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TEST YOUR KNOWLEDGE

Test Your Knowledge
Question #1
Which is known as the “Gold Standard” for prescribed opioid medication
assisted treatment?
A. Acetaminophen
B. Naxolene
C. Fentanyl
D. Methadone

Test Your Knowledge
Question #2
The most common substance used by college students is Fentanyl.
A. True
B. False

Test Your Knowledge
Question #3
One of the biggest differences between two popular treatments for Opioid
Use Disorder (OUD) is:
A. The cost differences
B. One is for under 25 years of age
C. One is dangerous for pregnant women
D. One has a two-week expiration date

Test Your Knowledge
Question #4
The racial/ethnic group with the highest rate of Hepatitis C is:
A. African Americans/Blacks
B. American Indians/Alaska Natives
C. Caucasians/Whites
D. Latinx/Hispanics

MEDICAL MANAGEMENT OF SUBSTANCE ABUSE
AMONG COLLEGE STUDENTS

LEARNING OBJECTIVES
At the end of this presentation, participants will be able to:
1. Describe the reasons why Substance Use Disorder (SUD) is a risk
factor for HIV
2. Understand the disparities in Opioid Use Disorder (OUD) by
race/ethnicity, sexual orientation and class
3. Identify at least one challenge to reducing SUD
4. Discuss at least two OUD medical assistance treatment options and the
primary difference between them

SUBSTANCE ABUSE DISORDER (SUD):
A RISK FACTOR FOR HIV, HCV AND COVID-19

COVID-19 PANDEMIC, COLLEGE STUDENTS AND SUBSTANCE USE
DISORDER (SUD)

College student experience uncertainty as a result of COVID-19; this can lead
to substance abuse for the following reasons:
Ø The impact of loss personally and globally
Ø Increased frustration around finances:
o Some students returned home to avoid room and board costs
o Some with “Long-haulers” disease remain unemployed
Ø Increased stress, anxiety, and depression:
o Aggravated chronic conditions increased
o Suicide rates increased
https://www.sciencedirect.com/science/article/pii/S0190740920312901?casa_token=1t_u-pu6fhsAAAAA:5wILdECvY3ogLcEH2RuZadckVGdSIr4fYMTUrjMi1NcIjp40UVrfS0SP-I8HYOdG27RwvqIwFA

MOST COMMON SUBSTANCES AMONG COLLEGE STUDENTS
According to the National Institute on Alcohol Abuse and Alcoholism (NIAAA)
Ø Alcohol: This remains the most common substance among

Ø Cocaine: A study showed that more than 20% of college

Ø Marijuana: This has its highest annual use among college

Ø Painkillers and opioids: A high percentage of young

college students: 52.5 percent of full-time college students
ages 18 to 22 drank alcohol in the past month.

students at about 43%, with 1 in 17 reporting daily or near
daily use.Vaping marijuana is highest among people in their
early 20’s.

Ø MDMA (ecstasy), LSD, and other psychedelic or

hallucinogenic drugs: They have been used by 3.8% of
college students. Micro-dosing, the act of using small doses
of hallucinogens to achieve a slight effect, has also increased
among college students in recent years.

Ø Stimulant medications, such as

dextroamphetamine, are often called “study drugs”:
They are used by to help students stay awake or to enhance
their ability to focus and study for exams; however, these
drugs can be very detrimental and eventually lead to
dependence or addiction.

students were exposed to opportunities to use cocaine in
the past year.
adults between the ages of 18-25 suffer from
prescription painkiller abuse, or prescription opioid abuse,
in college; this is also a significant cause of unintentional
death and injury among people in this age range.

Ø Opioids: They are a class of drugs that reduce pain and

include both prescription drugs and heroin. Opioids are
associated with HIV risk behaviors such as needle sharing
when infected and risky sex and have been linked to a
recent HIV outbreak.

Ø Methamphetamine: “Meth” is linked to risky sexual

behavior that places people at greater HIV risk. Meth can be
injected, which also increases HIV risk if people share
needles and other injection equipment.

https://www.statista.com/statistics/826507/ecstasy-use-among-college-studentsus/#:~:text=Ecstasy%20use%20among%20U.S.%20college%20students%20as%20of%20fall%202018&text=This%20statistic%20presents%20the%20percentage,within%20the%20past%2030%20days.
https://nida.nih.gov/drug-topics/trends-statistics/infographics/drug-alcohol-use-in-college-age-adults-in-2018

COMMON SUBSTANCES AND HIV RISK
Drinking alcohol, ingesting, smoking, or inhaling drugs can impair clear thinking and
increase risky behaviors and HIV transmissions.
Ø Injection drug use (IDU) can be a direct route of HIV transmission if people share

needles, syringes, or other injection materials that are contaminated.
Ø Common injection drugs classes include:
v Opioids. Opioids, a class of drugs that reduce pain, include both prescription drugs and heroin.

