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OF A SYNDEMIC 



William Cooke, MD, FAAFP, AAHIVS 

 
• Fellow of  the American Academy of  Family Physicians 

• Board Certified in Family Medicine 

• Board Certified in Addiction Medicine 

• Certified American Academy of  HIV Medicine Specialist 

• Medical Director of  Foundations Family Medicine 

• Facility Medical Director of  the Scott Memorial Hospitalist Program 

• Medical Director of  Wooded Glen Recovery Center 

• Medical Director for two School-based clinics  

• Staff  Physician at the Centerstone Recovery Center for Women 

• Staff  Physician at the Scott Memorial Hospital Emergency 
Department 



William Cooke, MD, FAAFP, AAHIVS 

 
• 2019 Ryan White Distinguished Leadership Award by Rural Center for 

AIDS/STD Prevention  

• 2019 National Physician of  the Year by AAFP 

• 2017 Leonard Tow Humanism in Medicine Award by Gold Foundation  

• 2017 Vanguard Award by MATEC  

• 2016 Indiana Family Physician of  the Year by IAFP 

• 2016 Doc Hollywood Award. Indiana Rural Health Association  

• 2015 National Harold E. Hughes Award for Exceptional Community 
Award  



William Cooke, MD, FAAFP, AAHIVS 

 
•Disclosure:  

• I was paid to serve on Giliad’s advisory committee in 2017 

• I get paid to occasionally speak at ViiV programs that promote Dovato 





Scott County, Indiana in 

2015 

 

 

 Population: 24,000 

 High rates of poverty 

 High rates of unemployment  

 Low HS graduation rates 

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


The Journal of Infectious Diseases, Volume 216, 

Issue 9, 27 November 2017, Pages 1053–1062, 

https://doi.org/10.1093/infdis/jix307 



Outbreak of HIV Infection in Southeastern Indiana. 

Peters PJ et al. N Engl J Med 2016;375:229-239 

Adult prevalence as of  Jun-14-2015 
 

Scott County (14,559):   1.1% 

Austin (2,841), 80% cases:  4.8 % 

US <0.4% 











 

Syndemic: The concentration and deleterious 

interaction of two or more diseases or other health 

conditions in a location or population, especially as 

a consequence of psychosocial or socioeconomic 

conditions promoting disease clustering.  
 

SYNDEMIC 



Syndemic: The concentration and deleterious interaction of 

two or more diseases or other health conditions in a 

population, especially as a consequence of social 

conditions that promote disease clustering.  

 

CDC: “research protocols, prevention programs, policy 

interventions, and other aspects of public health 

practice have focused on one disease at a time, 

leaving other health problems to be addressed by 

parallel enterprises.”  

 

 

SYNDEMIC 



• Responding within a disease or public health 
frameworks is missing the bigger picture. 

• These conditions are never separate from 
complicated psycosocial, socioeconomic, and 
health factors.  

• Without addressing these underlying synergistic 
factors, treating a disease is not really helping 
the people we care for. 

SYNDEMIC 



•CDC: “research protocols, 

prevention programs, policy 

interventions, and other aspects of 

public health practice have focused 

on one disease at a time, leaving 

other health problems to be 

addressed by parallel enterprises.”  

•Results in silos and poor 

collaboration. 

 

SYNDEMIC 



SYNDEMIC 



• Comorbid substance use has been linked to  

• Increased high-risk sexual behavior  

• Without SSPs: Unsafe injection practices 

• Overall more rapid viral progression. 

• More barriers to care and will struggle with 

adherence unless care can be accessed in a 

way that feels safe to them. 

SYNDEMIC 



• HIV/HCV coinfection results in a more rapid 

progression of chronic liver disease. 

• Mental illness has been linked with poor ART 

adherence and has been considered by some 

to be a relative contraindication for treatment 

for HIV and HCV. 

SYNDEMIC 



• To successfully navigate the syndemic 

practitioners must meet patients at the 

crossroads of these conditions.  

• Multidisciplinary Synergistic Care:  
• HIV/HCV treatment providers  

• Mental health specialists 

• Case managers 

• Social workers 

• Substance abuse counselors 

SYNERGISTIC CARE 



BREAKING DOWN THE 

SYNDEMIC 



 

• Social Determinants 

 

• Opioid epidemic 

 

• Public policy 

 

• HIV/Hep C infections 

THE PERFECT STORM 



SOCIAL DETERMINANTS 

• The Preamble to the Constitution of the World Health 

Organization states, “The enjoyment of the highest 

attainable standard of health is one of the 

fundamental rights of every human being without 

distinction of race, religion, political belief, economic 

or social condition.” 



