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Abbreviations

R Respondent

DK Don't know

REF Refused to answer

NA Not applicable (question asked of R but this is a codable response option)

EQ Equal to

GT Greater than

GE Greater than or equal to

LE Less than or equal to

LT Less than

NE Not equal to

Key Terms
Term Prefix / format Definition

Calculated Item identifier (not prefix for variable name) for variables calculated by the CAPI program that

variable CALC_ appear in the CRQ.
Message displayed to the interviewer that is not to be read to R. May be triggered by an edit
check. Distinct from Interviewer Instruction. ‘FIELD NOTE' indicates instructions that will be added

Message INTERVIEWER: as a field note rather than directly included in the question.

Filter question

Logic Check Check_

Interviewer
instruction

Introductory
statement INTRO_

Range

Section

Soft Edit Check  SoftEdit_

A question that determines whether the respondent should receive subsequent question or set of
questions, typically on a related topic.

Logic that must be checked (by the CAPI program) in order to determine proper routing to the next
item in the CAPI programmed questionnaire.

Instruction to interviewer regarding survey administration. Standard instructions are ‘Give
Respondent Flashcard {letter}', ‘READ choices', ‘DO NOT READ choices', & ‘CHECK ALL that apply'.

Transitional statement read to R at the beginning of a new topic (e.g., Section, set of questions,
etc.). Prefix is followed by section abbreviation, series, or first item in set to which it applies.

Range of valid response values for items collecting or computing numeric data. E.g., the valid range
of responses to number of sex partners in past 12 months is 0 to 7000.

Section of the Questionnaire. Each section has a unique two letter abbreviation.

A check to determine whether the response entered is implausible. If yes, CAPI program displays
message to interviewer; program may advance after closing the error message dialog box.
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INTRO_OMB. Public reporting burden of this collection of information is estimated to average 35 minutes per survey, including the
time for reviewing instructions, administering questions and entering responses. An agency may not conduct or
sponsor, and a person is not required to respond to, a collection of information unless it displays a currently valid
OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden to CDC/ATSDR Reports Clearance Officer; 1600 Clifton
Road NE, US8-4, Atlanta, Georgia 30333; Attn: OMB-PRA (0920-New).

Hidden variable: Year of recall period. This is the period that the participant will be asked to recall throughout the

CALC_YR survey. This needs to be updated manually by survey staff each time the survey is administered.

Field note: Must be 4 digits.

YEAR Recall year

PI1. Are you completing this survey by yourself or by speaking with an interviewer?

ADMIN Mode of administration
Completing sUrvey MYSelf...........oeiiiiiiecee e e e 0
Completing survey With iNtervieWer..........ccvveeiieeiiiiieeeceeeeeeeee e 1

Check_INTRO. If R self-administering survey (PI1 [ADMIN] EQ 0), go to INTRO_SA.

Else, go to INTRO_IA.

INTRO_SA. Thank you for taking the time to complete this program survey.

When answering questions, please refer to the period from January 1, [YEAR], to December 31, [YEAR] unless
otherwise stated. If program data are not available, please use your best estimate to complete the questions below.
If your program only operated during some of the specified time period, please provide information reflective of the
time period(s) during which your program did operate.

If you need any clarifications about any of the questions in this survey or how this information will be used, please
contact [project coordinator name, phone, email].

If you need to step away, PLEASE REMEMBER TO SAVE YOUR SURVEY, as not saving it will result in losing your
responses. To save, first click on the save button at the bottom of the screen. You will then be prompted to enter an
email address and a link will be sent to you to continue the survey later.

INTRO_IA. Thank you for taking the time to complete this program survey.

When answering questions, please refer to the period from January 1, [YEAR], to December 31, [YEAR] unless
otherwise stated. If program data are not available, please use your best estimate to complete the questions below.
If your program only operated during some of the specified time period, please provide information reflective of the
time period(s) during which your program did operate.

If you need any clarifications about any of the questions in this survey or how this information will be used, please
let me know.




During the survey, you may need to refer to your records to answer some questions. If you are unable to answer a
question today, but later find the answer in your records, you can reach us later to provide this additional
information by contacting [project coordinator name, phone, email].

