Deconstructing Silos
in West Virginia:
Breaking Down
Barriers Between HIV,
Substance Use Disorder,
and Viral Hepatitis Care.
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Executive Summary
A variety of economic and social factors have long impacted public health in West
Virginia, leading to negative health outcomes. This situation has been further
aggravated by the state’s opioid addiction crisis, leaving many West Virginia
counties vulnerable to outbreaks of Viral Hepatitis and HIV. While the state has had
consistently high rates of drug overdose deaths, Hepatitis B (HBV) and Hepatitis C
(HCV) diagnoses, it was once considered a “low-incidence state” for HIV infections.
Yet West Virginia now faces a syndemic of Substance Use Disorder (SUD), Viral
Hepatitis (VH), and HIV. These linked crises have been treated as separate epidemics,
resulting in entrenched silos in testing, treating, and linking patients to services for
HIV, SUD, and VH.
Among the primary issues West Virginia faces as it confronts the SUD/VH/HIV
syndemic are:
• Inadequate public access to basic services, testing, treatment, and health
information
• Insufficient public health staff and infrastructure (further strained by the
COVID-19 pandemic)
• Transportation issues
• A legislative Opioid Treatment Program (OTP) Moratorium, which limits
Medication-Assisted Treatment for SUD
To effectively combat the syndemic, West Virginia must address these issues in
a way that includes and incorporates input and buy-in from community members,
community organizations, and health service providers.
The OTP Moratorium imposed by the state legislature has hampered West Virginia’s
ability to combat its opioid addiction crisis and left much of the state without
adequate SUD treatment options. A survey conducted by the Community Education
Group (CEG) revealed that even people conversant with SUD issues are mainly
unaware of the OTP Moratorium and the limits it imposes on SUD treatment, though
respondents overwhelmingly agreed that the number of OTP facilities in West
Virginia was insufficient to combat the state’s opioid addiction crisis. CEG therefore
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recommends a statewide education and media campaign to education people about
the OTP Moratorium, along with continued grassroots advocacy engaging local and
state elected officials, with the goal of repealing the OTP Moratorium.
Another key intervention point is making sure that testing and linkage to care are
available in SUD facilities. Currently most SUD treatment facilities in West Virginia do
not conduct testing for HIV, HBV, or HCV—despite the fact that those facilities treat
the population most at risk for contracting HIV and Viral Hepatitis—People Who Use
Drugs (PWUD) and People Who Inject Drugs (PWID). CEG recommends educating
SUD providers about HIV and Viral Hepatitis testing, and identifying and addressing
service and linkage gaps.
Expanding and broadening Harm Reduction programs in West Virginia will also aid in
addressing the SUD/VH/HIV syndemic. Harm Reduction efforts have been hampered
by political opposition that ignores their effectiveness. CEG recommends expanding
access to Harm Reduction programs throughout the state, developing educational
campaigns, and training public health advocates.
Since West Virginia leads the nation in Viral Hepatitis diagnoses, it will be necessary
to shift the public health conversation to include all Hepatitis strains, and to develop
an all-inclusive Viral Hepatitis elimination strategy. CEG recommends seeking
funding opportunities and expanding vaccination services, testing, surveillance, and
treatment throughout the state. Barriers to treatment in West Virginia’s Medicaid
program should also be eliminated.
The rate of new HIV diagnoses in West Virginia has been rapidly increasing since
2017. The state lacks testing and surveillance infrastructure, and neither the federal
nor state government has adequately funded HIV testing and surveillance, especially
among PWID. This perpetuates a cycle wherein official estimates of HIV incidence do
not match the reality on the ground. CEG recommends increased testing, surveillance,
treatment, and access to services such as Housing Opportunities for People With
AIDS (HOPWA).
Addressing West Virginia’s SUD/VH/HIV syndemic will require a determined and
organized effort to counter the trend of silos in testing, treatment, and linkage to care
and services. CEG’s recommendations comprise a strategy for deconstructing those
silos, and we invite and urge West Virginia’s health service providers, communitybased organizations, advocates, and impacted individuals to join us in pursuing this
strategy so that we may improve health outcomes and people’s lives.
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Public health in West Virginia has suffered for decades
due to numerous challenges, including Brown Lung, Black Lung, water

contamination, and low educational attainment, to name a few. This has led to the
state’s ranking as first in the nation for the prevalence of poor physical health, poor
mental health, and activity limitations due to poor physical or mental health (Division
of Health Promotion and Chronic Disease, 2018).

West Virginia 2020
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West Virginia is also among the states with the highest rates of poverty, a key
indicator of negative health outcomes.

Age (% > 65 years)

19.4%

Race (% white)

93.6%

Ethnicity (% Hispanic)

1.6%

Disability (% < 65 years)

14.4%

Median Household Income $44,061
Proportion in Poverty

19.1%

High School Graduate

85.9%

Why are these
statistics important?
Statistics like age, sex, income and
education are part of the Social
Determinants of Health.
These factors have been shown to
affect a person’s health outcomes.
Understanding these factors can help
organizations like the West Virginia
Bureau for Public Health improve
health for each citizen of our state.

In November 2016, a report published in The Journal of Acquired Immune Deficiency
Syndromes identified 220 counties across 26 U.S. states as being vulnerable to an
HCV and/or HIV outbreak. This study, by a researcher who worked for the CDC, was
conducted in response to the 2015 HIV outbreak in Scott County, Indiana, in which
181 persons were diagnosed with HIV between November 2014 and November 2015.
Of those, 92.3% were co-infected with HCV (Peters, Pontones, Hoover, et al., 2016)—
an important point for providers and communities operating without a continuum
of care. The study used a set of six indicators: drug overdose deaths, prescription
opioid sales, per capita income, white/non-Hispanic ethnicity, unemployment,
and buprenorphine prescribing potential by waiver (Van Handel, Rose, Hallisey, et
al., 2016).
When this list was published, states where vulnerable counties were identified asked
themselves, “Who is going to be the next Scott County?”
In 2018, we received that answer: West Virginia.
Of the 220 counties identified in this study, 28 were in West Virginia—over half of the
55 counties listed. Even in 2016, West Virginia was arguably the location ripest for
a repeat of the Scott County outbreak, which was inextricably linked to that region’s
deeply entrenched opioid addiction crisis.
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In 2016:
• West Virginia led the nation in Drug Overdose Deaths, with a rate of 52.0 (per
100,000), compared the next-highest rate in Ohio of 39.1 and the national rate of 19.8
(Centers for Disease Control and Prevention [CDC], 2020a)
• West Virginia led the nation in Hepatitis B (HBV) diagnoses, with a rate of 14.6,
compared to the next-highest rate in Kentucky of 5.0 and the national rate of 1.0
(CDC, 2020d)
• West Virginia had the second-highest rate of Hepatitis C (HCV) diagnoses, with a
rate of 5.1 compared to the highest rate in Massachusetts of 6.1 and the national
rate of 1.0 (CDC, 2020e)

