Tips for HIV Clinicians Working with Patients
with Substance Use Disorders
Defining “Substance Use Disorders” and “Addiction”
Substance Use Disorders are a diagnostic term used in DSM‐5 referring to the recurrent use of alcohol or other drugs
that causes “clinically significant impairment in social, occupational, or other important areas of functioning”1.
Substance Use Disorders are classified as mild, moderate, or severe. The term “addiction” is an older term that refers
to what in DSM‐5 would now be classified as a severe substance use disorder. Addiction can be defined as “a primary,
chronic disease of brain reward, motivation, memory, and related circuitry. Dysfunction in these circuits leads to
characteristic biological, psychological, social and spiritual manifestations.”2 It is important to note that not all
substance use represents addiction.
Addiction as a Brain Disease
Decades of research have revealed addiction to be a disease that alters the brain. We now know that while the initial
decision to use substances is voluntary, addiction is a disease of the brain that compels a person to become singularly
obsessed with obtaining and using substances despite their many adverse health and life consequences. Imaging
technology reveals the same type of organ damage to the brain in addiction as one sees with, for instance, damage to
the heart in heart disease. Alcohol and other drugs cause much of their damage to the brain via a disturbance in
neurotransmitters such as dopamine, serotonin, and norepinephrine. Damage to the brain is often long‐lasting and
the brain may require a number of years of abstinence to return to a pre‐drug level of functioning.
Vulnerability to Addiction
No simple way exists to determine who will become addicted to a substance. Vulnerability to addiction varies from
person to person and is based on a number of factors, including biological, environmental, and genetic influences.
Aspects of the substance itself also play a role, including when it was first used, how it was first used, cost, and
availability. Adolescents are particularly vulnerable to addiction because the brain is still in development and can be
profoundly impacted by substance use. Childhood trauma, or Adverse Childhood Experiences (ACE’s), also play a
strong role in the development of an addiction. Adults who suffered four or more ACE’s are 7 times more likely to
have a severe alcohol use disorder than those who had no ACE’s, and are approximately 13 times more likely to use
injection drugs.3
Neurochemical Impact of HIV and Addiction
HIV virus is sometimes detected in the cerebrospinal fluid (and thus the brain) even when patients are stabilized on
antiretroviral treatment and have an undetectable plasma viral load. This persistence of virus in the brain is
associated with increased risk for depression.4 From studies in mice, it appears that expression of a particular protein
involved in HIV viral replication is associated with depression symptoms and increased sensitivity to
methamphetamine effects in the brain.5 This suggests that even individuals with an undetectable viral load may be
vulnerable to depression. It also suggests that people living with HIV (PLWH) are more vulnerable to developing
dependence on methamphetamine than non‐PLWH. Methamphetamine in turn increases HIV transmission risk by
lowering sexual inhibitions, impairing judgment, causing mucosal dryness, reducing adherence to HIV medication
regimens, and accelerating the progress of HIV‐related dementia.6
Intersectionality of HIV and Addiction
Intersectionality is a framework for understanding how macro‐level forces of oppression, i.e., racism, sexism,
heterosexism, etc., interact to produce exponential increases in health disparities. Intersecting identities may include

qualities like immigration status, HIV status, and status as a substance user. An example might be a Black, HIV‐
positive, transgender, substance‐using woman who has to contend with HIV‐related stigma, substance‐related stigma,
racism, sexism, and transphobia, and the impact that those forces have on her access to healthcare.7 LGBT‐related
stigma and minority stress also lead to health disparities and are risk factors for substance use disorders.8
Recovery
Recovery can be defined as both a process and a status. Despite the perception that people with severe substance
use disorders are “lost causes”, people can and do recover from addiction, utilizing services and supports such as self‐
help groups (i.e. AA), formal treatment programs, and recovery supports such as sober living and community centers.9
Formal treatment includes behavioral approaches such as cognitive‐behavioral therapy, motivational interviewing,
and contingency management, and medications like naltrexone and buprenorphine.
Treatment Recommendations
It is important to integrate substance use disorder treatment and prevention into HIV primary care, both to improve
HIV‐related outcomes and to reduce long‐term costs. Specific principles of recovery from addiction include: recovery
emerges from hope; recovery is person‐centered; there are many pathways to recovery; recovery is supported by
peers, allies and social networks; recovery is culturally‐based and influenced; and recovery is supported by addressing
trauma.10 Brief motivational interventions can be delivered by virtually anyone on the healthcare team and may help
reduce a patient’s substance use. Remember that substance use prevention and treatment is HIV prevention.
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