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that counselors do not often talk with their clients about the
connection between sexuality and drug use. There appears (o
be a gap in counselor training, skills and knowledge about the
connection between sexuality and drug use and the powerful
impact of sexual issues on re ¢, Growing awareness of the
prevalence of methamphetamine use and associated sexual risk
behavior has put more focus on the interface between sex and

drugs (Rawson et al., 2002), but it is still a relatively new topic
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of discussion in drug treatment. If counselors do not recognize

sexuality as an important part of addictions treatment, then they

are not likely to broach this topic with their elients.
In this article we: present a case for why we feel counselors
to discuss 1al issues with their clients more frequently;
ide a few suggestions to help counselors address this im-
sortant issue: and identify where we feel the field needs to go in
the future to further address this issue. This article is NOT about
sexual addiction, which is an important but very different topic,
Rather, this article addresses how sexuality and addiction to al-
cohol and drugs are intertwined ina complex fashion, which re-
quires counscling skills that most counselors possess, but may
not be currently using to address these issues, Helping clients




connect the dots between sexuality and
drug abuse relapse can improve their
ability to sustain recovery,

Why do counselors need to address
sexual issues with their clients?

What is the connection between sex
and drugs? Sex and drug use have a vari-
ety of interactions, depending on the in-
dividual. For some, sex is a means of
obtaining drugs. Others have heightened
pleasure while using certain drugs. Drug
use allows some people to feel more at
zase and comfortable in approaching a
potential sexual partner, While intoxi-
cated, some people engage in sexual be-
havior they would generally avoid' if
sober, both in terms of their choice of
sexual partners and sexual acts. Sexual
desire can be a trigger for drug use, and
conversely, drug use can be a trigger for
sex, Often, drug use is the cause of rela-
tionship problems; including communi-
cation, intimacy and sex.

Richard Rawson and colleagues from
the Matrix Institute andWashton Institute
(Rawson et. al., 2002) asked substance
abuse clients in treatment a series of ques-

71.2 percent, 33.9 percent, 30.7 percent
and 16.7 percent, respectively, of metham-
phetamine, cocaine, alcohol and opiate
abusers. A similar pattern of response was
noted for statements regarding increased
sex drive; likelihood of sex under the in-
fluence; involvement inrisky sexual prac-
tices; and difficulty in separating drug use
and sexual behaviors. Methamphetamine-
abusing men and women endorsed most
items at a similir rate. However, among
cocdine users, men endorsed items indi-
cating a strong sex and drug connection
at much higher rate than did women.
These findings suggest that ighoring sex-
ual issues among many substance abusers
in treatment is the same as ignoring some
very strong relapse triggers.

During 2004 and 2005, the National
Institute on Drug Abuse (NIDA) Clinical
Trials Network (CTN) conducted two re-
search studies designed to test gender-
specifie interventions to reduce HIV
sexual risk behavior among clients in
drug treatment programs. Each of the au-
thors had an important role in those
studies: Dr. Calsyn led the project that
tested an intervention for men; Dr, Tross

the special research-based groups that
addressed sexual risk behaviors. As the
study progressed, the authors had many
opportunities to talk with counselors in
the participating programs about their
thoughts and practices for addressing
sexual issues in treatment.

As patt of the CTN rescarch projects,
clients were asked about the frequency
with which they were under the influ-
ence of drugs when having sex. In the
last 90 days, 80 percent of the male
clients in methadone programs reported
haying a sexual encounter while under
the influence of drugs or alcohol; and 70
petcent of the male clients in psychoso-
cial outpatient rehabilitation programs
admitted to having had sex while intox-
icated. In addition, 50 percent of male
methadone clients and 35 percent of
male psychosocial rehabilitation clients
report they were under the influence
during their most recent sexual en-
counter. These numbers reflect that
many male clients in drug abuse treat-
ment are combining their drug use and
sex. Results of the women’s study will be
available soon. Finding ways to help