Also, in 2016, West Virginia’s rate of new HIV infections was one of the lowest in the
nation: 3.7 compared to the national rate of 12.3. By every measure, West Virginia
was, and has always been considered, a “low-incidence state” (CDC, 2019a). As a
result, West Virginia has consistently been excluded—both implicitly, and explicitly—
from funding opportunities to establish, increase, and expand HIV testing and
surveillance. Comparatively, West Virginia is one of only 14 jurisdictions to receive
funding from the Centers for Disease Control and Prevention (CDC) for Viral Hepatitis
surveillance (CDC, 2019b)
This disparity in funding opportunities is an excellent example of the underlying
issue in West Virginia: the HIV, Substance Use Disorder (SUD), and Viral Hepatitis
(VH) crises are funded, treated, and confronted as three separate epidemics when, in
fact, they are so interrelated that they constitute a single syndemic. This has resulted
in the creation of entrenched silos in testing, treating, and linking patients to services
for HIV, SUD, and VH across the healthcare landscape as it exists in West Virginia.
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Identifying West Virginia’s Primary Issues
West Virginians, perhaps more than residents of any other state in the Appalachian
Mountain region, face myriad access issues: access to basic services, access to
testing, access to treatment, access to broadband, and access to information.
Throughout the state, West Virginians lack access to basic services. Many must
travel 30 miles or farther to reach the nearest grocer (if a fresh grocer is available at
all), the nearest dentist, or the nearest doctor. This paucity of basic services has a
significant impact on the availability of HIV and Viral Hepatitis testing.
In a majority of counties, the only HIV, Sexually Transmitted Disease/Infection (STD/
STI), and Viral Hepatitis (VH) testing resources listed in the official STD and HIV
Services and Resource Manual published by the West Virginia Department of Health
and Human Resources are those provided by the County Health Department (CHD).
In fact, only one location listed as providing HIV or STD testing—Milan Puskar Health
Right (Morgantown, WV)—is not a CHD (WV DHHR, 2020a).
This model for testing provision is problematic, as many CHDs in West Virginia are
insufficiently staffed to provide the type of testing and surveillance needed to combat
West Virginia’s syndemic. In addition to healthcare services, CHDs in West Virginia
are also tasked with protecting communities from environmental health risks, and
with inspecting houses, institutions, recreational facilities, sewage and wastewater
facilities, and drinking water facilities (West Virginia Center for Local Health, n.d.). Of
the 28 counties identified in the Van Handel report, 10 responded to CEG that they
had 7 or fewer total employees:

Hancock

Number of employees per county health department:
Boone

3

Brook

7

Clay

5-6

Hancock

5

Lincoln

6

Mason

4

Nicholas

3 Full-Time, 3 Part-Time

Webster

2 Full-Time, 3 Part-Time

Brooke

Wetzel
Tyler

Mason
Webster

Clay
Nicholas
Lincoln
Boone

Tyler & Wetzel 3 shared between the two counties
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Beyond concerns around access to testing, there exist further concerns around
availability of treatment and supportive services. What good is it to simply test a
patient without linking them into treatment in the case of a positive result? For
rural West Virginians, accessing even basic services may require long trips into the
state’s few urban centers; accessing specialty care services, such as those currently
required to treat HIV, Substance Use Disorder, and Viral Hepatitis, will absolutely
require significant travel.
West Virginia has the highest rate of Drug Overdose Deaths in the United States with
a rate of 51.5 in 2018 compared to the National Rate of 20.7 (CDC, 2020a). Of the
856 recorded Drug Overdose Deaths in 2018, 702 (82%) deaths were Opioid-Involved
(National Institute on Drug Abuse [NIDA], 2020a). In addition to having the highest
rate of overall overdose deaths, West Virginia also has the highest rate of OpioidInvolved Overdose Deaths, with a rate of 42.4 compared to the national rate of 14.6
(NIDA, 2020b).
Despite these rates, access to SUD treatment in West Virginia, particularly using
Medications for Opioid Use Disorder (MOUDs), is highly limited. West Virginians
seeking treatment for SUD are beset with barriers to services, including geographic,
location, distance, cost, availability of treatment beds, and even legislative barriers.
While little can be done to change the geographic barriers that exist in the only state
that sits entirely within the Appalachian Mountain range, we can address the others.
West Virginians seeking treatment for SUD also face a lack of access to treatment
options. The prescribing of Medications for Opioid Use Disorder (MOUDs) is already
restricted by federal regulations, but West Virginians face an additional hurdle: the
OTP Moratorium.
In 2007, the West Virginia Legislature enacted the Medication-Assisted Treatment
Program Licensing Act (§16-5Y-12), also known as the Opioid Treatment Program
(OTP) Moratorium. This moratorium locked in place the number of federally recognized
Opioid Treatment Programs that can prescribe methadone, the most commonly used
MOUD, limiting it to a total of nine locations. Additionally, access to the second-most
popular MOUD, suboxone, is hindered by a complex and prohibitive process that
limits the number of providers who can prescribe the drug, the number of patients
they can treat, and their ability to do so without multiple physicians being involved
in that process. In addition, only a few of the Medication-Assisted Treatment (MAT)
sites screen for HIV/HCV.

When the COVID-19 Pandemic hit the United States, the federal government began
relaxing many of the restrictions that prevented treatment for HIV, HCV, and SUD from
being offered via telehealth services. With those standards relaxed, providers across
5
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the nation began expanding their services to include telemedicine/telehealth visits.
This was the hope for many West Virginians; telehealth is part and parcel of many
of the plans put forth by state agencies to combat the state’s various health crises.
We have quickly learned, however, that most West Virginians lack access to fast
enough broadband speeds to support even a standard video conference call or
meeting, much less the 50-100 Mb/s (Megabits/second) speeds required to support
telehealth services. Moreover, the majority of these state plans fail to take into account
the availability of sufficient broadband access, or the affordability of broadband, and
virtually none of them provide the funds needed to expand broadband in a way that
could make their plans workable.
West Virginians also lack access to accurate, timely, and effective information
about health conditions and risks, the availability of resources near their location, or
whom to contact to even begin addressing their needs. State and local government
websites, where people might go to find services and locations, vary widely in terms of
the information provided, the accessibility of that information, and user-friendliness.
Broken links and outdated information abound, and data reports across numerous
sites are many years older than those facing a two-year data lag.
In order to effectively combat West Virginia’s HIV, SUD, and Viral Hepatitis syndemic,
we must address these access issues, and we must do so in a way that incorporates
input and buy-ins from community members, organizations, and providers, alike.
The following is CEG’s vision for this process.
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A. Opioid Treatment Program Moratorium
Priorities & Strategies
In 2007, the West Virginia Legislature acted in response to public and political outcry
about the presence and perceived menace of methadone clinics:
There is a moratorium on the licensure of new opioid treatment programs which
do not have a certificate of need as of the effective date of the enactment of this
section during the 2016 regular session of the Legislature which shall continue
until the Legislature determines that there is a necessity for additional opioid
treatment programs in West Virginia. (Medication-Assisted Treatment Program
Licensing Act, 2007/2016)
When the OTP Moratorium was passed in 2007, West Virginia’s rate of drug overdose
deaths was 22.1 (Centers for Disease Control and Prevention WONDER Online
Database, 2020), nearly double the national rate of 11.9. With that rate of overdose
deaths, nine methadone facilities may have been sufficient to deal with the number
of People Who Use Drugs (PWUDs) seeking treatment for OUD.
Unfortunately, the number of overdose deaths did not remain stable; it more than
doubled, and then fell only marginally (Table 1).

