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Overdose crisis continues to expand 
and evolve.

National Drug Overdose Deaths Number Among All Ages, 1999-
2017

Presenter
Presentation Notes
Over the last 20 years, there has been a dramatic rise in drug misuse and addiction. The U.S. opioid epidemic has expanded and evolved from oral ingestion of prescription opioids to injection of illicitly-produced opioids such as heroin and fentanyl, and stimulants such as cocaine and methamphetamine. As a result, sequelae of injection drug use including overdose have surged. In 2017, fentanyl, cocaine, and meth were involved in nearly 75% of overdose deaths. 



Among the 445 opioid-related 
overdose deaths in 2019 in MA where 

a toxicology screen was also 
available, 410 of them (92%) had a 
positive screen result for fentanyl.

Presenter
Presentation Notes
among the 445 opioid-related OD deaths in 2019 in MA where we had a toxicology screen available, 92% of them had a positive result for fentanyl.Anecdotally, I ask all of my patients on the ID consult service what they are using and uniformly when asked if they use heroin, the response is “There is no more heroin, everything is fentanyl.”



Polysubstance use is the rule, not the 
exception.

Reproduced from Barocas et al. DAD. 2019

Presenter
Presentation Notes
Similarly, most patients that I speak to who have SSTIs or endocarditis or vertebral osteo state that they are using a combination of drugs. Many state that they use cocaine along with opioids or meth. Nearly all of them use something in addition to opioids. We think of this as a newer issue, but it’s not. This is work that we did from 2014-2015 data in MA which, as you can see, shows that only 17% of people at that time had opioids alone in toxicology at death.



Stimulant-related deaths in US.

Presenter
Presentation Notes
From 2012 through 2018, the age-adjusted rate of drug overdose deaths involving cocaine more than tripled, and the rate of deaths involving psychostimulants increased nearly 5-fold.



Increasingly stimulants and fentanyl.

Millennium Health Signals Report™ National Drug Use Trends

Presenter
Presentation Notes
Increasingly, in the South and nationally, polysubstance use with fentanyl and stimulants is common. These data show the ten states with the highest UDT positivity rates for each drug. While the data are limited due to the fact that they are UDT, they do give some insight into what is happening in the county. We can see that Kentucky ranks 1st in fentanyl, 4th in meth and 7th in cocaine.



Increasingly stimulants and fentanyl.

Millennium Health Signals Report™ National Drug Use Trends

Presenter
Presentation Notes
Increasingly, in the South and nationally, polysubstance use with fentanyl and stimulants is common. These data show the ten states with the highest UDT positivity rates for each drug. While the data are limited due to the fact that they are UDT, they do give some insight into what is happening in the county. We can see that Kentucky ranks 1st in fentanyl, 4th in meth and 7th in cocaine.



What does this fentanyl/stimulant use 
mean?
• Fentanyl has a shorter half-life than heroin and prescription 

opioids

• Cocaine also has a short half-life

• Can be co-administered (e.g., goofballs, speedballs) or as 
contaminants

• Leading to increased injection frequency

Presenter
Presentation Notes
I recognize that this is a talk for ID providers so it’s important to begin to tie this into our lives a bit more. Fentanyl has a very short half-life—shorter than heroin and nearly all prescription opioids. Cocaine too has a short half-life. As these drugs are increasing co-administered or administered sequentially, this is leading to an increased injection frequency. 



What does this fentanyl/stimulant use 
mean?
• Increased injection frequency is tied to other high risk 

injection practices

• Sharing or reusing injection equipment: needles, syringes, 
cookers, cottons, water

• Not cleaning one’s skin prior to injection

• The result…?

Presenter
Presentation Notes
Increased frequency is tied to other high risk injection practices such as sharing or reusing injection equipment and not using clean or sterile technique prior to injection. The result is increased risk of infection—HIV, HCV, and of course, bacterial and fungal infections.



HIV.
• 10% new HIV cases 

among PWID
• 1 in 26 women/1 in 

42 men who inject
• New HIV outbreaks 

continue to emerge
• In Massachusetts-

Lowell, Lawrence, 
and Boston and in 
Kentucky, 
specifically

Presenter
Presentation Notes
It means more HIV. I’ll start with HIV though we won’t spend a lot of time on it. Just to recap the data: Approximately 10% of new/incident HIV cases are among people who inject drugs. Among people who inject drugs, one in 26 women and 1 in 42 men will contract HIV in their lifetime. In the past decade, outbreaks of HIV among PWID have occurred in multiple states, including Indiana, Washington, Ohio, Kentucky, Florida, Massachusetts, and, most recently, West Virginia. 