CALC_SDATE
Automatic, hidden variable: Survey date (today)

Automatic start date

/__1

CALC_START
Automatic, hidden variable: Start time of survey

Preliminary information: Start time

What is the name of your program?
PI2. [FIELD NOTE: IF REFUSED, LEAVE BLANK]
PROGNAM Name of program

{text response; max characters = 100}

What month and year did the program start? Start by selecting the month. If you do not remember the exact month,
Pl3a. please provide your best estimate.
SDATE_M SDATE month

January

FODIUAIY ...ttt ee e e esae e e e e ranrnnnen 2.
MaAFCRL ettt ettt et e s Biieee
7Y o o 1 USSR SRR Ao
1Y 1 P O U P PP Seeenns
JUNIE ettt ettt ettt et e st e st et et e aa e s bt e s bt e e abaaeeees B
JUIY e et e et e e et e e et a e e et e e e e arae e e e abaaeeenraaaeas Doveeee.
AUBUST. ...ttt et et e e be e e e br e e e e abe e e eeabaeeeesaaeeeenraeeas B
SEPEEIMDET ... ettt et e et e e e e e et e e e e ra e e e e e as 9
OCEODEN ...ttt ettt ettt et sae e st as 10......ue.
NOVEMDET ... tieiiieetieecie ettt ettt e ste e s ee e s eeesaseesnaeenneeessaeenneas 11.........
December... LWl2
DON't KNOW....tiiiiiiiieeiiie ettt ettt e s tba e e s sbae e e siane e 99
REFUSE 10 ANSWE ...c.eeiieeieeiee ettt sttt eesaae e 71..........

Enter the year. If you do not remember the exact year, please provide your
best estimate.
Please enter four digits.

PI3b. [FIELD NOTE: IF REFUSED OR DON'T KNOW, LEAVE BLANK]




SDATE_Y

SDATE year

RANEE... ettt et ete et e e e te e aeeeraeeeabeentre e aneenaaeenes 1950-[YEAR]....

SoftEdit_SDATE_Y

If [SDATE_Y] > [YEAR], then display error message: “The year the SSP started is later than [YEAR]. Please confirm
that this year is accurate.”

INTRO_PI. First, we would like to ask a series of questions about your program and the services your program provided
between January 1, [YEAR], and December 31, [YEAR]. Following these questions, we will then ask a few of the same
questions about 2020. The COVID-19 pandemic likely impacted program operations and services provided by
programs nationwide during 2020, so this information will be extremely important to help understand these impacts
and the continuing challenges to programs moving forward.

Pl4. Did your program provide any services at any time between January 1, [YEAR], and December 31, [YEAR]?

OPRCL Operated during recall period
N Ottt ettt ettt et e et e s bb et s e bt e s e bbb b e beeeeeeeeee 0
Y S ettt ettt et e s ab e s e et e e e e e e e e e e e e e e e e aeas 1

Check_P14. If R did not operate at any time during the recall period (P14 [OPRCL] EQ 0), go to INTRO_MD1.

Else, go to INTRO_PC.
PROGRAM CHARACTERISTICS

INTRO_PC. The next set of questions is about your program background and overall set-up. All information is important, and we
appreciate your time and effort in completing this survey. However, we understand if you cannot answer some of
these questions; in these situations, you have an option to select “don’t know” or “refuse to answer” responses,
whichever best applies.

S_TIME1 Automatic hidden variable: Respondent start time
Respondent start time
Was your program operated by a...

PC1. Select all that apply.
OPBY Program operator

Community-based organization...........coccuviiiciieieciieecce e
City health department..........ccueeeiiieieeceeceece et rre e e
County health department............oooouiiiiiiieeeee e
State health department..........ooveiiieeeiecceeceeeeee e
Health care organization..............oocuiiieeiiiie e et e e e e
Academic institution or hospital.........cc.eeieeiiiiiiiiiicecceeee s




VOIUNEEEIS ONIY ..ottt e et e e e e e e e vae e e e abaeeeearneeees
Other (please specify)

REFUSE £0 ANSWET ....eiiiiiiieeiiee ettt ettt et e et e e etae e e e asbe e e enaneeeeeeees 7

Check_PC1spec.

If R selected ‘Other (please specify)’ (PC1(7) [OPBY(7)] EQ 1), go to PC1spec [OPBY_S].
Else, go to PC2 [SFUND].