Table 1
Overdose Deaths, Population, and Crude Rates for West Virginia
Compared to the National Rates, 2007-2018
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With this sharp increase, having only nine OTPs (as defined by the federal
government) authorized to prescribe methadone as part of MAT quickly became, and
remains, insufficient to combat West Virginia’s opioid addiction crisis. In an attempt
to ameliorate this lack of treatment availability, the state received funds through
SAMHSA’s State Targeted Response (STR) grant.
This funding led to the adoption of a hub-and-spoke model of licensing providers
to prescribe buprenorphine/naloxone (Suboxone) to patients seeking treatment for
SUD. Using the hub-and-spoke model, the goal was:
…to develop regional hubs that can independently and comprehensively treat
patients with OUD in their local community. The regional hubs, in turn, would
lead MAT expansion in their local areas by training and mentoring spokes that
can independently and comprehensively treat patients with OUD in their local
community. Neither the hubs [nor] the spokes in the WV model are federallycertified [sic] opioid treatment programs. (Winstanley, Lander, Berry, et al., 2019)
In order to accomplish this goal, the COAT program was seated on West Virginia
University’s Morgantown campus, which served as the Coordinating Center for the
STR-funded expansion of MAT. The potential hubs were identified based on facilities
that had already participated in the WV Project Extensions for Community Healthcare
Outcomes (Project ECHO) MAT training that began in 2017 (Winstanley, et al., 2019),
and 5 hubs were finally selected, 7 spokes identified, and an additional 4 spokes left
open for future participation.
If the goal was to expand SUD treatment throughout the state, however, the end result
was limited (Figure 1):

Figure 1
The Locations of the Hubs & Spokes that Have
Received Waivers to Prescribe Buprenorphine/
Naloxone and the Existing Opioid Treatment
Programs Licensed to Prescribe Methadone

As shown on the map, much of
the state is still under- or unserved
for SUD treatment options.

SUD Hub
SUD Spoke
OTP Facility

5
11

CEG’s Survey Findings
In June 2020, CEG approached the West Virginia Governor’s Advisory Council
on Substance Abuse and Treatment (referred to in this report as the Council) to
discuss the Moratorium. The Council initially responded favorably, with seemingly
unanimous support for making an official recommendation to the Governor and
to the state legislature that the Moratorium be overturned. At the next meeting in
August 2020, however, the Council informed CEG that they would not be making this
official recommendation, and instead recommended that CEG approach overturning
the Moratorium by grassroots advocacy.
In response to this call to action, CEG developed the West Virginia Opioid Treatment
Program Moratorium Survey, which covered a wide variety of topics. After analyzing
the 73 valid responses, CEG discovered the following:
• Only 35.6% (n=26) were aware that §16-5Y-12 even existed;
• Only 43.8% (n=32) knew that there are only 9 licensed Opioid Treatment Programs
legally allowed to prescribe methadone as Medication-Assisted Treatment in the
state of West Virginia;
• Respondents overwhelmingly agreed that the number of OTP facilities in West
Virginia was insufficient to combat West Virginia’s staggering opioid addiction
crisis and that the state government is ineffectively combating said crisis;
however…
• Only 69.9% (n=51) agreed that the OTP Moratorium should be repealed, with
another 16.4% (12) having no opinion.
These findings indicate the need for a broad education campaign about the
existence and ramifications of §16-5Y-12, and that, once informed, there is likely a
not-insignificant percentage of West Virginians who may be able to be moved one
way or the other on the topic, depending on how the information is presented.

OTP Moratorium and MUOD Access Recommendations:
1) Develop and Disseminate a Statewide Education & Media Campaign About
the OTP Moratorium
The West Virginia Opioid Treatment Program Moratorium Survey found that nearly
two thirds of participants were unaware of the existence of the OTP Moratorium.
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CEG’s distribution strategy included sending the survey to many organizations and
individuals who are already professionally, politically, or personally engaged in the
issue of SUD in West Virginia, making this finding all the more distressing. If people
who already advocate for positive changes to SUD treatment are unaware of one of
West Virginia’s biggest roadblocks, it is safe to assume that the general population is
even less aware of the OTP Moratorium.
In order to remediate this information gap, CEG is recommending the development
of educational campaigns for distribution throughout West Virginia via social media,
print and digital media, and radio and television media. This three-pronged approach
to issue education is shown to be effective for different demographic groups, and
CEG recommends engaging with advertising and public relations consultants to
develop these media in order to find the best, most cost-effective approach.
2) Develop Outreach Strategies Tailored to Specific Audiences
While an overwhelming majority of respondents agreed that West Virginia is facing
an unprecedented opioid addiction crisis, the basic principles of advocacy dictate
that different messages work for different audiences. In order to engage a variety
of audiences about the OTP Moratorium, CEG recommends the development of
outreach strategies targeting four primary demographics: Providers, CommunityBased Organizations, Consumers, and People Who Use Drugs.
Tailoring these outreach efforts will allow CEG to build a broader coalition of
community members, businesses, providers, and elected officials in order to advocate
on the topic of the OTP Moratorium.
3) Continue to Develop a Grassroots Advocacy Campaign
While distributing the survey and organizing the West Virginia Statewide Stakeholder
Coalition (WVSSC) were important first steps, CEG recommends that those efforts be
continued and expanded through the remainder of 2021, and beyond. This will likely
be necessary given that the OTP Moratorium has been in place since 2007, despite
the growing need for its repeal.
CEG will continue to host and coordinate the activities of the WVSSC, which will
include an issues advocacy training component, asking its members to engage with
the public, other organizations, and elected officials not only on the OTP Moratorium,
but on issues related to HIV and Viral Hepatitis as well. As part of its forthcoming
TREAT Initiative, CEG will work to develop an advocacy curriculum that will teach
various stakeholder types how to better advocate with different types of audiences.
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4) Engage Local and State Elected Officials
Ultimately, any full or partial repeal of the OTP Moratorium must occur in the West
Virginia Legislature. In order to make this happen, CEG, the WVSSC, and community
members must engage more effectively with local and state elected officials on the
matter.
Previous attempts within the legislature to overturn §16-5Y-12 have been led
by members of both major political parties, which indicates that this issue is
bipartisan. There must therefore be avenues and opportunities for positive political
engagement toward repealing the OTP Moratorium. CEG and the WVSSC, along with
any consultants and professionals hired for these purposes, must work to develop
a strategic plan to engage elected officials throughout West Virginia, not just in its
bicameral legislature, but on the local level. The more municipal and county leaders
CEG can positively engage, the better chance we stand to secure either a partial or
full repeal of the Moratorium.