IN ADDICTIONS TREATMENT

tions related to their primary drug of
abuse and their thoughts, feelings and be-
haviors associated with sexual drive, per-
formance, pleasure, obsession, risk-taking,
entanglement with drug use, and treat-
ment for sexual behaviors related to drug
use. Clients who abuse methampheta-
mine, and to a lesser extent, cocaine and
aleohol, reported very strong associations
between sexual thoughts, feelings and be-
haviors, compared to opiate abusers. For
example, the statement,“My sexual pleas-
ure is enhanced by the use of my primary
substance of abuse,” was endorsed by

led the women’s project; and Ms. Haynes
directed implementation of the project
in one of the 16 community treatment
programs where the projects were con-
ducted, Each community program se-
lected addictions staff counselors to be
trained to provide the interventions —
two counselors for the men's study
and/or two counselors for the Women's
study. Ms. Haynes served as the clinical
superviém‘ for counselors of both sud-
ies at her site. In addition, all counselors
working in these community programs
were encouraged to refer their clients to

clients learn to enjoy sex without using
drugs is a treatment issue, and there is a
need to address risky sexual behavior.

What is the current stmda’rd of care?
Dr. Culsyn and colleagues (Berns and
Calsyn, 2005) conducted a study in a vet-

Ccrans’ affairs treatment program, in

which counselors were asked about their
knowledge of the sexual risk behaviors
of their clients. Counselors were very

confident in their knowledge of their

clients’ drug use, but only somewhat
confident in their knowledge of whether
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the clients were sexually active. Coun-
selors reported even less confidence in
their knowledge of more specific risky
sexual behaviors, including: condom use;
having multiple partners;and combining
sex with drugs. In this study, the fre-
quency with which counselors dis-
cussed sexual issues with their clients
varied widely. These results led the au-
thors to explore the barriers that often

prevent counselor-client communica-
tion about sexual risk behaviors, and to
further develop interventions and coun-
selor training designed to increase such
discussions.

The authors recently conducted a
counselor training event and asked the
addiction counselor trainees to describe
the standard assessment of sexual issues
currently conducted in their respective
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treatment programs. The trainees re-
ported that while accredited programs
include one question on the assessment
that inquires about HIV risk, the sexual
history typically stops there. When we
asked the group how they obtain this
type of information, many admitted that
they spent less than two minutes on the
“HIV Risk” section of the assessment,
most often asking their clients whether

‘ they had ever shared needles or engaged

in high-risk sexual behavior.A few coun-
selors in the group admitted that unless
they knew their client had used in-
jectable drugs, they routinely wrote
“none” on the assessment form, rather
than asking about sexual practices. All
agreed that gathering information about
a client’s sex life was a low priority in
their respective agencies, and it was not
encouraged by supervisors. The coun-
selors generated the following list of rea-
sons why the topic is avoided:

s Counselors aren’t trained to ad-
dress sexual issues.

* Questions about sex are not part of
their structured assessments.

¢ There are so many issues to cover
in an assessment, and questions
about sex are optional.

» Counselors are afraid that bringing
up the subject of sex might invite
an inappropriate sexual advance
from the client.

+ Counselors lack knowledge about
sex/drug interaction.

+ Counselors are concerned that a
client might disclose information
about their sexual practices that
are distasteful to the counselor.

* The counselors themselves might
be uncomfortable talking about sex.

» Counselors don’t want to initiate a
discussion in an. area that they
might not know how to handle.

¢ Counselors feel they are being too
personal and intrusive if they ask a
client about his or her sex life.

» Counselors feel that efforts to deal



with’ sexual issues detract from
“real recovery”

¢ Counselors are concerned about
the use of “vulgar” language and
how to handle it.

* Counselors said there is typically
another staff person in the agency
whose job it is to talk about HIV
risk behaviors, so he/she doesn’t
need to do it.

Many of the reasons identified were
similar to those identified by physicians
(Ross et. al., 2000; Temple-Smith et. al.,
1996).Although fear and discomfort are
common themes in this list, most coun-
selors acknowledged that their thera-
peutic skills would be enhanced if they
could assess their clients’ sex/drug con-
nection, and help them understand the
relapse issues inherent in the sex/drug
entanglement. In the authors’ experi-
ence, the concern that clients will be
uncomfortable addressing sexual issues
is infrequently the case. Clients are fre-
quently very open if not eager to ad-
dress these issues.