PCilspec.
OPBY_S

PC2.
SFUND

Specify other program operator.
Specify other program operator

{text response; max characters = 100}

What were your program’s sources of funding?
Select all that apply.

Sources of funding

City government
COUNLY ZOVEIMMENT......uiiiiiiiiieieiiiieteteeeeeerearrreeeeeesessensarrateeeeessssssnsssseesssnnsnnnnns
State OVEINMENT.....cciiiiiiteee et e e e e e e s e s errraeeeeeeeseeassaannnnns
Federal SOVEIMMENT..........coccuiieiieceeeee ettt e e veeere e e rra e e e e e e earaaeeea s

Non-profit foundation/organization...........cceceerieerieenieeniieereeeeee e
INdividUal dONALIONS.....c..ciuiiiiiierieeeeeteeet ettt se e e s e e e sanes
Personal funds from program managers or staff...........cccoeeviieeiiiiiieieieiccccen,
Corporate doNAtioN.......c.eccvviieiieeeie ettt e e e reeerae e e e e e e arraeeee s
Other (PIEASE SPECITY)....ueiecreeereeeteeeetee et ettt et ete et e eaeeereeeaeeeereeeearaeeeeenn
DON'E KNOW..tinittiiiteiteerite ettt ettt et ea et e et e e e e e saaeeasesanaeessnnannees 99
REUSE £0 ANSWET ....ciiiiiiiiiiiie ettt ettt e e et e e s eeeeeee e 77

Check_PC2spec.

If R selected ‘Other (please specify)’ (PC2(9) [SFUND(9)] EQ 1), go to PC2spec [SFUND_S].
Else, go to PC3 [BUDGET].

PC2spec.
SFUND_S

PC3.
BUDGET

Specify other source of funding.
Specify other funding source

{text response; max characters = 100}

What was your total program budget? If your program is part of a larger, multi-service organization, please only
provide the budget for your part of the program. Please provide the best estimate to your knowledge.
Total program budget

Less than $25,000.......cccuerierierierienieeieniteneenieetesteessee e satesseesbesbesatessaeessnsaessanne 1
$25,000-$100,000......000c00meerrerrenreerreerteneesseessesseseessesssesssessasssesssesasssesssssaeessnne 2
$100,001-$250,000

$250,001-$500,000
$500,001-$1 MIIIION..c..tiiiiriirieieeitertertee ettt et e st st esbe e be e s sabaeesnnee 5
Between $1 million and $2 mMillioN........oocuiiriiriiinieeeeeeeeeee e 6
$2 MIIlION OF MOFE...ciiiiiiiiieieriteteet ettt sttt et sreesaeebesaaeseeesssbaesnsssassnnnes 7

Don’t Know...........

Refuse to Answer




PC4. Did your program employ any full-time paid staff (that is, those working 30 hours per week or more)?
FTSTAF Full-time paid staff
N Ottt ettt sttt s et e et s et e e s e a e e s bbb bbb b e aaeeeeee 0
Y S ettt ettt st e s b e s e e e e e e e e e e e e e e e e e e e eas 1
REFUSE T0 ANSWEN ....ciiiiiiie ettt ettt e et e e et e e e aae e e enaaee e eanaeeeeeeees 7
Did your program have any paid employees who formerly or currently injected drugs? Include paid outreach
PC5. workers and those paid with stipends or salaries.
PWIDST Current or former PWID staff
DON'T KNOW...o.cieceeeeeeceeceecee e e e e e ses e ses e srssrseresrssrssresrssrasresneen 9
REFUSE T0 ANSWEN ....eiiiiiiie ettt ettt ettt e et e e et e e e aae e e e araee e eanaeeeeeeees 7
PCé. Did your program have any volunteers who formerly or currently injected drugs? Include outreach volunteers.
PWIDVL Current or former PWID volunteers
DON'T KNOW....ociieieceeceeceeceececce e e e et e s e sessesarssrssnesrssrssresresressesneen 9
REFUSE £0 ANSWEN .....uuiieieeeee ettt eeectrtee e e e e e e e eeaareaeeeeeeee e asraaaaaaeeaaeeeaaeees 7
What were your program’s total hours of operation in a typical week? If your program had more than one location
(including mobile locations), consider the hours of operation for the overall program. For example, if your program
had 3 locations, and each was open from 1-5pm for 5 days per week, that would be 20 hours, not 60 hours, of
PC7. overall coverage for that week. If you do not know or prefer not to answer, you may leave the response blank.
NUMHRS Number of hours per week
RANEE. . ettt e e e e e e e e e e e e e be e e e abae e e abaaeeeraaes 0:168
INTRO_GEO. To help us understand geographic coverage of syringe services programs, please enter the state and county(ies)
where your program operates. If your program has multiple locations, please list counties for all locations. Please
also consider mobile units in your responses.
Please specify the state(s) or territory(ies) where your program is
PC8a. located: Select all that apply.
SSPSTAT State(s) or territory(ies)