5) A Full Repeal of the OTP Moratorium (§16-5Y-12)
The ideal result of CEG advocacy efforts would be a full repeal of §16-5Y-12, which
would allow the state licensing body to resume granting Certificates of Need to new
Opioid Treatment Programs. With the Moratorium repealed, CEG and the WVSSC, in
conjunction with the appropriate state and federal entities, would work to encourage
existing providers and facilities to consider applying for CONs and federal licensure
to begin offering methadone as part of MAT regimens in their existing practices. We
would also work to identify prospective providers and organizations that would be
willing to explore opening new OTP facilities in underserved parts of West Virginia.
6) A Partial Repeal of the OTP Moratorium
Should a full repeal prove initially untenable, CEG recommends advocating for a
partial repeal of §16-5Y-12. A partial repeal could include a variety of workarounds
that would allow MAT expansion throughout the state:
• Creating a new class of Certificates of Need that would allow the expansion
of methadone prescribing to local providers in consultation with existing CON
holders, similar to the hub-and-spoke model currently used for buprenorphine/
naloxone prescribing;
• Expanding the existing hub-and-spoke model used for buprenorphine/naloxone
prescribing privileges by making easier the process through which providers
must currently go in order to receive prescribing privileges;
5
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• Modifying §16-5Y-12 to allow existing CON holders to expand their operations
to secondary, tertiary, etc. satellite locations in order to increase the number of
available treatment beds and reduce waiting lists for methadone-based MAT
regimens;
• Modifying §16-5Y-12 to allow for provisional CON granting as part of pilot
programs to see if expanding methadone availability has a net positive effect
over a prescribed period of time.
The above list is just a handful of examples, and is by no means exhaustive
or inclusive of all potential tactics. CEG recommends that ideas be solicited
from state officials, healthcare providers, community-based organizations, and
community members alike.
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B. Testing and Linkage to Care in SUD Facilities
Priorities & Strategies
According to the most recent National Survey of Substance Abuse Treatment
Services (N-SSATS) report from the Substance Abuse and Mental Health Services
Administration (SAMHSA), a majority of SUD treatment facilities in West Virginia
routinely fail to screen and/or test for either HIV or Viral Hepatitis. Of the 116 West
Virginia facilities surveyed by SAMHSA:
• Only 32.8% of SUD treatment facilities in the state of West Virginia conduct
HIV testing;
• Only 37.1% of SUD treatment facilities in the state of West Virginia conduct
HBV testing;
• Only 38.8% of SUD treatment facilities in the state of West Virginia conduct
HCV testing (SAMHSA, 2020).
The lack of testing availability in facilities designed to treat the population most at
risk for contracting HIV and Viral Hepatitis—People Who Use Drugs (PWUDs) and
People Who Inject Drugs (PWIDs)—may be due to a lack of linkages to care for those
conditions. This lack of linkages does not exist solely because of an inadequate
number of specialist providers, but also because many of these relationships have
simply not been sought, agreed upon, and fostered.

Working to Expand Testing and Linkage to Care
In response to West Virginia’s exclusion from a recent Notice of Funding Opportunity
(NOFO) released by the Centers for Disease Control and Prevention (CDC), CEG
requested a meeting with leadership at a variety of federal administrative agencies.
This included a meeting with SAMHSA, which led to the agency sending an official
letter reminding and encourage SUD facilities that increasing testing should be
considered part of the continuum of care for People Who Use Drugs (PWUDs) and
people seeking recovery services.
With this letter working its way through SAMHSA for final approval, CEG makes the
following recommendations:
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HIV and Viral Hepatitis Testing and Linkage
in SUD Settings Recommendations:
1) Educate SUD Providers About the Importance of HIV and Viral Hepatitis Testing
CEG, in concert with the West Virginia Statewide Stakeholder Coalition (WVSSC)
and the Rural Health Service Providers Network (RHSPN), will begin a three-pronged
approach to educating SUD providers about incorporating HIV and Viral Hepatitis
testing into their routine service provision:
• Work with federal, state, and local government agencies to release HIV and
Viral Hepatitis testing guidance to all providers and facilities offering treatment
for SUDs, focusing on the high rates of transmission among PWUDs and PWIDs;
• Work with public and private partners to curate, establish, and publicize a
calendar of regular training and technical assistance sessions on topics that
include, but are not limited to, Patient Advocacy, Treatment Advocacy, basic
science of HIV and Viral Hepatitis, Capacity Building, Establishing Linkages to
Care, etc.
2) Identify Service and Linkage Gaps and Create Opportunities for Linkages
• Continue to expand participation in the West Virginia Statewide Stakeholder
Coalition by increasing outreach and relationship building with SUD providers
and facilities. CEG and the WVSSC may do this by establishing, building, and
leveraging relationships with SUD-related pharmaceutical partners who have
existing access to providers and facilities;
• Continue to expand CEG’s West Virginia Statewide Resource Guide to further
identify HIV, SUD, and Viral Hepatitis resources and services, use those data to
identify where linkages can be made, and make introductions between provider
types to allow them to hopefully begin building relationships, partnerships, and
linkages to care.
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C. Expanding and Broadening Harm Reduction
in West Virginia
Priorities & Strategies
In 2014-2015, one of the indicators that led officials to begin testing for HIV in Scott
County was a sharp increase in new HCV diagnoses. Of the 181 people diagnosed with
HIV in Scott County from November 2014 to November 2015, 92.3% were co-infected
with HCV (Peters, Pontones, Hoover, et al., 2016). West Virginia, in response to the
findings of Peters (2016), Van Handel (2017), and the growing panic among nearby
states, allowed its state health officer to take action to authorize Harm Reduction
Programs (HRPs).
While West Virginia law does not specifically authorize HRPs, the state health officer
is empowered to adopt rules and regulations to obstruct and prevent the introduction
or spread of communicable or infectious diseases into or within the state (W. Va.
Code §16-3-1). This authority was used, allowing for the establishment of HRPs if,
and only if, the county, city, and local elected officials agreed to one’s presence.
HRPs have long faced public opposition, specifically to the Syringe Services Program
(SSP) component of their operations. This has been the case in West Virginia, where
vocal opposition from a minority of community members and some local elected
officials has led to the closure of HRPs in two counties: Harrison (Snoderly, 2019) and
Kanawha (WVPB, 2018). A member of the West Virginia Legislature, State Senator
Eric Tarr (R-4th Dist.), stated that SSPs, specifically, had become a “public health
hazard,” calling them “a failed experiment [that] … needs to go away” (Tierney, 2020).
Tarr introduced into the West Virginia Legislature Senate Bill 286 (SB 286), which,
had it not died in committee, would have added to articles to the W. Va. Code §16-591 and §16-59-2. Amended, 59-1 would have made it illegal to operate an SSP in the
state of West Virginia, while 59-2 would have penalized violators of 59-1 by levying
fines of up to $25,000 per violation (SB 286, 2020). Though SB 286 might have died in
committee, it will not be the last attempt by state legislators to ban SSPs (and thusly,
HRPs) in the state of West Virginia.
Despite the opposition, according to a September 2020 Resource Manual published
by the West Virginia DHHR, there are 20 site-based HRPs and 3 mobile units operating
in the state of West Virginia (DHHR, 2020). Of those 20 site-based HRPs, 16 are
operated by and/or located in County Health Departments (CHDs). This presents
a barrier to PWID, who are already unlikely to seek even basic healthcare services,
much less enter a government building—some of which are located beside police or
sheriff departments—to access HRP services.
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Harm Reduction Recommendations:
1) Continue to Expand Access to Harm Reduction Programs Throughout the State
• The Community Education Group, through its involvement with the Governor’s
Council on Substance Abuse and Treatment (GCSAT) and the West Virginia
Statewide Stakeholders Coalition (WVSSC) will monitor the availability of federal
and state funding opportunities targeted for the establishment, development,
and expansion of Harm Reduction Programs (HRPs) throughout the state of
West Virginia;
• CEG and the WVSSC will work with local and national partners to investigate and
recommend ways to prevent HRPs from facing closure due to non-compliance,
and provide support to HRPs, existing or future, that face closure due to local or
municipal opposition.
2) Develop Targeted and Informed Educational Campaigns and Materials
• CEG will work with the WVSSC to develop educational materials and a marketing
campaign on the concept of Harm Reduction, the services that HRPs provide,
the value they provide to communities, and how community members can get
involved with and support their efforts. These materials and the campaign should
be targeted at reaching community members (including local businesses),
organizations (including community-based organizations, coalitions, and state
and local government bodies), and providers (including non-traditional partners of
HRPs, such as maternal health providers, general practitioners, and Rural Health
Service Providers (RHSPs) that provide non-medical/non-clinical services).
3) Develop Advocacy Training Sessions on Best Practices and Public Health Advocacy
• CEG will work in collaboration with the National Harm Reduction Coalition,
West Virginia Department of Health and Human Resources, West Virginia Office
of Laboratory Services, and other state and national partners to curate, create a
calendar of, and coordinate a series of regular training and technical assistance
sessions to address issues related to the provision of Harm Reduction services,
best practices, community engagement, and public policy advocacy.