What can counselors do to address
the connection between sexuality
and drug use?

Counselors can ask questions that
will allow them to understand, from the
client’s point of view, how sex and
drugs are connected and how these is-
sues are impacting his or her addiction
and recovery. They also can help their
clients develop strategies to avoid re-
lapse; protect themselves from sexually
transmitted infections; and learn to
enjoy a satisfying sex life. Initially, ques-
tions about sex should be incorporated
into routine assessments. By making
these questions more routine, the dis-
cussions will be less likely to appear
awkward, unusual or intrusive. Inform-
ing clients that these same questions are
asked of everyone might also help. Pro-
grams may choose to adopt a set of stan-
;dardized questions, such as those

included in the Global Appraisal of Indi-
vidual Needs (GAIN) (GAINInfo@
chestnut.org). Clients need to explore
why sex is an important issue in treat-
ment and recovery, and counselors can
explain this connection to their clients
as part of the assessment process.

Most of the counseling principles of
good interviewing and assessment tech-
niques apply to questions about sex, like
starting an assessment with less sensitive
questions. It makes sense to ask ques-
tions about sex after some rapport has
been established with the client. Coun-
selors may choose to delay some of the
sexual assessment until later in the in-
terview, perhaps even in a follow-up in-
terview. As much as possible, questions
should be open-ended. For example,
rather than asking a client if he or she
has multiple partners, which only re-
quires a “yes” or “no” answet, it would be
better to ask, “how many people have

you had sex with in the past six months.”

When asking questions about sex, it
is helpful to consider how words can
mean different things to different peo-
ple. Some clients may think that “sex”
means only vaginal sex, while others
might use the term to describe any type
of sexual activity. Some people might
consider themselves to be “currently
sexually active” if they used to have sex,
and they would again now if given the
opportunity, but they actually last had
sex five years ago. Others might say they
are not sexually active because they
haven’t had intercourse with their
spouse in the last three months. Asking
specific questions is important.

It is also important to use broad
terms when asking questions about sex
— terms that are likely to make any
client feel comfortable answering.
Clients may have sex with same-sex,
opposite-sex or both types of partners.

collaboration

n. the act or process of collaborating
(v. to work, one with another; cooperate)
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While they may have sex with these dif-
ferent types of partners, they may not
consider themselves gay, straight or bi-
sexual. Thus, the term “partner” is more
likely to encourage a client to talk about
same-sex or opposite-sex partners, with-
out feeling stigmatized by the question.

Making questions gender-sensitive is
especially important when talking
about sex.In a review of HIV sexual risk
reduction interventions for women,
Exner, Seal and Ehrhardt (1997) found
that gender-specificity, inclusion of (cog-
nitive-behavioral) skill building and
length of at least four sessions, distin-
guished the effective interventions.This
is partly because of the physical differ-
ences between men and women. In het-
erosexual relationships, it is also
because of the different gender roles
that have traditionally defined expecta-
tions about male and female sexual be-
havior. That is, men have traditionally

been expected to be dominant, while
women are expected to be submissive.
While these expectations are highly ar-
guable, it is important to be mindful of
them. Unfortunately, it is also important
to be mindful of the risk of sexual, phys-
ical or emotional abuse that may be part
of sexual relations. Thus, a counselor
should be prepared to refer a person
who is being abused to local resources,
such as social workers, crisis counselors
and physicians, who have special ex-
pertise in abuse. In addition, it is ‘also im-
portant to be mindful of the fact that,
especially for women, sex and the desire
to have a baby may be intertwined.
The following are good examples of
sexual assessment questions:
1.How often have you engaged in
sexual activity (define sexual ac-
tivity for the client) with arother
person in the past three months?
If “never) when is the last time you
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engaged in sexual activity with an-
other person?