They are associated with HIV risk behaviors such as needle sharing when infected and risky sex
and have been linked to a recent HIV outbreak.
v Methamphetamine. “Meth” is linked to risky sexual behavior that places people at greater
HIV risk. It can be injected, which also increases HIV risk if people share needles and other
injection equipment.
https://www.cdc.gov/hiv/basics/hiv-transmission/substance-use.html

ALCOHOL MOST COMMONLY ABUSED SUBSTANCE
Ø Binge Drinking: 33.0 percent engaged in binge drinking in the past month

( 5 or more drinks on occasion).
Ø AUD: Roughly 9 percent of college students meet the criteria for Alcohol

Use Disorder (AUD).

Ø Deaths: 1,519 college students between the ages of 18 and 24 die from

alcohol-related unintentional injuries, including motor vehicle crashes.

Ø Assaults: 696,000 students between the ages of 18 and 24 are assaulted by

another student who has been drinking.

Ø Sexual Assaults: 1 in 5 college women experience sexual assault during their

time in college. A majority of sexual assaults in college involve alcohol or
other substances.

Ø Academic Consequences: About 1 in 4 college students report

academic consequences from drinking, including missing class, falling behind in
class, doing poorly on exams or papers, and receiving lower grades overall.

https://www.niaaa.nih.gov/publications/brochures-and-fact-sheets/time-for-parentsdiscuss-risks-college-drinking

(https://www.niaaa.nih.gov/publications/brochures-and-fact-sheets/time-for-parents-discuss-riskscollege-drinking) https://tinyurl.com/2p8mdyx

2020 ALCOHOL USE BY RACE /ETHNICITY IN THE U.S.

https://www.statista.com/statistics/354291/current-binge-heavy-alcohol-use-in-persons-in-the-us-by-ethnicity/

MARIJUANA USE IS VERY COMMON AMONG COLLEGE STUDENTS
Ø Cannabis, weed, pot, or dope—refers to the dried flowers, leaves, stems, and seeds of the cannabis
plant. This plant contains more than 100 compounds (or cannabinoids) including
tetrahydrocannabinol (THC), which is impairing or mind-altering, as well as other active compounds,
such as cannabidiol (CBD). CBD is not impairing, meaning it does not cause a “high”.
Ø One study estimated that approximately 3 in 10 people who use marijuana have marijuana use
disorder.
Ø Another study estimated that people who use cannabis have about a 10% likelihood of
becoming addicted.
Ø The risk of developing marijuana use disorder is greater in people who start using marijuana during
youth or adolescence and who use marijuana more frequently.
Ø Marijuana use is nearly the same for college students and their non-college peers at about 43%. This
is approximately a 7% increase over five-years for college students. These rates for both
groups are the highest in 35 years.
Ø Among college students, 44% reported using marijuana in 2020, compared to 38% in 2015,
representing a significant increase.
Ø Daily or near daily use of marijuana has continued to rise among college students since 2015, with
8% of college students reporting using marijuana on a daily or near daily basis in 2020
compared to nearly 5% in 2015.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2811514/

https://nida.nih.gov/drug-topics/trends-statistics/infographics/drug-alcohol-use-in-college-age-adults-in-2018
https://www.cdc.gov/marijuana/health-effects/index.html

MARIJUANA USE BY RACE/ETHNICITY

Persons 1825 have the
highest rates
of marijuana
use across
racial/ethnic
groups
https://www.samhsa.gov/data/sites/default/files/reports/rpt35326/2021NSDUHSUChartbook102221B.pdf

VAPING USE AMONG COLLEGE STUDENTS
Ø The percentage of college students who said they vaped

marijuana in the past 30 days rose from 5.2% in 2017
to 14% in 2019.

Ø Between 2017 and 2018, nicotine vaping increased in

college students from 6.1% to 15.5%.
Ø Vaping nicotine is highly addictive, and cannabis
can also be addictive, particularly in younger
adults for whom the brain is still developing.

Ø In 2017, 6.1% of college students and 7.9% of those not in

college said they vaped nicotine in the past month, rising
to 22% and 18%, respectively, in 2019. These increases in
vaping marijuana and nicotine are among the largest
increases in use for any substance reported by the
study in its 45-year history.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2811514/

https://www.nih.gov/news-events/news-releases/vaping-marijuana-use-2019-rose-college-age-adults

OPIOID USE DISORDER (OUD) AND OTHER ADDICTIONS HAVE
SIMILAR KEY ELEMENTS
Opioid use disorder and opioid addiction remain at epidemic levels in the U.S. and worldwide. Three million U.S.
citizens and 16 million individuals worldwide have had or currently suffer from opioid use disorder (OUD). More
than 500,000 in the United States are dependent on heroin. The criteria for addiction and diagnosis of OUD is made
by meeting two or more of the following eleven key elements:
Ø
Ø
Ø
Ø
Ø
Ø
Ø
Ø
Ø
Ø
Ø

Increasing dose/tolerance
Wish to cut down on use
Excessive time spent to obtain or use the medication
Strong desire to use
Use interferes with obligations
Continued use despite life disruption
Use of opioid in physically hazardous situations
Reduction or elimination of important activities due to use
Continued use despite physical or psychological problems
Need for increased doses of the drug
Withdrawal when dose is decreased

