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At the conclusion of this program, participants 
will be able to:

• Understand the Epidemiology of the opioid epidemic and 

the HIV outbreak linked to injection drug use of 

prescription opioids in Southeastern Indiana

• Describe the State and community level responses

• Identify lessons learned and priority strategies for 

responding to the opioid epidemic



How the Epidemic of Drug Overdose Deaths 

Ripples Across America
By HAEYOUN PARK and MATTHEW BLOCH JAN. 19, 2016

https://www.nytimes.com/interactive/2016/01/07/us/drug-overdose-deaths-in-the-us.html?_r=0
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Drug Poisoning Death Rates* per Year 

Indiana vs. US

2003-2015

Source:  CDC/WISQARS

*Crude Rates: per 100,000 people
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Percent Change in Leading Causes of 

Injury Death*— Indiana, 1999–2009 
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*Age-adjusted 

rates 



*2016 data is provisional. Provisional data is subject to change.

Source:  Indiana State Department of Health, Epidemiology Resource Center, Data Analysis Team



Geographic Variation in Opioid Prescribing 

in the U.S.



Drug Poisoning Deaths with Heroin, Indiana
2008-2015

Source: Indiana State Department of Health, Epidemiology Resource Center, Data Analysis Team
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Gaps in Treatment Capacity, 2012
(2012 rates per 1,000 people ≥12 years of age) 

Rate of past year opioid abuse or dependence
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Jones, CM, et. al. National and State Treatment Need and Capacity for Opioid 

Agonist Medication-Assisted Treatment. AJPH 2015 Aug;105(8):e55-63 



Suryaprasad Clin Infect Dis; 2014, 59(10):1411-1419
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Emerging Epidemic of Hepatitis C Virus Infections 

Among Young Non-Urban Persons who Inject Drugs in 

the United States, 2006–2012 













Scott County, Indiana

 Population: 24,000

 High poverty (19.0%) 

 High unemployment (8.9%)

 Low educational attainment (21.3% 

no high school)

 Ranked last among 92 counties in 

a variety of health and social 

indicators, including life expectancy

Austin

Pop: 4,200

Sources: U.S. Census http://quickfacts.census.gov/qfd/states/18/18143.html; Indiana State Health Department http://www.in.gov/isdh/17397.htm

http://quickfacts.census.gov/qfd/states/18/18143.html
http://www.in.gov/isdh/17397.htm


Indiana HIV Outbreak Overview

□ Dec. 2014:  3 individuals from Austin, IN diagnosed with 
HIV
▫ DIS learned 2 had a common needle-sharing partner

▫ Contact tracing  8 additional infections by January 23

▫ Only 5 HIV infections had been reported 2004-2013

□ March 27, 2017: 215 individuals diagnosed with  HIV
▫ Linked to Austin, IN

▫ Most are from a single strain of HIV

▫ 95% co-infected with Hepatitis C

□ Source of HIV transmission: injection of the 
prescription opioid, oxymorphone (OPANA® ER)



Disease Intervention Specialist (DIS) 
Investigation

 Identify risk factors for HIV infection

 Sexual

 IDU

 Other

 Explore risk behaviors 

 MSM

 Syringe sharing

 Commercial sex work

 Elicit information about partners in the past 12 months

 Injection partners

 Sexual

 Social contacts (who could benefit from an HIV test) 



HIV testing performed in response to an HIV-1 outbreak 

associated with injection of prescription opioid oxymorphone by 

positivity, by month of test, Southeastern Indiana (n=2,804) 





Contact Tracing and HIV Testing 

3/27/2017

Named Contacts 538

Tested 479 (89%)

Refused testing 14 (2.6%)

Unable to locate 29 (5.4%)

Other 16 (3.0%)

Other Tested 35

Total Tested 514

HIV positive 215 (42%)

Indiana State Department of Health Division of HIV/STD



Demographics of individuals infected with HIV

(N=189)

 58% male

 98% non-Hispanic white

 Median age 33.5 years

 94% reported injecting drugs
 All oxymorphone, some methamphetamine and heroin as well
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Indiana State Department of Health Division of HIV/STD



HIV+

HIV-

Not tested

Number of 

Reported 

Contacts

Size

Contact tracing network
Contact Type Frequency

Needle-sharing 59.7%

Sex 5.7%

Needle-sharing 

AND sex

9.7%

Social contact 25.0%

Credit:  Romeo Galang, MD, MPH; Division of HIV/AIDS Prevention;

National Center for HIV/AIDS, Viral Hepatitis, STD and TB Prevention



Maximum likelihood phylogenetic tree 

of HIV-1 polymerase sequences –

SE Indiana, 11/14 – 7/15

- Molecular analysis of the HIV-1 pol

gene from 158 case patients with 

available specimens 

- Two unique clusters of HIV-1 subtype 

B (>97% nucleotide identity) 

Cluster 1, n= 117

Cluster 2, n =2

-Recency testing (N=125) 

90.4% infected within past 6 mos

10 older infections

2 invalid results

*Manuscript in development.  Not for 

distribution.