[ o] o Tc - U U SO U UURURUUURRUPUPRRRRt
Georgia
HaWai. etiee ettt et eeta e e e e e e e e e aae e e e e aaaeean

Kansas......
KENEUCKY ...ttt et re e e e rae e e anes
LOUISIANAL .eeieiiite ittt ettt ere e e st e e e s be e e s eabeeesntaaeesssaaeeas

Maryland.....

MasSSACHUSELES. ....ccvieeiieeiiecteeeeece e
MICNIZAN. ... iiiciiecteeceece ettt re s re e ae e s ae e s taeesabe e nneens
MINNESOTA....euieiiiiieiereetete ettt ettt sttt et st e saeesbeeaees
MISSISSIPP . vreeeeiiieeieiteeeeiireeerire e e eerteeestteeeertreeeeareeessabreeesssaeesnnns
MISSOUNT...eeuvierreeeieeeteeeieerreeeteeeteessreesseeesseesreesareesseesseesnseesasees
Montana
Nebraska
N2V Lo - TSR PRRRRSRPRRPI
NEW HamPShire......cc.oeeeivieeiiieeeceecee e et
NEW JEISEY ...uuriiiiiieeieieeeirtee e e eeeeecertreee e e e e e eeeveaaaeeeeeseesennnssnsanaaas 7 S

New Mexico....

NEW YOTK. . eeieeeieeie ettt ettt stee e ee e e e saessneesssae e neee

NOFth CaroliNa.....cocueeerieiiieiieeteeeee ettt s

[ ol a g D] (o ] - PSS

(0] o1 1o TSRO PPRURSRRRSN

(0] 1] o] 1 o= TS SN

(@ 14=Y -0 TSR RRUUURRURRURIIRY 41
Pennsylvania... ... 42

PUEITO RICO...uetiiiieeiieeeieete ettt ste et e seee e see e e e e ae e e saeeenee

RhOE ISIANG......eoiiiieiiiieteeeteteeee ettt

SOULH CaroliNa.....ceecuieecieecee et 45,
South Dakota
TENNESSEE.....eeeeeiiiieieeeeeeieeeeee e e e eeeereeeeeeeeeeesennnrneeeeeesssssssnnsneee e B nereire e
TEXAS e euvteereenteenteente e st e steesteesabeesateesuteesubeesateesaaeesaesssaesnaesnaennne 48,
US VIrgin ISIands.......c.covveeieeienienieientceeieeeeetesee et 78
Utah.ecccccceceteecestetce et ssie e sase e essessesnnessesssessesss B nie s
VEIMONT . ...iiiiiiiiiiite ettt e e

AV A1 =41 | - T U USRI SRRP
Washington.... .

WESE VIrgiNia...cuvieieeiiiie ettt et vr e e B,
WISCONSIN..ceiutteiiieeiteesieeeriteeritestee et e e stteeaeesseesbaesbaesbeesseesseesanes S T

In which counties does your program provide services? Please include brick and mortar locations, mobile services,
deliveries, and other ways you provide services. If you do not know or prefer not to answer, you may leave the
PC8b. response blank.

SSPCNTY County(ies)



PC9.
SRVAREA

PC10.
SDELIV

{text response; max characters = 255}

Did your program serve communities that you would consider urban, suburban, or rural? Please consider all the

locations in which your program operates and select all that apply.
Service area type

How did your program deliver services? If your program had more than one location or service delivery type, select
all that apply.

Service delivery type

Brick and mortar building/storefront....