Azadfard M, Huecker MR, Leaming JM. Opioid Addiction. [Updated 2021 Aug 26]. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2022 Jan-. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK448203/

INJECTION DRUG USE AND OPIOIDS
Since the beginning of the HIV/AIDS epidemic, 36 percent of all AIDS cases in the United States have
been directly or indirectly linked to injection drug use (IDU).
Use of prescription and illicit opioids (natural, semisynthetic or synthetic drugs that bind to and
activate opioid receptors) is prevalent among both non-injection drug users and users of injection
drugs. Types of opioids include the following:
• Diacetylmorphine
• Hydromorphone
• Hydrocodone
• Oxycodone
• Morphine
• Heroin
• Fentanyl
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/about-program/hab-spns-buprenorphine-monograph.pdf

FENTANYL IS 100X MORE POTENT THAN MORPHINE AND
50X MORE POTENT THAN HEROIN
Fentanyl is a popular, potent synthetic opioid drug approved by the Food and Drug Administration for use as an analgesic (pain
relief) and anesthetic. It is approximately 100 times more potent than morphine and 50 times more potent than heroin as an
analgesic.
Common street names include:

Apache,
China Girl,
China Town,
Dance Fever,
Friend,
Goodfellas,

He -Man
Jackpot
King Ivory
Murder
Tango
Cash

What is the effect on the body?
Fentanyl, like other commonly used opioid analgesics (e.g., morphine), produces relaxation, euphoria, pain relief, sedation,
confusion, drowsiness, dizziness, nausea, vomiting, urinary retention, pupillary constriction, and respiratory depression.
What are the overdose effects?
Overdose may result in stupor, changes in pupillary size, cold and clammy skin, cyanosis, coma, and respiratory failure leading
to death. The presence of triad of symptoms such as coma, pinpoint pupils, and respiratory depression are strongly suggestive
of opioid poisoning.
https://www.dea.gov/sites/default/files/2020-06/Fentanyl-2020_0.pdf

OVERDOSE (OD) DEATH RATES
Ø The number of drug OD deaths in America increased 29.6% in 2020.

Ø More than four (4) times as many people died from drug overdose than from homicide in the first
month of 2021(i.e., in January 2021, drug overdose deaths exceeded homicides by 306.7%).

Ø 105,752 drug overdose deaths were reported from October 2020 to October 2021.

https://drugabusestatistics.org/drug-overdose-deaths

/

Deidre McPhillips (16, March 2022) US drug overdose deaths reach another record high as deaths from fentanyl surge. CNN Health

DRUG DEATH OVERDOSE RATES
DUE TO OPIOIDS VS OTHER DRUGS

https://www.kff.org/policy-watch/substance-use-issues-are-worsening-alongside-access-to-care/

THE DISPARITIES IN OPIOID USE DISORDER (OUD)
BY RACE/ETHNICITY AND ECONOMICS

Rising morbidity and mortality in midlife among white non-Hispanic Americans in the 21st century Anne Case1 and Angus Deaton1 Woodrow Wilson School of Public and
International Affairs and Department of Economics, Princeton University, Princeton, NJ 08544 Contributed by Angus Deaton, September 17, 2015 (sent for review August 22, 2015;
reviewed by David Cutler, Jon Skinner, and David Weir

Three Waves of the Rise in Opioid Overdose Deaths
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DRUG OVERDOSE DISPARITIES

https://www.pewresearch.org/fact-tank/2022/01/19/recent-surge-in-u-s-drug-overdose-deaths-has-hit-black-men-the-hardest/
Mental Health Disparities: Diverse Populations – American Psychiatric Association 2017

Synthetic opioids,
like Fentanyl, are
affecting opioid
death rates among
Black people more
severely than other
populations.

Non-Hispanic Black Men

MD, Private Practice, Washington, DC

OUD, HIV AND HCV CONNECTION
Opioid use disorder (OUD) and other illicit drug epidemics in the United States have led to concurrent
infectious disease epidemics among persons who use drugs. Early in the HIV epidemic, it was realized that
injection drug use was associated with:
Ø Hepatitis A virus (HAV),
Ø Hepatitis B virus (HBV),
Ø Hepatitis C virus (HCV), and
Ø Other Infectious diseases
The unprecedented increase in primary and secondary syphilis reported from 2013–2017 has been attributed, at
least in part, to increasing methamphetamine and heroin use, along with sexual transmission.
In 2018, the Centers for Disease Control and Prevention (CDC) identified 220 counties at highest risk of HIV and
HCV outbreaks among persons who inject drugs (CDC, 2018b). The counties at greatest risk were mostly rural.
In 2019, HIV clusters were reported in Washington and West Virginia. Likewise, HCV has experienced a resurgence:
data from four Appalachian states demonstrated a 364 percent increase in acute HCV infection from 2006 to 2012
among persons less than 30 years old. The incidence of acute HCV in rural areas was more than twice that of urban
areas (Zibbell et al., 2015).
Conrad et al., 2015; Cranston et al., 2019; Fleischauer et al., 2017; Golden et al., 2019; Jackson et al., 2018; Ronan and Herzig, 2016). (Des Jarlais et al., 1989).
(Kidd et al., 2019).

