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deficiency virus (HIV) was identi-
fied in Scott County, a rural region 
on the Kentucky border.1 Others, 
however, had seen it coming.

Over the years, a growing 
number of young people in Scott 
County — like those in surround-
ing counties and states — had 
begun abusing opiates such as 
oxymorphone, an opioid analge-
sic prescribed by local medical 
providers, until a more tamper-
resistant formulation and policy 
reform began limiting its abuse. 
Facing the throes of opioid de-
pendence, some users shifted to 
other potent injectable opioids 
or to heroin. Although needle-
exchange programs can reduce 
both needle sharing and HIV in-
cidence,2 they are illegal in Indi-
ana. When needles are in short 
supply, injection-drug users have 
little choice but to share. Given 

increases in injection-drug use in 
nonurban communities and the 
high efficiency of HIV transmis-
sion through injection, it was 
only a matter of time before an 
outbreak ensued. Southeast Indi-
ana had previously recorded only 
about five cases of HIV infection 
annually, yet by June 10, 2015, a 
total of 169 people had been new-
ly diagnosed with HIV in about 
half a year. More than 80% of 
them were coinfected with hepa-
titis C virus (HCV).

The Indiana outbreak provides 
a cautionary tale. First, the epi-
demiologic profile of Indiana’s 
HIV outbreak differs markedly 
from that revealed by historical 
U.S. HIV–AIDS surveillance data. 
Since the beginning of the U.S. 
HIV epidemic, most HIV-positive 
injection-drug users have been 
black, older than 35 years of age, 

male, and urban. Most people 
diagnosed in the Indiana outbreak 
live in rural communities and 
are young (median age, 32 years; 
range, 18 to 57) and white, and 
almost half are women1 — a 
demographic that mirrors the 
trend of the current U.S. heroin 
epidemic.3

There were other warning 
signs. In 2011, a cluster of HCV 
cases in southeast Indiana had 
been linked to prescription-opioid 
injection. Again, the people affect-
ed were rural, young, and white, 
with a roughly equal distribution 
between the sexes. The number of 
new HCV cases nationwide in-
creased by 75% between 2010 and 
2012; and there was a 364% in-
crease between 2006 and 2012 
in central Appalachia (Tennes-
see, West Virginia, Virginia, and 
Kentucky), which also has some 
of the country’s highest rates of 
prescription opioid abuse and 
overdose.4

Second, although it was rela-
tively easy for people in Scott 
County to obtain opiates, includ-
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Many observers were surprised when Indiana Gov-
ernor Mike Pence issued an executive order on 

March 26, 2015, declaring a public health emergency 
after a rapidly escalating outbreak of human immuno-
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ing cheap heroin, needles were 
in short supply. Indiana is one of 
25 states where it’s illegal to pur-
chase syringes without a prescrip-
tion and where state law does not 
explicitly authorize needle-exchange 
programs. Until Governor Pence 
declared a state of emergency, 
which enabled him to temporarily 

suspend the law in Scott County 
and subsequently other counties, 
using needles for nonmedical pur-
poses was a felony punishable by 
up to 3 years in prison.

Legislation allowing Scott 
County to operate needle-exchange 
programs is a step in the right 
direction. However, the current 
provision extends for only 1 year, 
a limit that ignores the reality 
that three interrelated chronic 
diseases — addiction, HIV, and 
HCV — will continue to chal-
lenge this community and others 
like it for decades unless a very 
aggressive, multipronged public 
health prevention strategy is im-
plemented that includes contin-
uous access to needle-exchange 
programs, expanded access to 
medication-assisted therapies for 
opioid use disorders, and “seek, 
test, treat, and retain” interven-
tions for HIV and HCV in sub-
stance users. Regrettably, other 
Indiana counties contemplating 
authorizing needle-exchange pro-
grams must first demonstrate the 
existence of a public health emer-
gency — a requirement that en-
sures that they can only respond 
to, rather than prevent, outbreaks.