Mobile unit, such as an RV, Van, OF Car........c.cceeeevierrienieniennieniteneenieeieeessveeesnne
TeNt OF OULAOON Ar@a.......uieeeeeeieeeieeeieeeteeeee e ee et e e ee e e e e taeesse e e nraaeeesesnnnnnees
HOME AEIIVEIY ... ittt ve e e re e e e e ae e sraesebaeeebeesaseeans
“BaCKPaCK” EIIVEIY....eoieeeeeeeeeeeeeee ettt et e e e e ennes
MaIL OFAEN ..ttt ettt e et st e be e sbe et e sseesaeesbasssesssenssaessnnneas
Syringe vending MaChiNg...........occuieecieecieceeecee ettt ae e e erane e s
Other (Please dESCIIDE)......covivuiceeieecteeiee ettt ere e v e ereereerneenn
DON"E KNOW. .ttt ettt e e et e e e e e e e e bb e e e s nbaeessnnbaeeeaeeaaaaeenas 99
REFUSE T0 ANSWET ....eiiiiiiie ettt ettt ettt e et e e e ete e e eaaee e e aaaeeesaneeeeeeeees 77

Check_PC10spec.

If R selected ‘Other (please describe)’ (PC10(8) [SDELIV(8)] EQ 1), go to PC10spec [SDELIV_S].
Else, go to PC11 [DSRPT].

PC10spec.
SDELIV_S

PC11.
DSRPT

Specify other service delivery type.
Specify other service delivery type

{text response; max characters = 100}

Did your program have to stop providing services for any period of time between January 1, [YEAR], and December
31, [YEAR] (that is, you did not provide services for at least one day or more when you had expected to be open)?
Stop providing services

Check_PC12.

If R had to stop providing services (PC11 [DSRPT] EQ 1), go to PC12 [WHYDSRP]. Else, go to PC13 [INEVAL].

PC12.
WHYDSRP

Please choose the reason(s) for the disruption.

Select all that apply.

Why services disrupted

Inadequate funding for materials or supplies.........ccceecveeveercrieeieeeceeeecrreeeeeee




Inadequate funding for operations........

Lack of personnel to staff the program

Legal or political iNtervention...........cccvevvieeieecieeeee e e
COVID-19 PANAEIMIC.....uiiieeiiieeeeiiteeeette e et e e et e eeetee e e e abeeeeeveeeeesasaeeeasaeeesennnn
Other (Please dESCIIDE)......ccvivvieeeieeerieeeceeete ettt ettt eae e ereeaeenneens
DON'E KNOW..tittiieiiteeieerte et et eeteestte e st e e stte e aaeeaeeeseeessaeeseeesssessseesneaessannnnens 9
REFUSE T0 ANSWET ...cniiiiiieiiieeie ettt ettt ettt e et e e et e e b e enaneeeeenas 7

Check_PC12spec. If R selected ‘Other (please describe)’ (PC12(6) [WHYDSRP(6)] EQ 1), go to PC12spec [WHYDSRP_S].
Else, go to PC13 [INEVAL].

PC12spec. Specify other reason for disruption(s) to services.
WHYDSRP_S Specify other disruption

{text response; max characters = 100}

Did your program review your program'’s data for monitoring or evaluation purposes between January 1, [YEAR],
PC13. and December 31, [YEAR]?
INEVAL Did program review internal data

PC14. What computer software program did you use to manage your program'’s data? Select all that apply.
SFTWR Software to manage client data

REDCap....
(O LU= ] 1 (oL RS RR
SUIVEYIMONKEY.....veieerieeiiecteecieeereeeteeereesaeestreestaeessaeessseeseeesaeeseeensaesennssseeeens
Other (Please dESCIDE) .......oocueieceeieeeeeceee ettt

REFUSE £0 ANSWEN «...evvviieeeeeeeeeecieeeee e eeeecttree e e e eeeeeetbareeeeeeeeeeeesssasseseeeeeeeeessees 77

Check_PCi14spec. If R selected ‘Other (please describe)’ (PC14 [SFTWR] EQ 8), go to PC14spec [SFTWR_S].
Else, go to PC15 [UNIQID].

PC14spec. Specify other software used to manage client data.
SFTWR_S Specify other software

{text response; max characters = 100}

PC15. Did your program assign each client a unique ID?
UNIQID Did program assign unique ID




How many unique clients did your program serve? Please provide the best estimate to your knowledge. If you do

PC16. not know or prefer not to answer, you may leave the response blank.
NUMCLI Number of unique clients
RANEE. .. ittt e e e e e e e e e et e e e s e e s s raaa e e e e e e s e e annnes 0-99992299

Did your program have residency restrictions on who could access services, that is, only people from certain

PC17. geographic locations could receive services from your program?