TRANSMISSION RATES OF NEW HIV CASES AMONG YOUTH

https://www.cdc.gov/hiv/group/age/youth/diagnoses.html

2019 HIV DIAGNOSES BY RACE/ETHNICITY
Ø From 2015-2019, the number of HIV diagnoses decreased
among Black/African American, white, and Asian
persons, and persons of multiple races.

Ø HIV diagnoses increased among American

Indians/Alaska Natives and remained stable among
Hispanic/Latinos and Native Americans/other Pacific
Islander persons.

Ø Yet, Blacks/African Americans represented 13% of the
U.S. population but accounted for 42% of new HIV
diagnoses.
Ø Hispanics/Latinx represented 18% of the U.S. population
but accounted for 29% of new HIV diagnoses.

https://www.cdc.gov/hiv/basics/statistics.html

https://www.hiv.gov/hiv-basics/overview/data-andtrends/statistics#:~:text=By%20age%20group%2C%20in%202019,aged%2055%20years%20and%20over..

HCV TRANSMISSION
Hepatitis C is often spread among people who inject drugs
Hepatitis C virus is very infectious and can easily spread when a person comes into contact with surfaces
(dry surface for up to 6 weeks), equipment, or objects that are contaminated with infected blood, even in
amounts too small to see.
Ø Needles & Syringes: Sharing or reusing needles and syringes increases the chance of spreading the Hepatitis C
virus. Syringes with detachable needles increase this risk even more because they can retain more blood after
they are used than syringes with fixed-needles.
Ø Preparation Equipment: Any equipment, such as cookers, cottons, water, ties, and alcohol swabs, can easily
become contaminated during the drug preparation process.
Ø Fingers: Fingers that come into contact with infected blood can spread Hepatitis C. Blood on fingers and hands
can contaminate the injection site, cottons, cookers, ties, and swabs.
Ø Surfaces: Hepatitis C can spread when blood from an infected person contaminates a surface and then that
surface is reused by another person to prepare injection equipment.

https://www.cdc.gov/hepatitis/hcv/pdfs/factsheet-pwid.pdf

HEPATITIS C (HCV)
Hepatitis C is a liver infection caused by the hepatitis C virus. Hepatitis C can range from a mild illness lasting a few
weeks to a serious, long-term illness. Hepatitis C is often described as “acute,” meaning a new infection, or “chronic,”
meaning long-term infection.
Ø Acute hepatitis C occurs within the first 6 months after someone is exposed to the hepatitis C virus. Hepatitis
C can be a short-term illness, but for most people, acute infection leads to chronic infection.
o In 2018, a total of 3,621 cases of acute hepatitis C were reported to CDC. Since many people do not have
symptoms, they don’t seek care from a health provider and don’t get diagnosed with this infection. These
cases aren’t reported to public health authorities and aren’t counted in yearly totals. CDC believes the actual
number of acute hepatitis C cases in 2018 was probably closer to 50,300.
Ø Chronic hepatitis C can be a lifelong infection if left untreated. Chronic hepatitis C can cause serious health
problems, including liver damage, cirrhosis (scarring of the liver), liver cancer, about 4% will develop liver cancer
o An estimated 2.4 million people were living with hepatitis C in the United States.

https://www.cdc.gov/hepatitis/hcv/cfaq.htm#:~:text=The%20hepatitis%20C%20virus%20is,to%20prepare%20and%20inject%20drugs.

DEMOGRAPHIC INFORMATION OF THOSE MOST INFECTED
WITH HEPATITIS C IN 2018
By Age†
20-29 years: 3.1 cases per 100,000 people
30-39 years: 2.6 cases per 100,000 people
40-49 years: 1.3 cases per 100,000 people
By Sex†
Males: 1.3 cases per 100,000 people
By Race/ Ethnicity†
American Indian/Alaska Native: 3.6 cases per 100,000 people
By Risk
Injection Drug Use (IDU): Among the 1,535 reported cases with HCV information available, 1,102
(72%) report IDU
† Indicates groups above the national average in 2018
https://www.cdc.gov/hepatitis/statistics/2018surveillance/HepC.htm

CASE STUDY#1

CASE #1: ANDY
Andy was visibly upset and shaking because his friends were
now in the hospital on ventilators as a result of ingesting
cocaine laced with Fentanyl sold to them by Andy’s lover. Now,
Andy felt guilty and scared. He, too, should have been in the
hospital, but it just happened that he had to run an errand that
morning and was delayed arriving at the California beach,
rental-house where his classmates were staying.

DISCUSSION

1. If you were Andy’s counselor, what would you encourage him to do?
2. Would you encourage him to get an HIV test? A HCV test? Why? How
would you encourage him to do this?
3. What would be your long-term plan for Andy?