2.How many different people have
you had sex with in the past three
months? Identify the type of re-
cent sexual partners: main, casual,
commercial, gender.

3.How often did these sexual en-
counters include vaginal, anal or
oral sex?

4. How often did you or your part-
ner(s) use condoms for vaginal,
anal or oral sex? If less than 100
percent of the time, why not on
the other occasions?

5.How often were you under the in-
fluence of drugs or alcohol during
sexual encounters in the past three
months? What substances did you
use? With whom? If none, when
was the last time you engaged in
sex while under the influence?

6.How often in the past three
months were you tempted to use
drugs (including erectile dysfunc-
tion medication) to enhance a sex-
ual experience, or to increase the
chance of a sexual encounter oc-
curring? What drugs were you
tempted to use?

7.Please rate on a scale from zero to
10 (where O=not a trigger at all
and 10=I am sure to relapse) how
strong a trigger sexual thoughts
and feelings are for drug or alcohol
relapse for you.

8.(Men) In the past three months,
how often have you experienced
difficulty getting or maintaining an
erection? Had difficulty reaching
orgasm/ejaculating? Reach orgasm/
ejaculation much sooner than de-
sired? Had very low sexual de-
sire/interest? If “never” to all of
these, when was the last time you
experienced each of these prob-
lems? For each problem endorsed,
did drug use contribute to the
problem or help with the problem?



(Women) In the past three months,
how often have you experienced
difficulty reaching orgasm? Experi-
enced painful intercourse? Had dif-
ficulty achieving sufficient vaginal
lubrication? Had very low sexual
desire/interest? If “never” to all of
these, when was the last time you
experienced each of these prob-
lems? For each problem endorsed,
did drug use contribute to the
problem or help with the problem?
9.Which of the following sexually
transmitted infections have you

had in the past year? Herpes,

syphilis, gonorrhea, chlamydia, gen-
ital warts? Which of these have you
ever had?

10.People may sometimes feel that
they’ve been pressured to have
sex. Have you had this experi-
ence? When was the last time this
happened? Would you like help

for this?

In discussing these issues with a
client, it may be helpful to reiterate as-
surances of confidentiality, even if confi-
dentiality was discussed at the beginning
of the psychosocial assessment. In addi-
tion, counselors will want to avoid con-
veying their own discomfort with the
topic, through their body language, ques-
tioning style or overt statements. The
client’s ease in self disclosure will largely
reflect his or her perception of the
counselor’s comfort level and confi-
dence. Clients may be told that they do
not have to answer questions that make
them uncomfortable, but if they choose
not to answer a particular question,
hopefully, this decision is not based on
their fear of upsetting their counselor.

If the assessment indicates that the
client has relapse issues related to sex,
what steps can be taken by the coun-
selor? Although a good sexual assess-

ment is a necessary foundation for ad-
dressing relapse issues, most counselors
will want to go beyond the assessment
and work with their clients to facilitate
their understanding of their own sex
and drug interactions. Understanding
their individual connections between
sex and drugs is the first step for clients
in learning additional relapse preven-
tion skills to support recovery. The
counselor can assist clients in identify-
ing relapse triggers and in determining
whether triggers are associated with
drugs, sex or both. Consistent with the
relapse prevention model, the counselor
can help clients develop strategies to
avoid situations that trigger cravings, as
well as practice ways to minimize the
impact of the triggers when encoun-
tered. If a client is familiar with relapse
prevention strategies for drug using
behavior, then he or she can apply those
principles to thoughts about sexual be-
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havior and help sort out the situations,
people and feelings that lead to desire
for sex and drugs. Some clients report
that sexual desire is a relapse trigger for
drug use; others report that drug use is
a relapse trigger for sex;but most report
a complex interaction between the two.
Excellent resources for gender-spe-
cific interventions are available online
from the Institute for Behavioral Re-
search, Texas Christian University at
www.ibr.tcu.edu/pubs/trtmanual/man-
uals.html#recovery. Much of the mate-
rial used in the CTN research project for
men was taken from the manual, Time
Out! For Men: A Communication
Skills & Sexuality Worksbop for Men.
This manual contains several exercises
that counselors may find useful in group
or individual sessions to help clients un-
derstand the connection between sexu-
ality and drug use, so they can begin to
change behaviors that put them at risk.
A similar manual for women titled,
Time Out! For Me:An Assertiveness &
Sexuality Worksbop for Women, is
available online at the same Web site.An-
other good resource is the Real Men
Are Safe (REMAS) manual which was
developed by Dr. Calsyn and a team of