People are at risk for more than HIV

Presenter
Presentation Notes
But, if we only focused on the HIV risk then I would be missing a huge opportunity to talk about the other infections that we all see and are becoming or have become a large part of our clinical practice.



Bacterial and fungal infections related to 
drug use dominate my clinical service

Presenter
Presentation Notes
Bacterial and fungal infections are something that we all know from our clinical practice are increasing. This is not news to anyone. Anytime I’m on service at BMC, nearly 70% of my service at any given time has an injection-related infection. I imagine that many of your experience is not difference. So let’s quantify it.



Endocarditis among PWID is 
increasing.

• Proportion of IE 
hospitalizations from IDU-IE 
increased from 7% to 12.1% 
between 2000 and 2013. 

• Significant increase in the 
percentages of IDU-IE 
hospitalizations among 15-
to 34-year-olds (27.1%–
42.0%)

Wurcel et al, OFID. 2016

Presenter
Presentation Notes
Alysse Wurcel at Tufts did this very important study back in 2016 with 2000-2013 data. Keep in mind, fentanyl really hit the scene in MA in 2013 and was not a huge player nationally until 2015. So these data really reflect injection of heroin and prescription opioids. Nonetheless, this graph shows that the proportion of endocarditis hospitalization attributable to injection drug use increased by 5% over that time period with significant increases in the younger populations. 



Endocarditis on the rise.
• Hospitalizations for injection-related infective endocarditis 

increased twelve-fold between 2010 and 2015

Incidence of hospital discharge diagnoses of drug dependence–associated endocarditis, by age group — North 
Carolina, 2010–2015

Fleischauer, MMWR. 2017

Presenter
Presentation Notes
These data from North Carolina are even more startling. Researchers there used administrative data from all hospitals in NC and looked at discharge diagnoses of drug dependence-associated endocarditis. As a note, there is no ICD10 code for injection drug use so if you’re looking for a cause to champion, we could use it. But these researchers found a 12 fold increase in injection-related endocarditis between 2010 and 2015. Not surprisingly, but certainly depressingly, the greatest increases were in 18-25 and 26-40 year olds.



Mortality from endocarditis among 
PWID is increasing.
• Between 1999 and 2016, 

>55,000 deaths from 
endocarditis in the US

• 10% occurred in PWID
• 9% in 1999 to 19% in 2016

• Mortality among PWID 
increased 3 fold 

• Mortality among non-PWID 
increased 1.5-fold

Njoroge et al, JAMA. 2018

Presenter
Presentation Notes
Not only is the incidence increasing among PWID, but so is mortality. As you can see, mortality from IDU-related endocarditis increased from 9% to 19% from 1999-2016--a much larger increase relative to the mortality among non-PWID.



Mortality from endocarditis.
Endocarditis mortality among PWID by age group (1999-2016)

Njoroge et al, JAMA. 2018

The proportion of 
people <35 who died 
of IE rose from 12.4% 
in 1999 to 37.4% in 
2016

Presenter
Presentation Notes
Among PWID who died of infective endocarditis, the proportion of patients younger than 35 years rose-sadly-from 12.4% (n = 31/ 249) in 1999 to 37.4% (n = 279/746) in 2016



Infections among PWID in the fentanyl 
era.

Presenter
Presentation Notes
These data out of Pennsylvania. They show that between 2013 and 2018, the number of hospitalizations—all among PWID--for skin and soft tissue infections increased 91%, osteomyelitis by 73%, bacteremia and sepsis by 253%, and infective endocarditis by 240%. Important to keep in mind here that these are hospitalizations. Many people with SSTIs self treat their infections and do not present to care. Additionally, these data do not include ED visits.