CHALLENGES AND BARRIERS TO REDUCTION
OF OPIOID USE DISORDER (OUD) and
ASSOCIATED INFECTIOUS DISEASES
(HIV & HEPATITIS C)

OUD AND HIV CARE CASCADES
The Opioid Use Disorder
(OUD) Care Cascade
(Challenges in opioid use disorder diagnosis,
treatment, and retention in care

The HIV Care Cascade
(Challenges in opioid use disorder diagnosis, treatment,
and retention in care)

CDC HVC REDCUTION PLAN 2025

https://www.cdc.gov/hepatitis/policy/npr/2021/NationalProgressReport-HepC-ReduceInfectionsPWID.htm

CDC HCV REDUCTION PLAN BY 2025
Reduction needed to meet 2025 goal: A 39.3% reduction from the 2019 rate of reported new hepatitis C
cases is needed to meet the 2025 goal of 1.7 cases per 100,000 population.’
This reduction can best be achieved by:
Ø Supporting local, state, and federal public health surveillance and other data-collection initiatives to detect where HCV
transmission is occurring and provide evidence to guide strategies aimed at reducing hepatitis C incidence among groups at
higher risk of infection, particularly persons who inject drugs (PWID).
Ø Providing hepatitis C-related health services, including routine hepatitis C testing for PWID and appropriate care and
curative hepatitis C treatment for PWID living with hepatitis C.
Ø Implementing audience-friendly, culturally competent educational campaigns to encourage testing among PWID.
Ø Supporting implementation of comprehensive community-level programs for PWID (e.g., access to syringe services
programs, linkage to medication-assisted treatment programs, testing, and treatment).
Ø Conducting prevention research to improve the effectiveness of hepatitis C prevention interventions and decrease hepatitis
C incidence among PWID. Building partnerships to promote implementation of prevention strategies in settings that serve
PWID to increase availability and utilization of hepatitis C prevention services in these settings.
https://www.cdc.gov/hepatitis/policy/npr/2021/NationalProgressReport-HepC-ReduceInfectionsPWID.htm

CHALLENGES TO SOBRIETY
College students often experience high levels of stress related to their academic performance, social life, family concerns, and more,
so they may turn to different substances as a way of coping or to manage negative or unpleasant feelings.
Ø Social reasons. Drinking or drugs are commonly used in social situations; some students use substances to loosen feelings
of tension or social anxiety or to help them relax more easily in social situations.
Ø Family history of substance use disorders. Anyone with family members with drug or alcohol use issues has an increased
risk of addiction.
Ø Beliefs about substance use. Some college students may think it’s acceptable or normal to abuse substances as part of the
college experience or due to peer pressure.
Ø Being a member of a fraternity or sorority. Studies have shown that members of these groups have a much higher rate of
binge drinking, substance abuse (alcohol, cannabis, and other drugs), and cigarette smoking.
Ø Poor academic performance. This can be both a cause and consequence of substance use.
Ø A time of transition. For many people, college is a transition time between childhood and adulthood and can be the first
time in life without parental supervision.
Ø Easy availability of drugs on college campuses. Many substances tend to be ubiquitous on college campuses, and easy access
to drugs or alcohol can lead to an increased risk of substance abuse.
https://americanaddictioncenters.org/rehab-guide/college

CHALLENGES TO SCIENCE-BASED CARE INCLUDE STIGMA
Substance use has long been stigmatized. Viewed as a marker of poor behavioral choices and impulsivity, it has been segregated from
traditional medical care (McLellan and Woodworth, 2014). This stigmatization often leads to nondisclosure of abuse.
Several states still limit access to sterile syringes without a prescription (Abdul-Quader et al., 2013; amfAR, 2019).
“War on drugs” policies incarcerate many people living with substance use disorder (SUD) who need treatment (Moore and Elkavich,
2008). Intensive drug-related surveillance arrest rates (Mitchell and Caudy, 2017), and long sentences (Canadian, 2006) may dissuade
people who inject drugs from engaging in harm-reduction practices and services (Jensen et al., 2004; Mosher and Yanagisako, 1991). In
addition, traditional models of SUD treatment are delivered without comprehensive prevention, screening, and treatment for
infectious disease (D’Aunno et al., 2014; Frimpong, 2013).
As a result, the nation is experiencing an unprecedented number of HIV (Conrad et al., 2015) and viral hepatitis clusters and
outbreaks (NIDA, 2018b) among persons who inject drugs. These outbreaks are occurring in both urban and rural locations across
the country (CDC, 2018b).
It is important to recognize that OUD and infectious diseases are inextricably linked. Integrating medical services in primary care
settings, behavioral health settings, health homes, or any other medical setting (e.g., emergency departments) is a well-recognized
strategy for the delivery of comprehensive health care (SAMHSA, 2019h), the goal of which is to treat patients in a holistic manner.