5
19

D. Viral Hepatitis
Priorities & Strategies
When the CDC released its 2018 Viral Hepatitis surveillance report, West Virginia
faced some shocking data:
• The rate of new Hepatitis A (HAV) diagnoses was the highest in the nation
with a staggering 124.4 (per 100,000), compared to the second-highest rate in
Kentucky of 79.7 and the National Rate of 3.8 (CDC, 2020c);
• The rate of new HBV diagnoses was the highest in the nation with a rate of 7.3,
compared to the second-highest rate in Kentucky of 5.8 and a national rate of 1.0
(CDC, 2020d);
• The rate of new HCV diagnoses was the second highest in the nation with a rate
of 3.9, compared to the highest rate in Indiana of 4.0 and a national rate of 1.2
(CDC, 2020e).
While the rate of HAV was astronomical, there was a regional outbreak of the virus
that impacted Indiana, Kentucky, Ohio, Tennessee, Virginia, and West Virginia (West
Virginia Public Broadcasting [WVPB], 2019). The rate of HBV diagnoses did, in fact,
decrease in 2018 from its peak of 14.7 in 2015, but is still over 7 times the national
rate. The rate of new HCV diagnoses also decreased in 2018 from its peak of 5.6 in
2017.
Despite these declines in HBV and HCV diagnoses in 2018, when data becomes
available, diagnoses numbers are expected to increase for 2019, 2020, and beyond,
in no small part as a result of increased substance use rates during the COVID-19
Pandemic.
In addition to increased rates of substance use, testing and vaccination services
for Viral Hepatitis have also decreased as a result of hour reductions, temporary or
permanent closures, and other service disruptions related to the COVID-19 Pandemic.
As health departments, specialists, and hospitals conduct the bulk of Viral Hepatitis
testing in West Virginia and these locations were hardest hit, in terms of workloads
and COVID response requirements, this has naturally resulted in a decline in testing.
This reduction in regular testing, combined with the increase in substance use
as a coping mechanism, is certain to lead to an increase in new Viral Hepatitis
transmissions during the COVID-19 pandemic, and in new diagnoses once regular,
and hopefully increased, testing availability and services resume.
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A note about the Hepatitis E Virus:
Hepatitis E (HEV), while common in Africa and parts of Asia, is highly uncommon in
developed countries, including the United States, where HEV is primarily transmitted via
the consumption of undercooked pork or deer meat or organs. Most people who contract
HEV recover completely. There is currently no vaccine available for HEV.

A. Shifting the Conversation Toward “Viral Hepatitis”
When we hear about Hepatitis, the individual strains are often depicted as single
diseases, like an HAV outbreak among food service workers or People Experiencing
Homelessness (PEH), or increasing rates of HCV infection as a result of Injection
Drug Use (IDU). Rarely is the range of Viral Hepatitis spoken about or funded in an allencompassing manner; it is usually one strain in isolation from the others. That said,
across Hepatitis A, B, C, and D, we continue to see exponential increases in rates of
infection within drug user communities and networks.
Recommendations for Repositioning Toward Viral Hepatitis
1) Modify Existing Language to Be More Inclusive of All Hepatitis Strains
• West Virginia, in cooperation with the Centers for Disease Control (CDC), Health
and Human Services (HHS), and other state and federal partners, should begin
to shift language away from focusing on single disease states in isolation of
the others, and adopt language and guidance that either instructs, or highly
recommends that providers across all provider types begin offering a broader
range of services than they currently offer.
Example: If a provider offers vaccination services for HAV and HBV, they should
be encouraged and provided technical assistance to begin offering testing for
HBV (and HDV) and HCV;
• CEG will work with state and federal agencies, as well as non-profit and for-profit
partners to develop a strategy to begin replacing single-issue focused language
with the broader Viral Hepatitis focus;
• CEG has begun and will continue to reframe its own advocacy and publication
language to incorporate Viral Hepatitis language that mentions HAV, HBV/HDV,
and HCV.
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2) Develop an All-Inclusive Viral Hepatitis Elimination Strategy and Plan
• CEG will work in collaboration with the West Virginia Department of Health and
Human Resources (DHHR) to create a statewide work group, the output of which
will be the following:
- Planning, Development, Implementation of the West Virginia Ending the HIV
Epidemic Plan
- Planning, Development, and Implementation of a West Virginia Viral Hepatitis
Plan (Hepatitis A, B, C, and D)
- Planning, Integration, and Implementation of West Virginia Substance Use
Disorder Plan

B. Hepatitis A
Hepatitis A Virus (HAV) is an acute disease that is easily transmitted via close
person-to-person contact, sexual contact, and ingestion of contaminated food or
water. There was an 850% increase in new HAV diagnoses from 2014 to 2018, with
an unprecedented outbreak in 2018 across 24 states among People Who Use Drugs
(PWUDs) and People Experiencing Homelessness (PEHs).
West Virginia was one of those 24 states, and in response to this outbreak, West
Virginia’s Department of Health and Human Resources (DHHR), alongside County
Health Departments (CHDs) in heavily-impacted counties directed significant
manpower and financial resources to begin testing, diagnosing, and vaccinating
PWUDs and PHEs against HAV.
People who contract HAV develop Immunoglobulin G antibodies to the virus, which
provide them with lifelong protection against the disease, making reinfection
virtually impossible.
Hepatitis A Recommendations:
1) Explore and Expand Funding Opportunities
• The West Virginia Department of Health and Human Resources (DHHR) should
seek and make available funding opportunities to increase awareness of,
testing for, and vaccination against Hepatitis A Virus (HAV) across the state.
These funding opportunities should be made available to CHDs, communitybased organizations, and other providers and should include funds targeted at
educational campaigns and the purchase/procurement of HAV vaccines;
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• The Community Education Group and the West Virginia Statewide Stakeholder
Coalition (WVSSC) should work with DHHR to identify potential public and private
funding opportunities used to purchase, or procure for free, HAV vaccine supplies
to provide to organizations and providers willing to offer vaccination services;
2) Expand Vaccination Services Across Provider Types
• DHHR should release guidance recommending that HAV vaccines be offered
across various healthcare settings, including primary care, general practitioners,
free and paid clinics, urgent care settings, Substance Use Disorder (SUD)
treatment facilities, and to all patients admitted to emergency rooms and/or
hospitals;
• CEG will work with the WVSSC to curate, create a calendar of, and coordinate
training and technical assistance opportunities for providers and organizations
wishing to expand or increase their capacity to provide HAV vaccination services
and education.