The frightening landscape of IDU-
related infections.
• A growing proportion of IDU-related infections are the 

result of antibiotic resistant organisms.
• Staph aureus is the most common organism in IE
• MRSA infections have more than doubled in this population in 

recent years

• As of June 2019, there were only 42 new antibiotics in 
clinical development with the potential to treat serious 
bacterial infections, none of which indicated for IE 

Presenter
Presentation Notes
I think it’s important to start thinking about the long term trajectories. A growing proportion of IDU-related infections are the result of antibiotic resistant organisms. MRSA tops the list. PWID at 16 times more likely to develop an invasive MRSA infection than non-PWID. MRSA infections among PWID increased from 4.1% to 9.2% between 2011-2016. Unfortunately, a report put out by the Pew Research Center showed that there were only 42 new antibiotics in clinical development with the potential to treat serious bacterial infections. None were indicated for IE.



Presenter
Presentation Notes
So what does the future hold? So where does this leave us and where are we headed? We have a drug epidemic that is increasing injection, without treatments for stimulant use, and without adequate access to treatment for opioid use. A bug epidemic that is increasingly virulent and resistant.



Where is this syndemic headed?

• Reducing Infections Related to Drug Use Cost-
Effectiveness (REDUCE) Model

• Monte Carlo microsimulation model that simulates the natural 
history of injection opioid use in the U.S

• Projects endocarditis and SSTI mortality among persons who 
inject opioids according to injection behavior profile

• Injection behavior profile =  injection frequency (high, low, and 
no current) + injection practices (sharing injection equipment 
and using sterile injection technique)

Presenter
Presentation Notes
To answer this and other questions, I developed a microsimulation model that simulates the natural history of injection drug use for the purpose of projecting IDU-related endocarditis, SSTI, and overdose mortality. It’s a unique model in that it uses injection behaviors: frequency, sharing practices, and skin cleaning practices to make these longitudinal estimates.



Structure of ReDUCE.

Cohort initiation
Sequelae of 

injection drug 
use

Inpatient 
hospitalization

Outpatient 
medical care

Behavioral 
transitions

Mortality, 
costs, QoL

Presenter
Presentation Notes
The basic structure of the model is that individuals progress through a series of modules: 1) cohort initiation, 2) sequelae of injection opioid use, 3) inpatient hospitalization, 4) outpatient medical care, 5) behavioral transitions, and 6) mortality, costs, and quality of life. In these modules, they may receive interventions that can change their injection behaviors and alter their risk of sequelae of opioid use. 
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Presenter
Presentation Notes
The basic structure of the model is that individuals progress through a series of modules: 1) cohort initiation, 2) sequelae of injection opioid use, 3) inpatient hospitalization, 4) outpatient medical care, 5) behavioral transitions, and 6) mortality, costs, and quality of life. In these modules, they may receive interventions that can change their injection behaviors and alter their risk of sequelae of opioid use. 



Inpatient hospitalization module.
Hospital-based service SDU for which service 

applies (eligibility)
Effect in the model

Addiction consult service OD, SSTI, IE, combination Change (increase) probability of linkage to 
outpatient addiction care*

Initiation/continuation of MOUD (e.g., 
buprenorphine)

OD, SSTI, IE, combination change probability of linkage to outpatient 
MOUD. Change probability of transitioning 
between injection frequency states. See 
treatment effect description below.

Overdose education, naloxone distribution 
(OEND)

OD, SSTI, IE, combination Decrease proportion of fatal overdose for X 
subsequent cycles

Skin cleaning education OD, SSTI, IE, combination Decrease probability of unclean injection for X 
subsequent cycles after end of hospitalization

Clean needle distribution OD, SSTI, IE, combination Decrease probability of reuse needles for X 
subsequent cycles after end of hospitalization

ID consult SSTI and/or IE Decrease in-hospital mortality from IE or SSTI 
during active infection;
Allows to access (if available, with offer/accept)  
OPAT

OPAT SSTI and/or IE Decrease hospital length of stay

Presenter
Presentation Notes
Once hospitalized, they can encounter a variety of services, which include: (1) an addiction consultation service, (2) medication for opioid use disorder (MOUD) initiation or continuation, (3) overdose education/naloxone distribution, (4) skin cleaning education, (5) infectious diseases consultation, (6) outpatient parenteral antibiotic therapy. 



ReDUCE Preliminary analyses.
• Modeled cohorts of 1 million individuals of a particular 

injection behavior profile who entered the model at a 
specific age (e.g., 20 years)

• The primary outcome was probability of death from 
injection-related endocarditis by age 60 years. 

• Combined the model-generated estimates with published 
data to project the total expected endocarditis deaths in 
the U.S. 