BARRIERS TO SEEKING SUBSTANCE ABUSE TREATMENT
Students may not seek rehabilitation for substance abuse for a number of reasons, in addition to stigma. The following
are just some:
Ø Financial resources
Ø Fear of disclosure
Ø Lack of social support
Ø Difficulty in admitting they may need treatment
Ø An underlying psychiatric disorder and
Ø Past problems with the treatment system
Women, may delay because of responsibilities to care for others or concerns for their children and families. Many
parents from low-income families, especially those without a support system, may fear that they will be deemed
unworthy because of their substance abuse and subsequently lose custody of their children.
Also, individuals' feelings of helplessness about addressing their substance abuse issues may compound a general sense
of helplessness about taking care of their health problems. When HIV-infected substance abusers, particularly college
students do seek medical attention, they may do so erratically, making excessive use of acute and emergency care
services and underusing primary care medical services (Stein et al., 1993).
Https://www.ncbi.nlm.nih.gov/books/NBK573026/#ch2.s4

SIMILAR CHALLENGES TO SUBSTANCE ABUSE AND
INFECTIOUS DISEASE CARE
There are similar challenges to care and treatment for those with Opioid Use
Disorder and those living with HIV.
Usually there are underlying circumstances in both cases which hinder full remission
or viral suppression such as:
•
•
•
•
•

Hard to reach (e.g., mental health issues, homelessness, lack of insurance)
Bias in the system
Lack of trust of the process or system
Lack of focus to succeed
Failure to prioritize personal treatment
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3857111/

https://www.hiv.gov/federal-response/policies-issues/hiv-aids-care-continuum

CASE STUDY #2

CASE # 2: DINA

Dina attends the Tribal Community College by day and works two parttime jobs until late into the night. A car driven by her ex-boyfriend
drove up behind her. He got out of his car and confronted her. She
could tell by the fresh tracks on his arms that he had been shooting
heroin again. On top of this, he was drunk and hard to reason.
Nevertheless, they subsequently had sex, however the next day she felt
emotionally sick because they had not used condoms.

DISCUSSION
As a Clinic provider:
1. What would you recommend she do?
2. What tests would you recommend that she take?
3. What treatment, if any, would you recommend she take?

TWO HIV BIOMEDICAL MEDICATIONS FOR PREVENTION:

PEP and PreP:
What is PEP?
PEP is (post-exposure prophylaxis) and means taking
medicine to prevent HIV after a possible exposure.

Ø PEP is for Emergency Situations and given after a

PEP Must Be Started Within 72 Hours of Possible
Exposure to HIV.

Ø PEP is not a substitute for regular use of other HIV

Talk right away (within 72 hours) to your health care
provider, an emergency room doctor, or an urgent care
provider about PEP if you think you’ve recently been
exposed to HIV:
Ø during sex (for example, if the condom broke)

Ø sharing needles, syringes, or other equipment to inject
drugs (for example, cookers) or

possible exposure to HIV.
prevention.

Ø PEP is not the right choice for people who may be
exposed to HIV frequently.
If you are at ongoing risk for HIV, such as through
repeated exposures to HIV, talk to your health care
provider about PrEP (pre-exposure prophylaxis).

Ø if you’ve been sexually assaulted
The sooner you start PEP, the better. Every hour counts. If
you’re prescribed PEP, you’ll need to take it daily for 28 days.

https://www.cdc.gov/hiv/basics/pep/about-pep.html

TWO HIV BIOMEDICAL MEDICATIONS FOR PREVENTION:

PEP and PreP:
What is PrEP
PrEP (pre-exposure prophylaxis), should be discussed with health care providers or infectious disease experts to
determine eligibility

Pre-exposure prophylaxis (or PrEP) is medicine taken to prevent getting HIV from sex or injection drug use.
Ø PrEP reduces the risk of getting HIV from sex by about 99%.
Ø PrEP reduces the risk of getting HIV from injection drug use by at least 74%.
When taken as prescribed, PrEP is highly effective for preventing HIV.
Ø PrEP is less effective when not taken as prescribed.
Ø Since PrEP only protects against HIV, condom use is still important for protection against other STDs.
Condom use is also important to help prevent HIV if PrEP is not taken as prescribed.
https://www.cdc.gov/hiv/risk/prep/index.html

TREATMENT

https://www.cbpp.org/research/health/medicaid-is-key-to-building-a-system-of-comprehensive-substance-use-care-for-low

“BASICS”
TREATMENT RECOMMENDATIONS FOR ALCOHOL USE DISORDER
Given the high use of alcohol by college students, any treatment information should include interventions to mitigate Alcohol
Use Disorder. One program to consider is the Brief Alcohol Screening and Intervention for College Students
(BASICS). This is a harm reduction program for college students who drink alcohol heavily and have experienced or are at
risk for alcohol-related problems.
AIM
The program is aimed at revealing the discrepancy between the student’s risky drinking behavior and his/her goals and values,
and motivating students to reduce alcohol use in order to decrease the negative consequences of drinking.
Components
BASICS consists of two individual interviews with a brief assessment survey completed by the student between the two
sessions. The first interview gathers information about the student’s recent alcohol consumption patterns, personal beliefs
about alcohol, and drinking history, while providing instructions for self-monitoring any drinking between sessions and
preparing the student for the online assessment survey. Information from the online assessment survey is used to develop a
customized feedback profile used in the second interview, which compares personal alcohol use with alcohol use norms,
reviews individualized negative consequences and risk factors, clarifies perceived risks and benefits of drinking, and provides
options to assist in making changes to decrease or abstain from alcohol use.
https://store.samhsa.gov/sites/default/files/d7/priv/pep19-pl-guide-1.pdf