C. Hepatitis B & Delta (D)
West Virginia has had the highest rate of new Hepatitis B diagnoses in the United
States since 2010, reaching a peak rate of 14.6 in 2016, and most recently a rate of
7.3 in 2018.
According to the most recent Surveillance Summary released by the West Virginia
Department of Health and Human Resources (DHHR), 38% of HBV diagnoses reported
Injection Drug Use (IDU) as the primary risk fact associated with transmission. This
surveillance summary is, however, based upon 2016 data, and CEG believes that the
percentage of IDU-related cases has increased, along with the rate of IDU-related
transmission of other Viral Hepatitis strains and HIV.
While West Virginia state laws and rules currently require all children to be vaccinated
against HBV prior to entering school, this code (§16-3-4) was only introduced in 2008.
The majority of new HBV diagnoses occurred in people aged 30-49, a population for
whom HBV vaccinations were not a part of childhood requirements.
Unlike Hepatitis A, which clears on its own, and Hepatitis C, for which there is currently
curative treatment, HBV currently has no cure. However, as with HIV, there are several
drugs that can be used to treat HBV. When HBV is virally suppressed, transmission
becomes less likely and the virus is better controlled in patients.
Patients diagnosed with HBV should also be screened for Hepatitis D Virus (HDV).
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Hepatitis D Virus (HDV) is a condition that occurs only in combination with Hepatitis
B Virus. While HDV is currently uncommon in the United States, it is becoming more
common, particularly among People Who Use Drugs (PWUDs). Although Acute HBV/
HDV co-infection may spontaneously clear, HDV “superinfection”—when HDV occurs
in a person already chronically infected with HBV—can lead to the rapid progression
of the already-present HBV infection, resulting in liver cirrhosis and liver failure. These
outcomes occur within 5-10 years in 70%-80% and within 1-2 years in 15% of people
with chronic HBV/HDV co-infection.
Because Hepatitis D only occurs in patients already living with Hepatitis B, there is
currently no standalone vaccine against HDV. The best prevention method, at this
time, is successful vaccination against Hepatitis B.
Hepatitis D is not currently a notifiable condition that requires reporting to the
Centers for Disease Control and Prevention (CDC). As such, the actual number of
HDV infections in the U.S. is not known.
Hepatitis B and D Recommendations:
1) Expand Adult Vaccination Services Throughout West Virginia
• The West Virginia Department of Health and Human Resources (DHHR) should
seek federal, state, and private funding opportunities to provide support to
expand vaccination services to all adults over the age of 20 throughout the state
of West Virginia;
• DHHR should release guidance recommending that HBV vaccines be offered
across various healthcare settings, including primary care, general practitioners,
free and paid clinics, urgent care settings, Substance Use Disorder (SUD)
treatment facilities, and to all patients admitted to emergency rooms and/or
hospitals;
• The Community Education Group and the West Virginia Statewide Stakeholder
Coalition (WVSSC) should work with DHHR to identify potential public and private
funding opportunities used to purchase, or procure for free, HBV vaccine supplies
to provide to organizations and providers willing to offer vaccination services;
• CEG will work with the WVSSC to curate, create a calendar of, and coordinate
training and technical assistance opportunities for providers and organizations
wishing to expand or increase their capacity to provide HBV vaccination services
and education.
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2) Increase Testing for, and Surveillance of, Hepatitis B and D Across Provider Types
• The West Virginia Department of Health and Human Resources (DHHR), in
concert with the Centers for Disease Control (CDC) and the relevant state and
federal agencies, should revise state testing guidance to recommend annual or
biennial HBV testing be conducted for all adults over the age of 18 living in West
Virginia;
• DHHR should explore additional funding opportunities from federal agencies,
the West Virginia Legislature, and private partners to expand HBV testing and
surveillance funding throughout the state of West Virginia and across provider
types;
• CEG and the WVSSC, in collaboration with the West Virginia Office of Drug
Control Policy and DHHR, will work to expand HBV testing in SUD treatment
facilities by providing training and technical assistance opportunities.
3) Increase Treatment Services Throughout West Virginia
• DHHR should seek federal, state, and private funding opportunities to expand
the number of providers offering HBV treatment services;
• CEG and the WVSSC will work to create linkages to care for patients and clients
in need of HBV services. This will include working to make introductions and
create opportunities for collaboration between SUD treatment providers and
facilities and HBV treatment providers;
• CEG will work with the WVSSC to curate, create a calendar of, and coordinate
training and technical assistance opportunities for providers and organizations
willing to expand their services to include HBV treatment.