Presenter
Presentation Notes
i modeled cohorts of 1 million individuals of a particular injection behavior profile who entered the model at a specific age (e.g., 20 years). The primary outcome was probability of death from injection-related endocarditis (IE) by age 60 years. i then combined the model-generated estimates with published data to project the total expected IE deaths in the U.S. 



Probability of death from endocarditis.

Presenter
Presentation Notes
As you can see, mortality from IE was heavily influenced by injection frequency and practices. For example, IE mortality by age 60 years for men and women who begin injecting opioids at age 20 years with high frequency use and higher infection risk practices was 53.8% and 54.4%, respectively; for those with high frequency use and lower infection risk practices was 3.7% for men and 3.8% for women. Similar reductions were seen in the cumulative IE mortality among those with low frequency injection use. Among 20-year-old men and women in that group with higher infection risk practices, cumulative mortality by age 60 years was 44.9% and 45.8%, respectively; it was 2.5% for both men and women with lower infection risk practices. 



Presenter
Presentation Notes
i also looked at Risks of mortality from IE versus other causes varied by injection behavior profile. For men who began injecting at age 20 years, had high frequency use, but had lower infection risk practices, probability of IE mortality was nearly 15 times less than that of overdose by age 60. However, the probability of IE mortality was two times higher than that of overdose by age 60 in the same population who instead had higher infection risk practices. For 20-year-old men who maintained low frequency injection use and had higher risk injection practices, the cumulative mortality from IE was 9 times greater than that of overdose. Similar trends stratified by injection profile were observed in women.



Rise of antibiotic resistant infections.

Presenter
Presentation Notes
One of the deterministic analyses that this group might be interested in was when we varied the efficacy of antimicrobials against increasingly multi-drug resistant organisms. These are paired off—base case and SA—for each of the injection behavior profiles. Red is IE, green is OD, blue is other drug related causes, and purple is non drug related. As you can see, in the scenario in which we have more virulent infections/antimicrobial resistance, IE deaths go down or stay the same, but other drug related goes up—this is because it includes SSTI. This makes sense—SSTI will be a greater cause of death. 



What does the future hold?

• The predicted population-level attributable fraction of 10-
year mortality for endocarditis was 20%

• Assuming a prevalence of 2.6% of people who have ever 
injected opioids in the US, 257,800 people who inject 

opioids are expected to die from endocarditis by 2030.

Presenter
Presentation Notes
i used model generated cumulative IE mortality for each sex, age, and injection behavior profile stratum to derive the expected total number of injection opioid-related IE death by 2030 in the United States. i found that the predicted population-level attributable fraction of 10-year mortality for IE was 20%. Overdose was 32%, as a comparison. I estimated future burden of IE death by multiplying the projected mortality rate by the estimated number of people who inject opioids. Assuming a prevalence of 2.6% people who have ever injected opioids in the U.S., 257,800  people in that population are expected to die from IE by 2030.  



What role can we have as ID 
providers?

Presenter
Presentation Notes
With a present and mounting crisis on our hands. We can feel powerless. We can feel like our job is to treat the infection and move on. But I’m here to beat the drum that there is always something that can be done and that it doesn’t take much.



Hospitalization is a unique opportunity 
to both treat opioid use disorder and 

prevent the infectious and other 
medical complications of injection 

opioid use

Presenter
Presentation Notes
In the remaining part of this talk, I hope to convince you that hospitalization for these infections is a unique opportunity to treat the infection, prevent new infections, and treat the underlying drug use disorder. The ask is small to all of you, but the potential upsides are large.



Hospitalization and access to MOUD

• Many participants were interested in starting MOUD in the 
hospital and felt that it improved the quality of care

• “When I went to [another hospital], they did not have doctors 
who are allowed to prescribe that [suboxone] and I was out of 
luck. So then, here, I found [you] have a doctor who could 
prescribe me methadone or suboxone. That’s awesome. It may 
not be for everybody.”

Velez et al, JGIM. 2017

Presenter
Presentation Notes
Qualitative studies like this one out of OHSU demonstrate that people are interested in starting MOUDs in the hospital. Many feel like they are motivation. It turns out that death can be very motivating for people. 