BASIC IMPLEMENTATION RESOURCES
There are several resources to aid health care providers in the Implementation of BASICS or other tools for the
management of alcohol use disorders among young adults. Below are just a few.
Resources:
BASICS developers can provide on-site and off-site training. For information about training, see the Addictive Behaviors
Research Center (ABRC).
The American Public Health Association’s manual Alcohol Screening and Brief Intervention (SBI): A Guide for Public Health
Practitioners provides public health professionals with information and resources needed to conduct SBI.
The Centers for Disease Control and Prevention’s Planning and Implementing Screening and Brief Intervention for Risky
Alcohol Use: A Step-by-Step Guide for Primary Care Practices, helps primary care providers adapt alcohol SBI to the
unique needs of their practice.
The National Institute on Alcohol Abuse and Alcoholism and the American Academy of Pediatrics’ Alcohol Screening and
Brief Intervention for Youth: A Practitioner’s Guide describes how to implement screening and interventions for youth at
risk for alcohol related problems.
https://www.higheredtoday.org/2018/04/02/college-students-color-confronting-complexities-diversity-culture-mental-health/:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6628693/

MEDICAL ASSISTED TREATMENT (MAT) OPTIONS

MEDICATION –ASSISTED TREATMENT
Medication-Assisted Treatment (MAT) Medications
MAT is the use of medications, in combination with counseling and behavioral therapies, to provide a
“whole-patient” approach to the treatment of substance use disorders. Medications used in MAT are
approved by the Food and Drug Administration (FDA) and MAT programs are clinically-driven and tailored
to meet each patient’s needs. MAT medications relieve the withdrawal symptoms and psychological cravings
that cause chemical imbalances in the body. Medications used for MAT are evidence-based treatment
options and do not just substitute one drug for another.
Alcohol Use Disorder (AUD) Medications
Acamprosate, disulfiram, and naltrexone are the most common medications used to treat alcohol use
disorder. They do not provide a cure for the disorder but are most effective in people who participate in
a MAT program.
SAMSHA has a guide for more information on AUD: Medication for the Treatment of Alcohol Use
Disorder: A Brief Guide – 2015.
https://www.samhsa.gov/medication-assisted-treatment

MEDICATION ASSISTED TREATMENTS FOR OPIOID USE
DISORDER (MOUD)
The most common Medication Assisted Treatments (MAT) for OUD include the following:
Methadone, which as a full agonist mu receptor can control opioid withdrawal symptoms and complete
opioid detoxification. It is considered the “gold standard” of the MOUD treatments.
Buprenorphine, which as a partial agonist mu receptor can be prescribed or dispensed by qualified
practitioners in settings other than opioid treatment programs (OTP). This significantly increases access to
treatment.
Naltrexone, which is an intramuscular, extended-release medication approved by the Food and Drug
Administration (FDA) can treat both OUD and AUD. Naltrexone can be prescribed and administered by any
practitioner licensed to prescribe medications and is available in a pill form for AUD or as an extended-release
intramuscular injectable for both AUD and OUD.

https://www.samhsa.gov/medication-assisted-treatment/medications-counseling-related-conditions/methadone

SIMILARITIES BETWEEN TWO POPULAR OPIOID TREATMENTS
Opioid Dependency Medications
Ø Buprenorphine, methadone, and naltrexone are used to treat opioid use disorders with short-acting opioids
such as heroin, morphine, and codeine, as well as semi-synthetic opioids like oxycodone and hydrocodone.
These MAT medications are safe to use for months, years, or even a lifetime. As with any medication,
consult a doctor before continuing or discontinuing use. The two most popular treatments are
buprenorphine and methadone.
Similarities
Ø Both methadone and buprenorphine are opioids. Buprenorphine is a semi-synthetic compound, being made
from both natural and synthetic compounds, while methadone is a fully-synthetic compound. Both prevent
withdrawal symptoms by interacting with opioid receptors in the brain.
The shared side effects of both treatments include:
• Lightheadedness
• Dizziness
• Sleepiness
• Nausea and vomiting
• Sweating
• Constipation
https://www.samhsa.gov/medication-assisted-treatment

https://www.hcrcenters.com/blog/methadone-vs-buprenorphine-similarities-differences-hcrc/#:~:text=They're%20Both%20Opioids,opioid%20receptors%20in%20the%20brain.

DIFFERENCES BETWEEN POPULAR OPIOID TREATMENTS
Methadone

Buprenorphine

Since 1972, methadone was regulated for addiction
treatment. It has been considered the gold standard
for Medication-Assisted Treatment (MAT) ever since.

The Food and Drug Administration (FDA) approved
buprenorphine for use in Medication Assisted Treatment
(MAT) in late 2002.

Methadone is a full opioid agonist. It binds fully to muopioid receptors allowing its effects to be felt fully and
increase as the dose increases.

Buprenorphine is a partial mu-opioid agonist, so while it
binds fully to receptors, it does not produce the same
intensity of effect as methadone and other full agonists.