• Three types of violence  

• Personal violence  

• Structural violence: action built into the structures of society which show 

up as unequal power and unequal life chances; the unequal distribution 

of resources and the unequal distribution of power to decide over the 

distribution of resources  

• Cultural violence: the culture of our society that is used to justify, or 

legitimize direct or structural violence  

 

STRUCTURAL VIOLENCE 

Galtung, Johan. "Violence, Peace, and Peace Research" Journal 

of Peace Research, Vol. 6, No. 3 (1969) 

Visible or Direct Violence: PERSONAL   

Invisible or Indirect Violence: STRUCTURAL 

VIOLENCE CULTURAL 



Dr. Paul Farmer wrote,  

 

“Structural violence is one way of describing social arrangements that 

put individuals and populations in harm’s way… The arrangements 

are structural because they are embedded in the political and 

economic organization of our social world; they are violent 

because they cause injury to people… Structural violence is 

visited upon all those whose social status denies them access to 

the fruits of scientific and social progress.” 

STRUCTURAL VIOLENCE 



CHARACTERISTICS OF STRUCTURAL VIOLENCE 

•Depersonalised – no clear perpetrator 

•Particular powerful interests are at work 

•Violence manifests itself  as unequal power and consequently as unequal life 

chances  

•On-going and pervasive – goes beyond independent events  

•It is invisible since it has been converted into structures of  power that are 

normalized and routinized, so it has become part of  everyday life.  

 

STRUCTURAL VIOLENCE 



This is not new… 

•Friedrich Engels said in 1845, “How is it possible for the lower 

class to be healthy and long-lived? What else can be expected 

than an excessive mortality, an unbroken series of epidemics, a 

progressive deterioration in the physique of the working 

population?” 

STRUCTURAL VIOLENCE 



• In 1848, Rudolf Virchow, the father of modern pathology 

echoed these word by asking, "Do we not always find the 

diseases of the populace traceable to defects in society?"  

• Engels took things a step further writing if, “...society has 

failed to take steps to prevent the victim from dying... it is 

murder all the same.”  

 

STRUCTURAL VIOLENCE 



SOCIAL DETERMINANTS 

1. Genes & biology: Includes family history, sex, & age 

2. Personal behavior and stability: Includes early 
childhood experiences, education, and type of  work. 

3. Social environment: Includes class, inequity, 
opportunity, and sense of  community. 

4. Physical environment and security: Includes access to 
food, transportation, and chronic toxic stress. 

5. Health services: Includes quality, availability, and 
affordability of  healthcare. 

 





SOCIOECONOMIC GRADIENT 



• Social Determinants 

• Opioid epidemic 

• Public policy 

• HIV/Hep C infections 

 

THE PERFECT STORM:  



• Social Determinants 

• Opioid epidemic 

• Public policy 

• HIV/Hep C infections 

 

THE PERFECT STORM:  



• Social Determinants 

• Opioid epidemic 

• Public policy 

• HIV/Hep C infections 

 

THE PERFECT STORM:  



Lack of  harm reduction 

• Access to clean syringes 

• Sex education is often 
abstinence only 

• Public education about harm 
reduction is essentially 
nonexistent in rural areas 

• Stigma and criminalization 

PUBLIC POLICY 



THE PERFECT STORM:  

OUTBREAK 

• Social Determinants 

• Opioid epidemic 

• Public policy 

• HIV/Hep C infections 

 

 

 



Scott was 3rd, 

out of 92 

counties… 



CARING FOR PEOPLE AT 

THE CROSSROADS OF A 

SYNDEMIC 





WHAT IS THE PICTURE NOW? 
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__ Number of HIV Diagnoses 

__ Number of Syringes Dispensed/Client 

 

Number of People Enrolled in SUD Treatment 



•Assumptions of nonadherence among people who inject 

drugs are unfounded biases 

•Data show that HCV therapy in persons with active or 

recent IDU have SVR12 rates exceeding 90% 

•Rates of developing drug resistance among injection 

drug users are no greater than in other populations. 

•Because “treatment as prevention” works for HIV/HCV, 

early treatment not only improves the health of the person 

treated, but also decreases the risk of transmission to 

others 

TREATING A PERSON WITHIN A 

SYNDEMIC 



•Guidelines from both the AASLD and EASL recommend HCV 

treatment of PWID in conjunction with linkage to harm-reduction 

strategies 

•Risk of reinfection has been shown to be very low, especially when 

strategies to decrease risk of HCV reinfection in PWID are 

embraced.  