US 2013 PWID 6.5% of new HIV diagnoses

IN 2014 PWID  2% of new HIV/AIDS diagnoses

IN 2015 PWID 34% of new HIV/AIDS diagnoses



Why Austin?







What is Drug Addiction?

□ Addiction is a chronic relapsing brain disease

□ Characterized by compulsive drug seeking and use, 

despite harmful consequences

□ Drugs of abuse change the structure and function of the 

brain

□ These brain changes can be long-lasting, and can lead 

to harmful behaviors

Nora Volkaw, National Institute on Drug Abuse



• “I can’t get through that bit as well in the back of my head. I’m 
a lot stronger. You set it in your mind, but it’s always in the back 
of my head, I can get through that sickness, I can lay down. 
And, but it’s in the back of my head and I taste it. So when I 
taste it, I mean it could be a year from now and me not doing it, 
but it brings that bitter taste in my, you know, it’s just I’m ready 
to do it.” (Joey, F1) 

IUPUI/ISDH/CDC Focus Groups and Interviews, PWID, Scott County:  Unpublished Findings Not for Distribution



At least nine people have died so far this year from 

prescription drug overdoses in Scott County, Indiana. Most of 

the fatalities involved Opana, according to county coroner 

Kevin Collins.

Reuters



Why Opana® ER ? 

 2010 - reformulation of Oxycontin®

 Opana® quickly replaced Oxycontin® - snorted, injected

 2012 – Opana® ER reformulated, impossible to crush/snort

 Short half-life 3-4 hours when injected = multiple injections/day

 Street cost ≅ $160/40 mg tablet = pill sharing

 Higher Morphine Equivalent Dose than heroin

 You know what you’re getting



“I couldn’t find Opanas or any other type of pain medicine to snort. 
It became almost non-existent. So I was turned on to shooting up. 

So that’s pretty much how that went down. [That was a couple years ago.
I hadn’t injected before a couple years ago after I couldn’t find anything to snort]. 

I couldn’t handle the withdrawals… Opana [was the first drug I injected]...
I was doing the OxyContin before, snorting OxyContin….when I was 18. 

I don’t know, it was probably 23, 24 [when I first started snorting Opana] because 
they had a snortable kind before. ” (JD01)

IUPUI/ISDH/CDC Focus Groups and Interviews, PWID, Scott County:  Unpublished Findings Not for Distribution

But, the Opana don't last near as long as the other stuff…
The feeling of Opana will last 30 minutes...

[It takes 4 or 5 hours with the Opana before you are sick] and then you got to do it 
again, or you feel really bad again.

If you don't do enough Opana, then in a couple hours, you feel really bad again 
and… [have to inject].

Inject 6,7,8 times but only like small amounts.” (DB01)



“I could not find any of the OxyContins and someone came to me with an Opana,…
I had a lot of people tell me ‘Don’t do Opana because a lot of people say you do it one time 

and you’re hooked’…
And that’s exactly what happened. I did one that night and the next morning I woke up and I 

just felt, I felt terrible. And so I had to get another one. 
You get hooked on ‘em really fast, the Opanas. Very fast.” (DB08) 

And man it was so pure, I'd love to have one right now ” (JZ02)

IUPUI/ISDH/CDC Focus Groups and Interviews, PWID, Scott County:  Unpublished Findings Not for Distribution



Drug Use among people with HIV (N=108)*

 Multigenerational

 Sharing of injection equipment common

 Daily injections: 4-15

 Number of partners: 1-6 per injection event

 Average number of unique contacts per case:  8 (range:  

0-80)

*Early Release, MMWR Morb Mortal Wkly Report 2015, April 24, 2015

“I was living with my cousins and everybody would use the same needles…

We'd put water in a cup, and everybody would use the same water and can…

my boyfriend, friends, family, cousins, sister. 

If I was sick, had a pill, and I didn't have a needle, I would use whoever's was there…

I've used needles before that the plungers were broke, 

and we'd melt them back together to use” (PI06)^

^IUPUI/ISDH/CDC Focus Groups and Interviews, PWID, Scott County:  Unpublished Findings Not for Distribution



High-Risk Injection Networks

• 89 individuals with HIV were geomapped early in the 

response

• Nearly half lived within a ½ mile square area

• The estimated infection rate within this hotspot was 34   

cases/1,000 people 



High-Risk Injection Networks

• Networks related to ‘drug houses’
– 10 to 15 houses in a one square-mile area where 

people go buy pills and/or to inject

– ≥5 people in each house injecting with each other at 
any one time could disperse to other house networks



High-Risk Injection Networks

“No one even thought about HIV and then all it took was just one [positive] 
person to come into the group.

There'd be 5 people in that group that share with that one person.

Each of those shared with each other anyways. 

And then, each 5, 1 of them 5 people went to other groups.” (Male,43 yrs)

“There could be different people using different houses.

It doesn't matter what house. 

It's not that you would go to the same house all the time.