researchers and substance abuse treat-
ment providers with the CTN and used
in the CIN project. The intervention
addresses communication skills, self-
esteem and sexuality, as well as basic in-
formation about HIV and AIDS. REMAS
focuses on communication skills such as
listening, using “I” statements, sharing
feelings and conflict resolution. Human
sexual response and sexual functioning
are discussed, and men are provided a
forum to discuss and dispel sexual
myths and stereotypes. REMAS was de-
livered in a group format using co-facil-
itators. As an example, one exercise
used a flip chart to write group mem-
bers’ responses and facilitate discussion
concerning ways in which:
+ drugs make it easier to obtain a sex-
ual partner
« drugs improve the sexual experi-
ence
+ drugs make it harder to obtain a
sexual partner
» drugs impair the sexual experience
* to obtain a sexual partner without
drugs
* to improve the sexual experience
without drugs
This type of exercise gets at the real-
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life issues that clients confront while
trying to achieve recovery and avoid re-
lapse due to their sexual needs. Helping
clients figure out how to enjoy sex with-
out using drugs can be an important
treatment goal.

The HIV risk reduction intervention
for women — developed for use in the
CTN and originally known as Women on
the Road to Health (WORTH ), was built
on early work of Shilling, El-Bassel et. al.
(1991) and based on social cognitive
learning theory and empowerment the-
ory. The WORTH intervention was de-
signed to: improve problem-solving
skills in dealing with sexual situations;
improve negotiation and refusal skills;
and improve self efficacy for women.
Dr.Tross and her team revised WORTH
to include methods for assessing risk of
partner abuse and ways of seeking help '
for this. Group exercises often involved
role play of sexual and drug related sit-
uations, requiring participants to solve
problems and negotiate with male part-
ners. As an example, one exercise used
a vignette — about a woman who is
thinking about having sex with a part-
ner she has just met at a party — as a
stimulus for group brainstorming about
action steps.Among them, many options
are discussed: having sex; talking with
her partner first; setting limits about the
type of sex she will have; refusing, leav-
ing; and others. The revised manual is
not yet available for clinical use,but sim-
ilar exercises can be found in Time Out
Jfor Me, cited above.

Where does the field need to go from
here?

What training is needed for coun-
selors to acquire competency in ad-
dressing sexuality? Counselors are not
routinely trained to address sexual is-
sues in addictions treatment, and con-
sequently, they may avoid the
discussion altogether. We are not sug-
gesting that counselors begin having



discussions about sex with clients with-
out first obtaining the necessary skills in
this area. Instead, we recommend that
counselors take that first step toward
obtaining those skills through appropri-
ate training. We also recommend the
subsequent step of clinical supervision.

Traditionally, training and counselor
certification programs have limited the
scope of sexuality topics to those related
to HIV.In light of this discussion, regard-
ing the importance of sexuality in drug
abuse treatment, training programs, cer-
tification bodies and treatment programs
may wish to place increased emphasis
on the counselor competencies required
for helping clients understand the
sex/drug connection. Counselors will
benefit from learning interventions that
are skill-based, gender-specific and ongo-
ing, as these interventions have been
shown to have the most impact on
changing risky sexual behaviors (Pren-
dergast et al., 2001).