RESRSTR Residency restrictions
[N\ o T OO OO O TP P PR UURPRRPPRRPRRPRN 0
Y S ettt ettt st e e ettt e s e bt e e et e e e e e e e e e e e e e e aeaans 1
DON'E KNMOW.. ..ttt ettt e et e e et e e e aae e e e eaaa e e e earaaeeeeeaaaaaaeas 9
REFUSE T0 ANSWEN ....eiiiiiiie ettt ettt ettt e et e e et e e e aae e e e aaaeeeeaneeeeeeeees 7

Did your program require clients to provide identifying documents (for example, a driver’s license) to enroll or
PC18. receive services?
IDDOC Require identifying documents

CLIENT CHARACTERISTICS

INTRO_CC. The next questions are about the characteristics of the clients served by your program. As a reminder, as you answer
these questions, please think about your program’s operations between January 1, [YEAR], and December 31,
[YEAR].

CC1. Which demographic groups did your program reach in [YEAR]? Select all that apply.
DEMSRV Demographic groups served
CiSZENAET WOMEN......ciiiiiiiieeciiee et e ettt e eette e e e te e e eeraee e e baaesetbeaeeeeeeeeaeaeanns
CISEENUET MEN..eeiiiireeeiieeee ettt ctee et e et e et e e beeeveeebeesbaeseseessseesnseessseessssseaaeeans
TraNSEENAET WOMEN........ceciiereerierieeteetesetesteesrestesseesseeseessesseesseassesseassesssesssnsens
TrANSEENUET MEN...cctiiiiieeiieecreeeiee et e eteeeeteeereeereeeseeeaeessseessseessseessseensseenssneees
Genderqueer/NoN-binNary PEIrSONS..........ccceeeeeereeeereeeieerreessteeeeeesreeeeeessnneneeeees
American Indian or Alaska Native persons...........cccueeeeeiieeeeiieeeeecieeeccreeeeevvanns
ASTAN PEISONS....eeeeeriieeeeiiieeeeciteeeeeiteeeeeeteeeeeitaeeeeetseeeeenteeeeessaeeeeesseeesessaeesansanaeeens
Black or African American persons

Hispanic or Latinx persons
Native Hawaiian or Other Pacific Islander persons..........ccccoeeeeeiieeeeieeeeeeeceennne.




WHItE PEISONS....eeiiiiiiiiicitee ettt et e e e e e e e e eae e e e s taeeeseavaeeesssaaeeensnnnees
Persons aged <18 years

Persons aged 18 £0 29 YEAIS....c..uuiieeeiiieeeiee ettt ee e e e e ta e e e e aaaaaaaa
Persons aged 30 t0 39 YEAIS......ccccuiieieeeieeeeeee et eee e eee et e et e e e e rnraaaeeeas
Persons aged 240 YEAIS. ......ccccviieeeeiieeeeiieeeecieeeeeeae e e eetteeeeetae e e e neaaanaaaanaanas
Lesbian, gay, bisexual, Or QUEET PEISONS.........cccveecverreeriieecreeereeeseeeeseeeesseeeeeeas
Other (Please deSCIIDE)......ccviicueieeuieeeeeceeecee ettt e eaee e
REUSE T0 ANSWET ....eiiiiiiieeiiieeetee ettt e e ae e e s sbbe e e s abeeeeeeeeen 77

Check_CC1spec.

If R selected ‘Other (please describe)’ (CC1 [DEMSRV] EQ 16), go to CC1spec [DEMSRV_S].
Else, go to CC2 [DEMRCH].

CC1ispec.
DEMSRV_S

cc2.
DEMRCH

Specify other demographic group reached.
Specify other group

{text response; max characters = 100}

Which demographic groups in your community did your program have difficulty reaching in [YEAR]? Select all that
apply.