You would just go to whatever house was available.” (Male, 39 yrs)

IUPUI/ISDH/CDC Focus Groups and Interviews, PWID, Scott County:  Unpublished Findings Not for Distribution



What We Needed to Control the Outbreak

 Get individuals with HIV into care and on Antiretroviral meds

 Expand HIV/HCV testing and capacity for early detection

 Jails, treatment providers, emergency departments

 Active outreach and testing

 Develop systems to keep at-risk individuals uninfected

 Systematic retesting and education of persons at risk

 SSP and HIV PrEP

 Increase addiction treatment services and prevent overdose deaths

 Medication-assisted treatment, naloxone distribution

 Decrease the stigma of HIV and Injection Drug Use

 Long-term solutions to improve public health infrastructure and 

socioeconomic disparities



Communications





Community Outreach Center: a One-Stop Shop

 Community Outreach Center
 HIV and HCV/HBV testing

 Care coordination for HIV medical care

 Syringe exchange program

 Substance use disorder treatment services

 Routine immunizations

 Insurance enrollment (e.g., birth certificates, driver’s license) 

 Job training 

 Relocated to the Scott County Health Department Satellite Office 
in Austin



Scott County SEP 





Naloxone Training for First Responders



Communications



Clinical HIV Prevention Efforts

 Collaborative effort

 Academic clinical partners (IU Health Infectious Disease)

 Local, state and federal agencies (Local Public Health, County 
Sheriff, DMHA, CDC, SAMHSA)

 Private sector (Foundations Family Medicine, LifeSpring, AHF, 
Centerstone)

 Focused attention on local family practitioner, the jail, CMHC

 Increased capacity to provide

 HIV testing (jail, community, ED, other “touchpoints”)

 HIV care (Treat to Prevent)

 PrEP

 Medication-assisted therapy
• Community discussions re: MAT

• County jail naltrexone release program

• Buprenorphine waiver training



51

Continuum of HIV care in Austin, Indiana

April 13, 2017

Total diagnosed=215 (confirmed).

*Persons were ineligible if deceased (n=6) or outside of the jurisdiction (n=3); estimates are based on    

the number of eligible persons (n=206); 

** Patients engaged in care with at least one VL or CD4

*** Percent virally suppressed increases to 70% when denominator changed to number engaged in 

care. Clinical services were initiated 3/31/15.
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Foundations Family Medicine 

Mobile Testing Unit





Moving Forward

□ Continued focus on EVIDENCE-BASED OPIOID 
PRESCRIBING for acute and chronic pain

□ Increase opportunities for evidence-based age 
appropriate HIV AND SUBSTANCE ABUSE 
PREVENTION EDUCATION

□ Improve ACCESS TO MEANINGFUL DATA, including
▫ INSPECT

▫ EMS registry 

▫ Coroner’s reports



Moving Forward

□ INCREASE TESTING opportunities for HIV and Hep C

- field testing, EDs, jails, provider offices, health 

departments 

□ Increase ACCESS TO TREATMENT for Hep C, and HIV 

(ECHO)

□ Improved access to treatment for SUD, including 

Medication Assisted Treatment (MAT), Counseling, 

Behavioral Therapy, and Recovery Support



Access to Treatment

“Well, I tried to get into Turning Point in 2013 and they told me it would 
take 6-8 weeks to get a bed, and they never called me back.

I did their TB test, all that. I called. They never called me.” 

" That’s why we’ve got to buy it off the street, 

because they won’t give it [Suboxone] to us.” (Danny, F2) 

IUPUI/ISDH/CDC Focus Groups and Interviews, PWID, Scott County:  Unpublished Findings Not for Distribution



One thing you think would be helpful? 

“We need somebody to offer like something, like Suboxone or Methadone. 
It might change their life. Give it a try.” (Kay, F3)

“I’d like to see them bring a Methadone clinic this way.
If they had a Methadone clinic, they probably wouldn’t shoot up all the time.

Right here in town, man, half of the people would be able to walk to it.
They won’t be doing needles. Me, for one, wouldn’t.

I’d go to the damn clinic if it was a few blocks away from me. 
You would probably see every bit of 60% drop of needle users here if you put a 

Methadone clinic in here.” (Robert, F3) 

“Probably help with the Suboxone and the Methadone.” (Steven, F3)

“ I was going to say more therapy, and a Suboxone clinic in our area.” (Tom, F1) 

IUPUI/ISDH/CDC Focus Groups and Interviews, PWID, Scott County:  Unpublished Findings Not for Distribution



Moving Forward

□ Decrease the STIGMA of addiction and HIV so people 

will seek care

□ Increase ACCESS TO NALOXONE

□ LONG-TERM SOLUTIONS to improve public health 

infrastructure and socioeconomic disparities
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Addictions ... started out like magical pets, pocket monsters. 

They did extraordinary tricks, showed you things you hadn't seen, 

were fun.  

But came, through some gradual dire alchemy, 

to make decisions for you.  

Eventually, they were making your most crucial life-decisions. 

And they were ... less intelligent than goldfish.

WILLIAM GIBSON, Zero History
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