•These strategies include harm-reduction approaches, treating 

injecting partners for HCV infection, and offering access to HCV 

retreatment without stigma and discrimination 

 

 

TREATING A PERSON WITHIN A 

SYNDEMIC 



1. Enroll in ADAP/EIP/HIP 

2. Intake history and vital signs 

3. Physician Counseling 

a. HIV/HCV education and prognosis 

b. Duty to warn and U=U 

c. Treatment plan 

d. Importance of adherence to regimen 

e. Risk reduction 

f. Substance discussion, linkage to care, initiation of treatment 

4. Blood draw for laboratory tests* OR initiation of treatment if confortable with 

rapid start. 

a. STD testing 

b. Females need scheduled for pap and contraception counseling. 

c. Follow up to review adherence within two weeks if treatment initiated 

 

Intake Appointment 



Appointment to Initiate Treatment 

1. Review eligibility and insurance enrollment:  ADAP/EIP/HIP 

2. Interval history and vital signs 

3. Physician Counseling 

a. Review understanding of HIV/HCV and prognosis 

b. Review duty to warn and U=U 

c. Review importance of adherence to regimen 

d. Review risk reduction 

e. Review lab results  

i. Importance of CD4 Count  

i. 500 “goal” vs 200 AIDS 

ii. Green (500)-Yellow (200-499)-Red (less than 200) 

ii. Looking for at least a 1 log decrease one month after initiating 

treatment 

iii. Can expect 90% of patient to be virally undetectable by 12 weeks 

iv. Are Creatinine and LFTs normal? 

f. Review treatment algorithm and discuss treatment options 

g. Substance use discussion, linkage to care, initiation of treatment 

h. Schedule for follow up 2 weeks after initiation of treatment 



HEPATITIS C 



Hepatitis C Testing Algorithm 



TREATING HCV WITHIN A 

SYNDEMIC 



Can simultaneously treat with HIV and/or SUD 

Hepatitis C Treatment Algorithm 

Renal Function? GI Consult 

No Cirrhosis Cirrhosis 

Any Genotype without Cirrhosis 



Hepatitis C Treatment Algorithm 

Epclusa x 12 weeks 

or 

Mavyret x 8 weeks 

Mavyret x  8 weeks 

No renal disease 

GFR>29 
Renal disease 

GFR<30 

Any Genotype without Cirrhosis 

*Mavyret: three pills that must be 

taken with food.  

Significant renal impairment? 

















HIV 



If Hepatitis B status is known. 

HIV Rapid Start Treatment Algorithm 

Dovato: 1 tablet daily 
If Hepatitis B comes back positive 

then add tenofavir or switch 

regimens 

Biktarvy: 1 tablet daily 

Hepatitis B NEGATIVE Hepatitis B POSITIVE 

Return to Clinic 2 weeks 

Assess Adherence, Side Effects, and 

Address Barriers 

*For patients who have 

elevated Cr, drug 

interaction, or 

contraindication to 

these medications: 

consult with ID before 

initiating an ART 

regimen 



Laboratory Test Results:  Wild Type Genotype, Normal Creatinine* 

HIV Treatment Algorithm 

Dovato 1 tablet daily 

or  

Triumeq 1 tablet daily 
(if HLA-B5701 negative)  

Biktarvy 1 tablet daily 

or 

Descovy 1 tablet daily 

Dolutegravir 50 mg daily 

Hepatitis B 

NEGATIVE 

Hepatitis B POSITIVE 

Return to Clinic 2 weeks 

Assess Adherence, Side Effects, and Address 

Barriers 

*For patients who have 

resistance mutations or an 

elevated Cr, , drug interaction, or 

contraindication to these 

medications: consult with ID 

before initiating an ART regimen 



1. Address barriers to Adherence 

2. Address pregnancy prevention in women 

3. Obtain labs (HIV/HCV viral load 

Frequent Follow-Up appointments (monthly) and contact with case managers 

(weekly or even daily) until stable on treatment for all syndemic conditions 

(HIV/HCV undetectable, CD4 > 500, patient has stable houseing and is in 

recovery. 

1.Address barriers to Adherence 

2.Assess for medication side effects 

3.Routine Preventative Health Care 

4.All female patients see the women’s health specialist or have pap and 

contraception management.  

