly in the triply diagnosed, integrated care models 12 may provide the best means of

simultaneously addressing multiple clinical issues (Figure 1). In one study examining an

integrated care model that coordinated AIDS service agencies, case management, primary

care and substance abuse treatment, the authors found that the participants in the program

had more medical visits than those not in the program, though they also found that those in

the program had lower CD4 counts (which was believes to be an artifact of the medical

acuity of this sample). In general, in non-HIV infected samples, research on integrated care

models for dually diagnosed patients suggest that such programs yield better outcomes

because both psychiatric and substance use treatment are brought together simultaneously,

minimizing duplication of services and contradictory messages79 and this becomes even

more critical in the triply diagnosed where coordination of HIV management and primary

care is essential to clinical management.

Cultural Factors and Intersectionality

Disparities in the prevalence of HIV/AIDS as a function of ethnicity, sexual orientation,

socioeconomic status and gender highlight the issue that treatment programs must be

culturally responsive. The intersectionality of these variables can raise even greater

challenges, with ethnic minority women requiring very different treatment models than gay

men. Issues such as stigma differentially impact various groups, and as such, may need to be

addressed differentially in treatment. Focus group studies with African American men

highlight the utility of extant community structures such as Black churches, fostering open

dialogue about sexual behavior and drug use, and capacity building for families.15 Halkitis35

also cites the interaction between person and environment when confronting sensitive issues

such as bathhouses as a venue for prevention messages in gay men. Because many

interventions, particularly adherence interventions, are individually targeted, they may also

be less useful with inner city ethnic minority group individuals as these models often

overlook systemic issues such as poverty, community and family. 80 HIV/AIDS remains a

global health crisis with triple diagnosis endemic in settings where psychiatric and substance

use treatment is not often available. Internationally, additional treatment barriers include

human rights violations against those who are infected, abusive and criminal treatment of

IDUs and LGBT individuals, and lower availability of HIV care. 81
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Summary

The complexity of clinical needs among triply diagnosed individuals and persons living with

HIV/AIDS who require substance abuse treatment mandates treatment services that are

comprehensive, integrated, continuous, and culturally responsive. Integrated care systems

must focus beyond just mitigation of substance use and psychiatric symptoms but also serve

as a portal to address issues such as sexual risk, self-care, and adherence. Existing models of

psychotherapy and substance abuse treatment including cognitive behavioral therapy and

motivational interviewing have proven to be useful for both enhancing adherence as well as

reducing substance use in outpatient populations, while methadone maintenance and other

directly observed treatment models have been useful with more acute populations or those

already in daily treatment settings. Contextualization of such services in a way that accounts

for structures including social networks, communities, and family likely augment successful

outcomes and relapse prevention.

There is a relative dearth of literature specifically focusing on substance abuse treatment in

persons living with HIV/AIDS, a notable deficit given the high rates of substance abuse in

this population. Comorbid medical and psychiatric conditions and complex cofactors such as

poverty, access to care, and psychosocial variables make assessment and interpretation of

results challenging and make it difficult to disentangle treatment effects. Nonetheless,

randomized clinical trials, and outcome studies of existing treatment programs focused on

persons with HIV/AIDS, particularly in high risk groups and those using substances that

augment sexual risk (e.g. methamphetamine). A large proportion of substance abuse

treatment research focuses not just on drug use, but also other health behaviors such as

adherence to other treatments. Ongoing research that looks at integrated care models is also

necessary to achieve empirically validated recommendations on best practices for working

with substance using clients living with HIV/AIDS. In addition, as technology becomes

more available to a wider range of clients and adaptable to a variety of treatment paradigms,

it is strongly suggested that research agendas focusing on the use of technology as a tool to

mitigate risk, minimize relapse, and foster health behaviors.

Treatment programs that provide services to both HIV seropositive and seronegative cohorts

can serve as portals of prevention, and HIV testing and prevention messages should be

standard of care in substance abuse treatment programs. The goal of fast track abstinence in

these populations may be untenable. Myriad other clinical issues including physical/medical

symptoms, mood symptoms, psychosocial factors, and burdens due to economic factors

mean that this is a marathon and not a sprint, and triage of clinical goals will be driven by

biological, psychological, and social exigencies.

The global burden of disease due to mental and substance use disorders pose significant

challenges to health care systems globally. Too often, mental health and substance use issues

have been set apart from “medicalized” health care – and this false dichotomy can result in

undertreatment of persons with mental health issues, substance abuse disorders, and chronic

illnesses such as HIV/AIDS 82 or greater burden of disease as a result of “dis”-integrated

care. Globally, management of mental illness and substance use disorders are emerging as
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key elements of risk reduction, primary care, and amelioration in quality of life and overall

health in persons living with HIV/AIDS.
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Figure 1. Model of Integrated HIV Treatment
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