Methadone is categorized as a Schedule II drug by the
DEA, which means it is highly regulated and can only be
dispensed at licensed clinics. Only after meeting strict
federal and state requirements can they qualify for takehome medication but checks and balances remain in
place to ensure the medication is being used safely and
properly.

Buprenorphine’s effects only increase up to a certain point.
Once a certain dosage threshold is passed, the effects of the
opioid plateau even when an individual takes more of the
medication. This “ceiling effect” helps reduce the risk of
misuse as well as side effects, which make it a safer option
than methadone for people with a mild to moderate opioid
use disorder. It is categorized as a Schedule III drug.

https://www.hcrcenters.com/blog/methadone-vs-buprenorphine-similarities-differences-hcrc/#:~:text=They're%20Both%20Opioids,opioid%20receptors%20in%20the%20brain.

EFFICACY AND TOLERABILITY OF BUPRENORPHINE COMPARED WITH THOSE OF
OTHER OPIOIDS USED FOR CHRONIC PAIN. (A) ...
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DIFFERENCES BETWEEN POPULAR OPIOID TREATMENTS
Ø Methadone is less expensive.

Ø Buprenorphine is more expensive than
methadone.

Ø Methadone can be dispensed in a federally
and state regulated, certified clinic.

Ø Buprenorphine can be prescribed in a
private doctor’s office by prescription
up to one month.

Ø Patients must often come for daily dosing.
Patient of color are often referred to
methadone clinics.

Ø Buprenorphine is often less available
to indigent patients and patients of
color.
.

https://www.hcrcenters.com/blog/methadone-vs-buprenorphine-similarities-differences-hcrc/#:~:text=They're%20Both%20Opioids,opioid%20receptors%20in%20the%20brain

Naseem Miller (17, May2021). “Racial disparities in opioid addiction treatment: a primer and research roundup.” The Journalist’s Resource. Harvard Kennedy School.

RECEPTOR BINDING AFFINITY

Buprenorphine has higher
binding affinity than all the
commonly used opioids
Volpe DA et al. Regulatory Toxicology and Pharmacology 2011

NALOXONE:
OVERDOSE RESUSCITATION MEDICATION FOR OPIOIDS
Ø Naloxone reverses Opioid overdose.
Ø Naloxone is an opioid antagonist—meaning that it binds to opioid receptors and can reverse and block the effects of other
opioids, such as heroin, morphine, and oxycodone
Ø It should be administered immediately when a patient is showing signs of opioid overdose
Ø Naloxone is a temporary treatment and its effects do not last long. It is critical to obtain medical intervention as soon as
possible after administering/receiving naloxone
Ø The medication can be given by intranasal spray (into the nose), intramuscular (into the muscle), subcutaneous (under the skin),
or intravenous injection
Ø A practitioner can prescribe naloxone for patients who are receiving medication-assisted treatment (MAT) or who are
considered a risk for opioid overdose

https://www.samhsa.gov/medication-assisted-treatment/medications-counseling-related-conditions/naloxone

RESOURCES FOR COMMUNITY YOUTH
SUBSTANCE ABUSE PROGRAMS

The Drug-Free Communities (DFC) program is a long-standing community
resource that involves schools and nonprofits for a dollar-to-dollar match. It has
been a central, bi-partisan component of the United States demand reduction
strategy since its passage in 1998. The consistent and steady growth of the program
from $10 million in 1998 to $100 million in 2019 and the number of grantees (from
92 original grantees to more than 2,000 grantees) is a testament to the program’s
popularity. The premise of the DFC program is simple – that communities around
the country must be organized and equipped to deal with their individual substance
misuse problems in a comprehensive and coordinated manner.
https://www.cdc.gov/drugoverdose/drug-free-communities/index.html

ADDITIONAL TREATMENT CONSIDERATIONS
Ø Integrative/Collaborative Care
o Service Settings
o Meeting patients where they are
Ø HIV testing and counseling
Ø Antiretroviral treatment
Ø Prevention and treatment of sexually transmitted infections
Ø Peer-support and education
Ø Group Support-AA or NA
Ø Individuals with substance abuse were significantly less likely to discontinue HAART in the

first and second years of treatment. Treatment of substance use disorders can prevent AIDS

https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care

QUESTION & ANSWER
SESSION

Thank You

TEST YOUR KNOWLEDGE
POST-TEST
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Test Your Knowledge
Question #5
Which is known as the “Gold Standard” for prescribed opioid medication
assisted treatment?
A. Acetaminophen
B. Naxolene
C. Fentanyl
D. Methadone

Test Your Knowledge
Question #6
The most common substance used by college students is Fentanyl.
A. True
B. False

Test Your Knowledge
Question #7
One of the biggest differences between two popular treatments for Opioid
Use Disorder (OUD) is:
A. The cost differences
B. One is for under 25 years of age
C. One is dangerous for pregnant women
D. One has a two-week expiration date

Test Your Knowledge
Question #8
The racial/ethnic group with the highest rate of Hepatitis C is:
A. African Americans/Blacks
B. American Indians/Alaska Natives
C. Caucasians/Whites
D. Latinx/Hispanics
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