5.Obtain Urinalysis if on Tenofovir 

6.Obtain CBC and CD4 Count every 3-6 months until CD4 >500. 

7.CMP every 6 months 

Follow up Appointment After Initiating Treatment 



PrEP 

HIV NEGATIVE 



PREP: BARRIERS 

Users  
– Unaware of HIV risk, PrEP availability,  

or how to access it  

– No or delayed access to clinical 

preventive care  

– Uninsured or unable to pay  

– Adherence challenges  

– Concern about disclosure and stigma   

 

 

 

Providers  
– Unaware of intervention  

– Uncertain how to deliver the intervention  

– Wary of complexity and time involved  

– Discomfort with assessing candidacy  

– Uncertain how to bill for intervention 

 



PREP: INDICATIONS 



Truvada one pill daily. Insufficient to treat HIV 

on its own. Must monitor & change if converts. 



ADDICTION 



MAT 



MAT 



MAT 



MAT 



MAT 



MAT 



MAT 



MAT 



MAT 



MAT 



MAT 

https://pcssnow.org/medication-assisted-treatment/  

https://pcssnow.org/medication-assisted-treatment/
https://pcssnow.org/medication-assisted-treatment/
https://pcssnow.org/medication-assisted-treatment/
https://pcssnow.org/medication-assisted-treatment/
https://pcssnow.org/medication-assisted-treatment/


Opioid Use Disorder 

Informed Consent 

Treatment Agreement 

COWS 

Score 

>12 

Time since last dose: 

Short acting >12 hours 

Long acting >24 hours 

Methadone >72 hours 

Give 2-4mg Suboxone SL 

Precipitated withdrawal, 

STOP and administer 

symptomatic control. 

Reassess in 

one hour 

Stable 

Prescribe Suboxone SL 8-16mg daily. 

Arrange followup within 2-3 days. 

Link to recovery support 

Persistent opioid 

withdrawal 

Continue Suboxone 2mg SL every 

two hours as needed until 

withdrawal symptoms imporve up 

to a max dose of  12 mg. 

 

















WHAT IS THE PICTURE NOW? 
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After Syringe Service 

Program: 

Syringe Sharing: 22% 

Disposed of  Syringes Safely: 86% 

PWID using SSP: 86% 

PWID with HIV using SSP: 98% 

 

WHAT IS THE PICTURE NOW? 

Before Syringe Service 

Program: 

Syringe Sharing: 74%  

Disposed of  Syringes Safely: 18% 

 

Reported Drug Injection Behaviors Before and After an HIV 

Outbreak – Indiana, 2016. Sharoda Dasgupta. Poster 

Presentation, HIV and Drug Use Session, March 7, 2018 

 



243 new cases 



58 new cases 

>76% Decline!! 



WHAT IS THE PICTURE NOW? 

Scott County 

Year HIV Tests Total Positive Tests New HIV Cases PLWH 
% of  New 

Indiana HIV 

Cases 

            

2013 0 0 1 23 0.220264 

2014 0 0 1 21 0.194175 

2015 1935 104 157 154 25.2818 

2016 1209 17 21 161 4.142012 

2017 1166 8 8 168 1.462523 

2018 1428 7 7 156   

Over 95% Decline!! 



HOPE 



Thank You to Scott County Artist, 

Brian Johnson, the recovery 

community of Scott County, and… 



• THRIVE: the Scott County Recovery 
Community 

• Get Healthy Scott County 

• CEASe 

• Scott County Health Department 

• My staff  at Foundations Family Medicine  

• Centerstone CMHC and Recovery Centers 

• LifeSpring CMHC 

• Faith Community:  H2O, Backlot H.O.P.E., 
Church of  the New Covenant & Food 4R 
Souls 

• ISDH Division of  HIV/STD/Viral 
Hepatitis 

• Health Foundation of  Greater Indianapolis 

• Damien Center 

• Project ECHO 

• AIDS Healthcare Foundation 

• MATEC 

• American Academy of  Addiction Medicine 

• Great Lakes Addiction Technology 
Transfer Center 

• Weizmann Institute/CHC 

• Indiana Recovery Alliance 

• Chicago Recovery Alliance 

• Indiana Rural Health Association 

• INAcademy of  Family Physicians 

• Indiana Minority Health Coalition 

• Covering Kids & Families 

• Mental Health America Indiana 

• Fairbanks School of  Public Health 

• Indiana University Addictions Grand 
Challenge 

• CDC 

• So many others who have helped 
 

THANK YOU 



Questions??? 

THANK YOU!!! 