Difficulty reaching demographic groups

CISEENUET MEN..ceeiiierieeiie ettt eiee et e et e et e ebeeebeesbeeebaeseseessseesnseessseesssnneaeeeans

CISZENAET WOMEN.......iiiiciiieecctie et cete e eeette e e et e e e e tr e e e e abeeeeesteaeeeeeeeeaeeeaanns

TrANSEENUET MEN..ccctiiiiiieiieereeeieeecteeeteeeteeereeereesseesaeessssessssessseessseessseenssnnees

TraNSEENUET WOMEN........eecieetieeieeteereetesetesteestessesseesseeseessesseesseassesseassesssesesnsees

Genderqueer/NoN-biNary PEIrSONS.........ccovierrieeriiteriieenieenteesteesreenteeessssareneeeess

American Indian or Alaska Native persons...........ccceeeeeiieeeecieeeeecieeeeereee e

ASian PErSONS......ccccvvieeecreeeeerreeeenns

Black or African American persons
Hispanic or LatinX PEISONS........ccccuiieeeiiiieieiieeeeciteeeeeireeeeeveeeeeeteeeeeaaaeaassseassneees
Native Hawaiian or Other Pacific Islander persons..........ccccoeeeeecveeeeeeeeeeeeeeeennnn.
WHItE PEISONS....eeiieitiie ettt et ee e e e e ete e e e e aae e e e abaeeeeasaeaeeennaaees
Persons aged <18 YEAIS.......cccueeecieeeciieereeectee et e eteessreeeveesreesreesnraaaeee e e nrraaaeens
Persons aged 18 £0 29 YEAIS......cuueeeeceeieeeeeeeeeette ettt e e e et e e e e aaannaaa
Persons aged 30 t0 39 YEAIS......cccvieecieeeieeeteeeree et e ereesreeereeereeeae e e e e e ennraaaeeans
Persons aged 240 YEAIS.......cccveecieeeerieeeieeteeeteeee e st eeeeesaeesreesnrareaee e e nnrareeens
Lesbian, gay, bisexual, Or QUEET PEISONS..........ccueeerreerrreerreeeeireeereeerreeesareessaeeseeas
Other (Please dESCIDE)......ccuuiicueeeeeeceeee ettt
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Check_CC2spec.

If R selected ‘Other (please describe)’ (CC2 [DEMRCH] EQ 16), go to CC2spec [DEMRCH_S].
Else, go to CC3 [DEMRCH].

CC2spec.
DEMRCH_S

Specify other demographic group your program had difficulty
reaching.
Specify other group

{text response; max characters = 100}




ccs.
INSUR

Cc4.
INJDRUG

INJDRUGA
INJDRUGB

INJDRUGC

INJDRUGD

INJDRUGE

INJDRUGF

INJDRUGG

INJDRUGH

INJDRUGI

INJDRUG)

INJDRUGK
INJDRUGL

Approximately what percentage of your clients did not have health insurance? Please use your records if available
but provide your best estimate if no records are kept or are not readily available.

Client insurance

For each of the following substances, please indicate the approximate percentage of your clients who were injecting
each substance on a weekly or more frequent basis. Please use your records if available but provide your best estimate
if no records are kept or are not readily available.

Substances injected by clients

Less More
than than Don't Refuse to
None 25% 25-50% 51-75% 75% Know  Answer

HErOIN, DY IESEIF....eeiieeeeeeeeeeee e et aneees
Speedball, which is heroin and cocaine

07241 1 =T USSP
Goofball, which is heroin and

methamphetaming tOZEthEr...........oovveeiiieeieeeeeeee e
Methamphetamine, by itself, also known

AS MELN OF SPEEU.....oii et e e e e e e neas
Fentanyl, by itself or in combination with

OLNET AIUES......eveeeeeeee et e et e et e e e et e e e e tae e e e ennnnnnas
Powder cocaing, by itSelf..........ooeeeiiiiiieeeee e

Crack cocaine, by itself
Painkillers, such as Oxycontin, Dilaudid, or

PEICOCET....ceiiiie ettt
Benzodiazepines or other downers, such

as Valium, Xanax, or KIONOPIN..........couieiveiieeeeecieeecree et ereeeeeeeveesne e reeenneeees
Other 1 (please describe)
Other 2 (please describe)
Other 3 (please describe)

Check_CC4specA.

If R selected ‘Other 1 (please describe)’ (CC4 [INJDRUG)]), go to CC4specA [INJDRUGJ_S].
Else, go to Check_CC4specB.

CC4specA.
INJDRUGJ_S

From the previous question, specify ‘Other 1’ substance injected
by clients.
Specify other substance injected

{text response; max characters = 100}

Check_CC4specB.