D. Hepatitis C
West Virginia has ranked within the top five states for new Hepatitis C Virus (HCV)
diagnoses since at least 2009. Most recently, West Virginia had a rate of new diagnoses
of 3.9 in 2018—the second highest rate, after Indiana. This number is, however, likely
undercounted, as HCV testing in West Virginia is not currently regularly conducted
outside of the Birth Cohort (people born between 1945-1965), pregnant women, and
People Who Use/Inject Drugs (PWUDs/PWIDs).
The majority of new HCV diagnoses in West Virginia report Injection Drug Use (IDU)
as the primary risk factor for transmission. According to the most recent Surveillance
Summary released by the West Virginia Department of Health and Human Resources
in 2016, 42% of HCV diagnoses reported IDU as the primary risk factor. However,
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these data are out of date, as new national surveillance data is available through
2018.
The majority of HCV testing is currently conducted by County Health Departments
(CHDs), Infectious Disease (ID) specialists, maternal health providers, and hospitals
via emergency rooms. In 2019, the state of West Virginia mandated that all patients
admitted to emergency rooms be tested for both HCV and HIV using opt-out delivery
(a method that includes compulsory testing that requires “informed denial” to refuse
testing). This was in response to outbreaks of both diseases among PWIDs and
People Experiencing Homelessness (PEH).
There is currently no vaccine available to prevent transmission of HCV, but there are
curative treatments using Direct-Acting Antiviral (DAA) drugs that create a sustained
virologic response (SVR)—a functional cure. While DAAs are approved by the U.S.
Food and Drug Administration (FDA) to be prescribed by any physician or provider
with prescribing privileges, both private and public payers often require that HCV
DAAs be prescribed by, or in collaboration with, an ID specialist, hepatologist, or
gastroenterologist.
West Virginia’s state Medicaid program currently uses prior-authorization
requirements before DAA therapies can be approved for patients, including prescriber
restrictions, a 90-day abstinence requirement, and two Ribonucleic Acid (RNA)
Polymerase Chain Reaction (PCR) tests conducted over a period of six months prior
to treatment authorization.
Hepatitis C Recommendations:
1) Increase Testing for, and Surveillance of, Hepatitis C Across Provider Types
• The West Virginia Department of Health and Human Resources (DHHR), in
concert with the Centers for Disease Control (CDC) and the relevant state and
federal agencies, should revise state testing guidance to recommend annual or
biennial HCV testing be conducted for all adults over the age of 18 living in West
Virginia;
• DHHR should explore additional funding opportunities from federal agencies,
the West Virginia Legislature, and private partners to expand HCV testing and
surveillance funding throughout the state of West Virginia and across provider
types;
• CEG and the WVSSC, in collaboration with the West Virginia Office of Drug
Control Policy and DHHR, will work to expand HCV testing in SUD treatment
facilities by providing training and technical assistance opportunities.
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2) Increase Treatment Services Throughout West Virginia
• DHHR should seek federal, state, and private funding opportunities to expand
the number of providers offering HCV treatment services;
• CEG and the WVSSC will work to create linkages to care for patients and clients
in need of HCV services. This will include working to make introductions and
create opportunities for collaboration between SUD treatment providers and
facilities and HCV treatment providers;
• CEG will work with the WVSSC to curate, create a calendar of, and coordinate
training and technical assistance opportunities for providers and organizations
willing to expand their services to include HBV treatment.
3) Eliminate Barriers to Treatment in West Virginia’s Medicaid Program
• The West Virginia Bureau for Medical Services (BMS) should remove prescribing
restrictions requiring that Hepatitis C Virus (HCV) Direct-Acting Antivirals (DAAs)
be prescribed by, or in collaboration with, an Infectious Disease (ID) specialist,
hepatologist, or gastroenterologist. This would allow for more prescribers to
offer treatment to more patients, potentially reducing the distance patients must
travel to access treatment;
• BMS should remove or amend the existing abstinence requirement that
demands patients abstain from drug use and from “abusing” alcohol (a term
which is loosely defined) for a period of 90 days.
While this requirement is designed to ensure that patients are in a state of mind
that is likelier to increase regimen adherence, the prevalence of HCV among
People Who Use/Inject Drugs (PWUDs/PWIDs) means that the patient population
seeking treatment has a high probably of transmitting the virus to others. The
nature of Substance Use Disorders (SUD) is such that those patients may not be
able to meet that requirement, preventing them from accessing treatment, and
allowing them to continue transmitting the virus to others during this period of
prescribed abstinence;
• BMS should immediately remove the requirement that patients receive two
Ribonucleic Acid (RNA) Polymerase Chain Reaction (PCR) tests over a period of
six months to determine if the patient has acute or chronic HCV before treatment
will be approved.
West Virginians already face significant barriers to treatment, including distance
to access treatment. The double PCR requirement demands that Medicaid
patients, who already face the additional barrier of having a lower income, travel
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to and from their treatment provider multiple times simply to undergo tests to
determine if treatment will even be approved, and an additional third trip to initiate
treatment. This places an undue burden on patients and hampers providers’
ability to care for patients according the CDC guidance that recommends
initiating treatment for all HCV patients, regardless of whether or not they are
acute or chronic.
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E. HIV
Priorities & Strategies
The rate of new diagnoses of HIV has been rapidly increasing since 2017:
• From 2013-2017, West Virginia averaged 77 new HIV diagnoses per year;
• In 2018, West Virginia saw 87 new diagnoses, of which 39 (44.8%) listed IDU as
the primary risk factor;
• In 2019, that number nearly doubled to 146 new HIV diagnoses, of which 91
(62.3%) listed IDU as the primary risk factor;
• In 2020, as of September 23, 2020, West Virginia has seen 90 new HIV diagnoses,
of which 62 (68.9%) listed IDU as the primary risk factor. (DHHR, 2020b).
While these increases are dramatic, some of the increase in incidence is related to
an increase in targeted testing. Beginning in January 2019, West Virginia instituted a
policy that anyone admitted to an Emergency Room in West Virginia will automatically
be tested for both HIV and HCV, unless they explicitly opt out of said testing. This
policy cannot, however, account for the entirety of these increases, nor can the
increased presence of the CDC for six months in response to two 2019 HIV outbreaks
in Cabell and Kanawha Counties.
Despite the calls for increased surveillance and the release of not one, but three
health advisories by the West Virginia Bureau for Public Health (BPH) in 2019 (BPH,
2019a; BPH, 2019b; BPH, 2019c), these calls for increased testing did not come with
increased financial or human resources to increase the testing capacity of either
CHDs, or community-based organizations (CBOs). Without these resources, little
ground can be won in terms of testing.
Compounding the problem is the fact that many organizations and CHDs have
operated under the belief that they were unable to conduct rapid HIV testing.

CEG Works to Expand Rapid HIV Testing
When approached by CEG to discuss hosting Rapid HIV testing events, numerous
entities reported that they could not offer rapid HIV testing without first attending a
multi-day training session offered by West Virginia University (WVU) only four times a
year, engaging a physician to serve as a laboratory director on their Clinical Laboratory
Improvement Amendments Certificate of Waiver (CLIA Waiver), listing that physician
on their malpractice insurance, and a variety of other prerequisites.
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When CEG began to investigate §64-64 (AIDS-Related Medical Testing and
Confidentiality) it discovered that these beliefs were not, in fact, substantiated by any
statutes, but had been the product of misunderstanding and miscommunication of
the statute. As a result, CEG began working with the BPH, the Office of Epidemiology
and Prevention (OEPS), and the Office of Laboratory Services (OLS) to determine
where miscommunications have been made, clarify the language and testing
requirements contained in §64-64, and identify areas where improvements can be
made to increase access to, and implementation of, rapid HIV testing throughout the
state of West Virginia.
In addition to clarifying, modernizing, and replacing the language in §64-64, one of
the biggest barriers to increasing HIV testing and surveillance in West Virginia is a
lack of eligibility for federal, state, and private funding opportunities. West Virginia is
frequently excluded from federal and private funding opportunities for two primary
reasons:
• West Virginia’s reported incidence of new HIV diagnoses does not meet the
lower threshold required for eligibility (e.g., there were not 200 reported new
diagnoses in a specific reporting year [CDC-RFA-PS21-2102, Page 36]);
• West Virginia’s demographic makeup is such that it cannot meet racial/ethnic
diversity client/patient ratios specified in eligibility requirements (e.g., “At a
minimum, 75% of clients served must be a racial or ethnic minority” [CDC-RFAPS21-2102, Page 25]).