Moreover, barriers to access 
to sterile syringes persist. Scott 
County’s needle-exchange pro-
gram requires that injection-drug 
users register with their initials 
and date of birth, which deters 
many people from participating 
and prevents clients from obtain-
ing needles for others. The pro-
gram is not open past 6 p.m. most 
evenings, and unregistered injec-
tion-drug users are subject to pros-
ecution for carrying syringes.

Third, substance-use treatment 
in rural Indiana remains woeful-
ly inadequate, reflecting a failure 
to provide adequate access that 
applies statewide, nationally, and 
globally. The opioid-agonist thera-
pies methadone and buprenor-

phine are considered essential 
medicines by the World Health 
Organization, but only a small 
percentage of opiate users have 
access to them.2 Beyond their 
proven effectiveness and cost-
effectiveness in addiction treat-
ment, opioid-agonist therapies are 
also effective as HIV prevention. 
They promote earlier initiation 
of and adherence to highly active 
antiretroviral therapy (HAART), 
which in turn promotes viral 
suppression, markedly reducing 
onward transmission of HIV. Na-
tionally, 42% of persons 12 years 
of age or older who needed but 
did not receive treatment for sub-
stance-use disorders reported the 
main reason was lack of health 
coverage and prohibitive costs, 
according to the Substance Abuse 
and Mental Health Services Ad-
ministration. Although the Afford-
able Care Act requires insurance 
companies to provide treatment 
for substance-use disorders, Indi-
ana’s delayed expansion of Med-
icaid impedes access to drug 
treatment, hitting the poorest 
communities the hardest.

Fourth, Indiana’s suboptimal 
coverage of HIV and HCV testing 
delayed uptake of treatment, 
which compromised the health 
of infected people and probably 
propagated onward transmission 
of both viruses. Known barriers 
to testing include lack of health 
insurance coverage, stigma, and 
funding cutbacks that led to the 
closure of five Indiana clinics of-
fering free HIV testing (including 
one in Scott County in 2013).

Finally, the Indiana outbreak 
also resulted from inappropriate 
prescribing of opioid medications, 
a problem many states are grap-
pling with. Such practices have 
contributed to dramatic escala-
tions in opioid dependence, over-
dose deaths, transitions to heroin 
injection, and HIV and HCV trans-
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Actions That Can Help Prevent HIV Outbreaks 
among Injection-Drug Users.*

Physician Actions
 1. Screening patients for substance-use disorders 

and mental health disorders.
 2. Testing patients and their sexual and drug- 

injection partners for HIV, HCV, and sexually 
transmitted infections, with appropriate pre- 
and post-test counseling.

 3. For patients testing positive for HIV and HCV, 
offering immediate treatment according to 
established guidelines.

 4. Providing HBV vaccination; even one dose 
can be effective.

 5. Providing naloxone to opioid users and their 
families and partners to prevent fatal overdoses.

 6. Offering immediate referrals to substance-
use treatment programs that provide opioid-
agonist therapy.

 7. Becoming licensed to provide opioid agonist 
therapy.

 8. Supporting injection-drug users by providing 
them with sterile syringes or referring them to 
places where they can obtain them.

 9. Supporting legislative reforms to expand 
Medicaid and to allow federal funds to sup-
port needle-exchange programs.

10. Using prescription-drug monitoring programs 
in clinical decision making involving opiate 
prescribing.

State Actions
 1. Supporting needle-exchange programs and 

legal access to over-the-counter syringe pur-
chase without a prescription.

 2. Supporting screening and referral to free or af-
fordable treatment for substance-use dis orders.

 3. Supporting reimbursement for medication-
assisted therapies (e.g., methadone, buprenor-
phine, and vivitrol) without roadblocks.

 4. Providing free HIV testing and initiation of 
HAART for substance users who are HIV-
positive, along with the services they need to 
sustain adherence.