OPAT + BUP
• The average length of hospital stay for OPAT participants was 

22.4 days compared to 45.9 for UC participants.
• All participants (100%) completed the recommended course 

of IV antibiotic therapy.
• For the 12 weeks posthospital discharge, the proportion of 

urine samples negative for illicit opioids was significantly 
greater in OPAT participants compared to UC participants

• Retention in outpatient treatment, measured by the proportion 
attending at least weekly outpatient physician visits, was similar 
in both groups

• OPAT participants reported no desire to inject in the indwelling 
catheter

Fanucchi et al. CID, 2020.

Presenter
Presentation Notes
Early studies have shown that patients do very well when we treat their infections AND their OUD at the same time. This RCT done by Laura Fanucchi at the Univ of Kentucky placed some people in UC which was IV antibiotics inpatient and some were given OPAT and BUPE. As you can see, the findings were quite encouraging. Average length of stay for OPAT patients was significantly shorter. All completed their IV therapy. More OPAT patients had drug free urines. Retention was better. And no one wanted to inject into their line.



MOUDs and Endocarditis

Barocas et al., CID. 2020

• MOUD within 30 days of 
discharge for endocarditis:

• Decreased opioid-related 
overdose rates

• Decreased one-year 
rehospitalization

Presenter
Presentation Notes
Recently, we performed a retrospective cohort study using a large commercial health insurance claims database of persons 18 years and older to look at MOUDs within 30 days of hospital discharge and those who are not.The opioid-related overdose rate among those who did receive MOUDs in the 30 days following hospitalization was lower than among those who did not (5.8 per 100 person-years vs. 7.3 per 100-person years). And the rate of one-year rehospitalization among those who received MOUDs was also lower than those who did not (162.0 per 100 person-years vs 255.4 per 100 person-years.



MOUDs and SSTI

• The incidence of 30-day rehospitalization was higher in the 
MOUD group compared to no MOUD (35.9 vs 27.5 per 100 
person-30 days)

• One-year SSTI recurrence was lower (10.3 vs 18.7 per 100 
person-years).  

Presenter
Presentation Notes
We performed a very similar analysis among persons hospitalized for SSTI. But in this analysis we looked at 30-day and 1-year 1) all-cause rehospitalization and 2) recurrent SSTI.Interestingly, 30 day rehospitalization was higher in the MOUD group and one-year SSTI recurrence was lower. A couple hypotheses for these findings: MOUD initiation may, in fact, result in a short-term increase in healthcare utilization. For many OUD patients, MOUD allows for stabilization of their use disorder which can allow to better engage in healthcare and give them an opportunity to prioritize getting medical care for their co-morbidities. This effect may be seen in the short-term when there is overlap between MOUD initiation and rehospitalization. But also, MOUD initiation often does not occur in isolation and without discussion of other principles of harm reduction such as using sterile injection practices, not reusing injection equipment. These harm reduction practices can decrease the likelihood of injection-related infections. So those who received MOUDs also likely received some other harm reduction education which would lead to decreased recurrent infections over time. 



A long way to go!

• Despite patient willingness and evidence of improved 
outcomes, treatment is uncommon

• Less than 6% of people received MOUDs in the 30 days 
following their index hospitalization for endocarditis

• Only 5.5% of people received MOUDs in the month 
following their index SSTI hospitalization

Presenter
Presentation Notes
These studies are far from perfect but we do know that there is a lot of room for improvement. In our studies, we found no more than 6% of people had received MOUDs following their infection. This is in line with previous literature which puts it at <12% following hospitalization. 



A long way to go!

• A study of ID physicians on the availability of addiction 
services and role of ID providers

• 22% reported that their hospitals provided a dedicated 
multidisciplinary addictions service. 

• These respondents were significantly more likely to 
“agree/strongly agree” that ID physicians should actively 
manage SUD than were physicians whose facilities did not 
provide a dedicated service

Rapoport, OFID. 2018.

Presenter
Presentation Notes
There are a lot of reasons for this-but one is the lack of providers who are willing to prescribe MOUDs or engage in harm reduction counseling. A study by Alison Rappaport here in Boston of ID physicians on the availability of addiction services and role of ID providers22% reported that their hospitals provided a dedicated multidisciplinary addictions service. These respondents were significantly more likely to “agree/strongly agree” that ID physicians should actively manage SUD than were physicians whose facilities did not provide a dedicated service



Buprenorphine among ID providers

• Though nearly half of respondents felt that ID providers 
should actively manage SUD

Only 3% reported being waivered to 
prescribe buprenorphine.