The examples above use language from a Notice of Funding Opportunity (NOFO)
recently released by the CDC, but are reflective of eligibility requirements across
federal agencies and private funders, alike. Moreover, these eligibility requirements
apply not only to state, county, and local governments, but to community-based
organizations, universities, and providers, as well.
West Virginia lacks HIV testing and surveillance infrastructure to identify the growing
HIV outbreak among PWID, and neither the federal nor state government has made
available adequate funding to expand both HIV testing and surveillance. This lack
of funding perpetuates a cycle wherein West Virginia appears not to have sufficient
incidence of HIV to trigger funding opportunities, while the reality on the ground
clearly paints another picture.
Additionally, racial and ethnic minorities only account for 4% of West Virginia’s
population; therefore, we are ineligible to apply despite having one of the highest
rates of IDU-related HIV infections in the U.S.
The very first target population listed in the above NOFO is PWIDs. This population
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has seen rapid increases in rates of infection for HIV and viral hepatitis. The latter
is driven primarily by increases in two race demographics: American Indians and
whites (CDC, 2020). While West Virginia has been excluded from eligibility, all of the
states that border West Virginia—Kentucky, Maryland, Ohio, Pennsylvania, DC, and
Virginia—are eligible, as are the other states within the region:

WV

HIV Treatment and Services
Beyond just access to testing, West Virginia must increase access to treatment and
other services, including the Housing Opportunities for People With AIDS (HOPWA)
program.
The recent STD and HIV Services and Resource Manual, released by DHHR in September
2020, lists only four locations that provide HIV treatment provision: in Charleston,
Martinsburg, Morgantown, and Portsmouth, OH (serving northwest West Virginia).
These four locations are listed not because they are the only providers of HIV
treatment in West Virginia, but because they are the only HIV clinics that are eligible
for the Ryan White program.
For patients who are newly diagnosed, one of the first places to seek a list of providers
5
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would be a state government website. If that website lists only Ryan White-eligible
clinics, patients may mistakenly believe that those are their only options for seeking
treatment. While that is demonstrably not the case, the vast majority of People Living
with HIV (PLHIV) in West Virginia receive treatment and care at one of these four
clinics.
This creates another barrier: distance to treatment.
Patients who live outside of the metro areas must travel long distances both ways
to access treatment. Many patients who receive care at West Virginia University’s
(WVU’s) Positive Health Clinic in Morgantown travel an hour or longer in each
direction simply to receive HIV care and treatment. While efforts are being made, at
least by WVU, to offer visits and treatment via telehealth/telemedicine visits, those
opportunities are sporadic and may be impacted by weather conditions that prevent
travel or disrupt communication.
HOPWA is the only federal program dedicated to the housing needs of PLHIV and is
available to persons medically diagnosed with HIV whose incomes are at or below
80% of the area median income. HOPWA funds may be used for a wide range of
housing, social services, program planning, and development costs. These include,
but are not limited to, the acquisition, rehabilitation, or new construction of housing
units; costs for facility operations; rental assistance; and short-term payments to
prevent homelessness. An essential component in providing housing assistance for
this targeted special-needs population is the coordination and delivery of support
services. Consequently, HOPWA funds also may be used for services including (but
not limited to) assessment and case management, substance abuse treatment,
mental health treatment, nutritional services, job training and placement assistance,
and assistance with daily living.
Awareness of and ability to access the HOPWA program is, however, a considerable
issue, in the state of West Virginia.
Because the HOPWA program is housed in the Division of Community Advancement
and Development in the West Virginia Development Office, information about the
program is not visibly or prominently located on the state’s HIV-related pages.
Essentially, unless you know about the program, you are unlikely to find out about it.
Moreover, because of the way that HOPWA is funded and administered, the agencies
that coordinate HOPWA applications for PLHIV are organizations that serve primarily
PEHs (e.g., WV Coalition to End Homelessness). For patients who simply need
assistance with affording existing housing, the application process is neither clear,
nor prominently featured in the locations where one might look for services for PLHIV.
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HIV Recommendations:
1) Work to Increase HIV Funding Opportunities for West Virginia
• The West Virginia Department of Health and Human Resources, in concert
with state universities, providers, community-based organizations, coalitions,
the Community Education Group, and the West Virginia Statewide Stakeholder
Coalition, must work to convince federal and private funders and grant makers to
revise standards to be more inclusive of West Virginia;
2) Increase Testing for, and Surveillance of, HIV Across Provider Types
• The West Virginia Department of Health and Human Resources (DHHR), in
concert with the Centers for Disease Control (CDC) and the relevant state and
federal agencies, should revise state testing guidance to recommend annual or
biennial HIV testing be conducted for all adults over the age of 18 living in West
Virginia;
• DHHR should explore additional funding opportunities from federal agencies,
the West Virginia Legislature, and private partners to expand HIV testing and
surveillance funding throughout the state of West Virginia and across provider
types;
• CEG and the WVSSC, in collaboration with the West Virginia Office of Drug Control
Policy and DHHR, will work to expand HIV testing in SUD treatment facilities by
providing training and technical assistance opportunities;
3) Increase the Availability of Treatment Services Throughout West Virginia
• DHHR should seek federal, state, and private funding opportunities to expand
the number of providers offering HIV treatment services;
• CEG and the WVSSC will work to create linkages to care for patients and clients
in need of HIV services. This will include working to make introductions and
create opportunities for collaboration between SUD treatment providers and
facilities and HBV treatment providers;
• CEG will work with the WVSSC to curate, create a calendar of, and coordinate
training and technical assistance opportunities for providers and organizations
willing to expand their services to include HIV treatment;
4) Increase Awareness of the Housing Opportunities for People With AIDS Program
• CEG is working with the West Virginia Housing Opportunities for People With
AIDS (HOPWA) Program to provide funding for a series of informational pamphlets
about the program;
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• DHHR should work to include information about the HOPWA program on the
“Care & Support” page on its HIV page. This would allow for a more holistic
approach to treating PLHIV, by acknowledging that housing is healthcare.
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The Impact of COVID-19 in West Virginia
Total Cases And Deaths
As of February 13, 2021, there had been 127,282 reported cases of COVID-19 in West
Virginia. As of the same date, the total number of deaths from COVID-19 in the state
stood at 2,201 (West Virginia Department of Health and Human Resources).

Vaccination Progress
Fortunately, West Virginia’s vaccination distribution strategy—focusing on elderly
residents in long-term care facilities, while mobilizing the National Guard and local
pharmacies to administer shots—has seen initial success, at least relative to the
rest of the country: As of February 12, 2021, West Virginia had administered 340,780
COVID-19 vaccinations, just under 88% of the 387,400 doses distributed to the state
so far (Adams & Anderson). This represents a far faster rollout than has occurred
in other states, placing West Virginia second among all states in efficient vaccine
distribution.

Complications
However, even though the figure of 14 percent of the state’s population vaccinated
as of February 13, 2021 (Ivory et al.) places West Virginia ahead of all other states,
more vaccine is sorely needed. In addition, some of the counties with the most COVID
cases (like Kanawha, Berkeley, and Cabell) were already among those hardest hit by
West Virginia’s syndemic of HIV, viral hepatitis, and injection drug use.
This has put a strain on West Virginia’s already overtaxed public health infrastructure.
The COVID-19 pandemic has decreased the number of HIV and hepatitis tests
administered in the state by about 2/3 in 2020, compared with the number of tests
administered in 2019. Yet even with far fewer tests administered, West Virginia still
saw 112 new HIV infections in 2020. This strongly suggests that there are likely many
more new infections going undiagnosed. In February 2021, CDC officials labeled an
HIV outbreak in Kanawha County “the most concerning in the United States” and
called for urgent action (Lynch).
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