 5. Monitoring state HIV and HCV epidemiologic 
testing data to identify and respond to out-
breaks early.

 6. Adapting prescription-drug monitoring pro-
grams to make them public health tools that 
are secure and searchable in real time.

* HAART denotes highly active antiretroviral therapy, 
HBV hepatitis B virus, HCV hepatitis C virus, 
and HIV human immunodeficiency virus.

The New England Journal of Medicine 
Downloaded from nejm.org by JASON KIRCHICK on August 11, 2015. For personal use only. No other uses without permission. 

 Copyright © 2015 Massachusetts Medical Society. All rights reserved. 



n engl j med 373;5 nejm.org july 30, 2015

PERSPECTIVE

399

mission. In addition to increasing 
training for health care providers 
in appropriate opioid prescribing 
practices and screening and treat-
ment of opioid use disorders, ex-
isting prescription-drug monitor-
ing programs could be improved 
to avert misprescribing and doctor 
shopping. Implementation of poli-
cies for providing opioid-depen-
dent persons and their families 
with naloxone to prevent fatal over-
doses and Good Samaritan laws 
preventing prosecution of people 
who report overdoses would also 
save lives.

HIV outbreaks among injection-
drug users can escalate quickly. 
The literature is rife with exam-
ples from North America, South-
east and Central Asia, and East-
ern Europe, where HIV prevalence 
among injection-drug users had 
been below 5% for decades but 
leapt to 80% or higher within a 
year owing to continuing high-
risk behaviors in the absence of 
adequate HIV prevention and ac-
cess to treatment. Such outbreaks 
can, however, be prevented and 
even reversed. An explosive HIV 
outbreak among injection-drug 
users in Vancouver, British Colum-
bia, which resulted in an HIV in-

cidence of 18.6 per 
100 person-years in 
1996, was controlled 

by expansion of needle-exchange 
programs and provision of opi-
oid-agonist therapy and HAART 
free of charge through Canada’s 
universal health care system.5 

More recently, providing HIV 
treatment as prevention reversed 
the HIV epidemic throughout 
British Columbia.

We believe that threading the 
needle to prevent further HIV out-
breaks among substance users re-
quires aggressive implementation 
of evidence-based practices for 
HIV prevention (see box).2 These 
practices cannot be implemented 
without resources for expanding 
HIV screening among substance 
users and offering HAART to 
those who test positive, while pro-
viding opioid-agonist therapy to 
those with opioid dependence. 
Primary care models that inte-
grate screening for substance use 
and mental health disorders and 
testing and treatment for HIV, 
HCV, and sexually transmitted in-
fections with concomitant provi-
sion of opioid-agonist therapy are 
therefore an urgent priority.

Permanently lifting the ban on 
using federal funds to support 
needle-exchange programs will 
be a critical component of HIV 
prevention, since these programs 
reduce HIV incidence and front-
line exchange workers are often 
the first people injection-drug 
users reach out to for help.2 There 
are currently 228 known needle-
exchange programs in 35 U.S. 
states, the District of Columbia, 
the Commonwealth of Puerto Rico, 
and Indian Nations. However, the 
federal funding ban limits their 
scalability and quality of ser-
vices, including their ability to 

provide critical ancillary services 
(e.g., on-site HIV and HCV testing 
and referrals for drug treatment). 
States can adapt prescription-drug 
monitoring programs so they are 
secure, enable searches in real 
time, and are used as clinical and 
public health tools rather than 
law-enforcement weapons. But 
such supply-reduction measures 
will work best when complement-
ed by the harm reduction achiev-
able with opioid-agonist therapy 
and needle-exchange programs.
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at NEJM.org.
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The Older Americans Act at 50 — Community-Based Care  
in a Value-Driven Era
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The Older Americans Act clearly affirms our Nation’s sense of responsibility toward the well-being of all of our older citizens. 
. . . Every State and every community can now move toward a coordinated program of services and opportunities for our 
older citizens. We revere them; we extend them our affection; we respect them.       — Lyndon B. Johnson, 1965
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