A model for counselor training on the
sex/drug connection would have multiple
goals Although providing information to the
counselor is important, counselor attitudes
and fears about sexual discussions with
clients must also be addressed. A training
agenda should be tailored for the specific au-
dience but might include the following com-
ponents:

1. Counselor self-assessment. In the
first step of counselor training,
each counselor would assess his or
her own level of comfort and skills
in discussing sex with clients.What
training have they had in talking
about sex with clients? What pro-
fessional experience? How often
do they ask their clients about sex-
ual issues? How do they ask? What

* are their own reasons for not ask-
ing? What would they like to gain
from this training experience?
How do they envision using the
skills and knowledge they gain?

2.Assessment  follow-up. After

If you believe...

..that everyone has strengths.

...that people seriously affected by substance use and

mental health problems have the ability to recover.

...that you can make a real

difference in people’s lives.

Then we invite you to join us and put your

beliefs to work.

The Bummaby Centre for Mental Health and
Addiction is a new and unique facility that offers
health care professionals the opportunity to work
with and support clients to become well and
return to community life.

We are seeking professionals to work in a
holistic mental health and addictions setting —
the first program of its kind in British Columbia.

Aboriginal Wellness Counsellors
Aboriginal Support Workers
Alcohol & Drug Counsellors
Administrative Assistants
Concurrent Disorder Counsellors
Dietitians

Educators

Medical Office Assistants

Mental Health Counsellors
Occupational Therapists
Pharmacists

Physiotherapists

Recreational Therapists

RNs

RPNs

Social Workers

If you believe.....put your
beliefs to work.

www.counselormagazine.com 35




36

completing their own self-assess-
ments, it would be useful for coun-
selors to challenge their initial
assessments by participating in an
exercise designed to extend their
comfort levels. In the CTN proj-
ects, counselors engaged in some
desensitization exercises at the be-
ginning of the training. For many
counselors, exposure to the “fear-
ful” aspects of sexual discussions
is a helpful part of the training
process. Recently, we conducted a
training exercise designed to share
information, while providing an
opportunity for desensitization. In
that workshop, counselors were
given information on the proper
method for using a male condom,
and in small breakout groups, each
trainee was asked to demonstrate
and explain the correct steps using
a condom and a penis model. Fol-
lowing the demonstration, group
members discussed their feelings
about the exercise and whether
their reaction to the exercise had
been consistent with their initial
assessments of themselves.

3. Information. Counselor training

also would include didactic infor-
mation about how sex and drug use
are interconnected. Epidemiologi-
cal information on HIV and sexually
transmitted infections would be im-
portant in the training. In addition,
the sex/drug connection varies by
gender and drug of choice, so it is
important to include information
about gender differences.

. Skill building. The major empha-

sis of any counselor training pro-
gram is skill building. One such
objective is for counselors to learn
how to ask the assessment ques-
tions. This skill can be taught
through modeling, role play and
feedback to each counselor. A re-
lated counseling skill involves con-
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ducting treatment interventions
like relapse prevention sessions.
The manuals referenced above
provide structure to guide a coun-
selor through these exercises.
Workshops can offer opportuni-
ties to see these interventions
demonstrated and to give coun-
selors the opportunity to practice
a few of the sessions.

What about clinical supervision?

As counselors begin to use the skills
learned in training, clinical supervision
will be needed to support their efforts.
Training is the beginning of developing
skills to work with clients around their
sex/drug connection, but clinical super-
vision and feedback can move those
skills to a level of proficiency. For exam-
ple, supervisors may need to help coun-
selors find the right balance between
getting the clients to openly discuss risk
behavior and sexual/drug urges and al-
lowing the conversation to become vul-
gar or degrading toward past or future
sex partners. Knowing one’s supervisor
is there to provide consultation with dif-
ficult issues gives counselors more con-
fidence in tackling those issues.

In conclusion, understanding our
clients’ needs is an ever-evolving
process. Our concerns about HIV, and
more recently, our awareness of the dy-
namics of methamphetamine abuse,
have caused us to look more closely at
the ways in which a client’s sexual be-
havior impacts his or her addiction and
general health. However, most coun-
selors have not been trained to help
clients confront these challenges to re-
covery. As our awareness of the prob-
lems of sexuality and addictions grows,
we must acknowledge the need to train
counselors to provide the holistic care
these clients need. ®
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