Rapoport, OFID. 2018.

Presenter
Presentation Notes
And I think this slide speaks for itself. Though nearly half of respondents felt that ID providers should actively manage SUD only 3% are waivered to prescribe. 



Beyond buprenorphine.

• Harm reduction is an approach to care that aims to 
nonjudgmentally determine where a person is with 
respect to motivation for behavior change and to offer 
them care to improve their health, starting at that point.

Presenter
Presentation Notes
As much as I would like everyone on this call to begin prescribing buprenorphine (and I promise, it’s easier than prescribing foscarnet or colistin which I know you all do), there are other ways that you can be an active participant. patients benefit from harm reduction services. All that harm reduction is is an approach to care that aims to nonjudgmentally determine where a person is with respect to motivation for behavior change and to offer them care to improve their health, starting at that point. We do this all the time many of the diseases we already treat.



Beyond buprenorphine.

• Harm reduction services
• access to sterile injection equipment
• educated on safer injection practices (e.g., cleaning skin, using 

sterile water, heating cookers)
• receive naloxone and overdose education. 

• Implementation of harm reduction education in the 
hospital or helping patients to link to syringe service 
programs (SSPs) at discharge may help reduce the risk of 
repeat infections. 

Presenter
Presentation Notes
In the context of drug use, harm reduction services can include those that focus on ensuring that patients have access to sterile injection equipment, that they are educated on safer injection practices (e.g., cleaning skin, using sterile water, heating cookers), and that they receive naloxone and overdose education. Implementation of harm reduction education in the hospital or helping patients to link to syringe service programs (SSPs) at discharge may help reduce the risk of repeat infections and fatal overdoses. 



What we need.

• Low-barrier access to MOUD and harm reduction services

• Comprehensive inpatient treatment package

• Co-located treatment for SUD and drug use-associated 
infections

Presenter
Presentation Notes
OUD is a chronic relapsing disease and one-time receipt of medications or harm reduction education is not sufficient. Many people experience multiple relapses and re-initiate MOUDs numerous times. We need to develop a comprehensive inpatient treatment package at the time of endocarditis that includes infectious diseases and addiction medicine consultations, initiation of MOUD, linkage services to outpatient addiction care, and social work involvement to help address underlying social and structural issues such as homelessness, untreated mental illness, and co-occurring substance use disorders that are often barriers to retention and recovery We also need an integrated approach in the outpatient setting that involves co-located treatment for both the substance use disorder and the drug use-associated infections. 



Little things.

• Do at least one of the following:
• Carry naloxone
• Distribute naloxone at your ID clinic/on your ID consult service
• Make recommendations for harm reduction/MOUDs in your 

consult and clinic notes
• Counsel patients regarding skin cleaning, not reusing equipment
• Provide resources for safe injection technique
• GET WAIVERED!

Presenter
Presentation Notes
We can’t all be Sarah Wakeman. But there are things that each of us can do. This list is by no means a comprehensive list, but it is one that you can use to move the needle. These are SIMPLE actions that you and your division can do to be more than the antibiotic prescriber.I ask that you do at least one of the followingCarry naloxoneDistribute naloxone at your ID clinic/on your ID consult serviceMake recommendations for harm reduction/MOUDs in your consult and clinic notesCounsel patients regarding skin cleaning, not reusing equipmentProvide resources for safe injection techniqueGET WAIVERED!We are at a pivotal moment in the drug epidemic in the U.S. As we desperately attempt to decrease the staggering number of overdose deaths, we know there is so much more. Much of what we see beyond overdose is infection—HIV, HCV, and bacterial and fungal infections. As a result, we as ID providers need a paradigm shift in our clinical approach such that we treat this as the intertwined and entagled syndemic that it is. We cannot treat one with out treating the other.



Closing thoughts.

• "When the history of AIDS 
and the global response is 
written, our most precious 
contribution may well be 
that, at a time of plague, 
we did not flee, we did not 
hide, we did not separate 
ourselves." 

• Dr. Jonathan Mann (1998)

Presenter
Presentation Notes
I’ll leave you with this thought from Dr. Jonathan Mann, the great AIDS activist and pioneer in the field. He said, "When the history of AIDS and the global response is written, our most precious contribution may well be that, at a time of plague, we did not flee, we did not hide, we did not separate ourselves." This epidemic is no different – it is ours too.
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