If R selected ‘Other 2 (please describe)’ (CC4 [INJDRUGK]), go to CC4specB [INJDRUGK_S].
Else, go to Check_CC4specC.




CC4specB.
INJDRUGK_S

From the previous question, specify ‘Other 2’ substance injected
by clients.
Specify other substance injected

{text response; max characters = 100}

Check_CC4specC.

If R selected ‘Other 3 (please describe)’ (CC4 [INJDRUGL]), go to CC4specC [INJDRUGL_S].
Else, go to INTRO_CR.

From the previous question, specify ‘Other 3’ substance injected

CC4specC. by clients.
INJDRUGL_S Specify other substance injected
{text response; max characters = 100}
COMMUNITY RELATIONS AND CHALLENGES
INTRO_CR. The next questions are about your program’s relationships with members of the community and any related
challenges. As a reminder, as you answer these questions, please think about your program’s operations between
January 1, [YEAR], and December 31, [YEAR].
Which individuals or types of organizations advocated for your program or provided any type of support? Select all
CR1. that apply.
SUPADV Sources of support or advocacy

Local health OffiCials.........ecceeeeieeieeeee e e e
LaW €NfOrCEMENT ... cccuiiecieeeeecte ettt et e e st e e sae e e saeeesseeesaneaeeeens
HIV or other medical ProViders...........ovveeeecieeeeeiee et
Religious Organizations...........eeeecuieeeeciie ettt e e e
LOCAl POIICIANS. .. vveeeeireieceteeee ettt eeae e e etaeeeeeaeeeeeeanees
[T o | I TS o =T USSR
Drug user unions

Other community-based organizations...........ccccceeeeieeciieeiieecieeceecee e
Other (Please deSCIIDE)......ccvivviceereereeeeceeee ettt eresre e eve e e reeseenneenn
NO AdVOCALE SUPPOIt....cceeurreeieirieeeereeeeeiteeeeeeteeeeeetreeeeeaeeeeessseeeeeesssssssssssssssnsenes
Refuse to Answer

Check_CR1spec.

If R selected ‘Other (please describe)’ (CR1(8) [SUPADV(8)] EQ 1), go to CR1spec [SUPADV_S].
Else, go to CR2 [CHLNG].

CR1spec.
SUPADV_S

Specify other source of support
Specify other source of support

{text response; max characters = 100}




What types of external challenges did your program face, not including challenges related to funding? Select all
CR2. that apply.
ECHLNG Types of external challenges
Limited/no law enforcement SUPPOIt........cceceevierierienieriieniieneenieeteseeseeevaeesene
Active police harassment/arrest of program clients..........ccecceeeeeeeveenciieeeeeennnns
Program operations disrupted by government or law
101 (o) o= ' =Y o | S
Local policy/law that restricts program Services......c.cccovvueeeierevieencieenceeenieeeeeenns
Lack of support from local health officials.............coovviieeiiieeeiiieceeeeeeeeeeeeeee,
Lack of commUNIty SUPPOIt........uviieeiiieeeie e
Active community harassment...........oocuvevieeieieeeiiie et eeeeees
COVID-19 PANAEIMIC.....uiieeeiiieeeeiiee ettt et e et e eeeteeeeeareeeeevaeeeesaseeeesaeeeeeennns
Other (Please dESCIDE)......ocuviiueieieeeee e

Did not face external challenges..........coecueeeeeriiiecieeeeeee e
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Check_CR2spec. If R selected ‘Other (please describe)’ (CR2(9) [ECHLNG(9)] EQ 1), go to CR2spec [ECHLNG_S].
Else, go to CR3 [ICHLNG].

CR2spec. Specify other external challenges
ECHLNG_S Specify other external challenges

{text response; max characters = 255}

CR3. What types of internal challenges did your program face? Select all that apply.
ICHLNG Types of internal challenges
SEAff DUINOUL.....coiiieiieeeeeeeeeee ettt e s s e s e e saaeees
Staff SNOITAZE. .. ee ettt et et re e e sta e e e e s ba e e beeeareeens
Limited/NO fFUNAING......eeeeieiieeieeeee et e s e e e s
Limited/no resources or supplies (other than funding)..........cccceceeeeeeveneneenenen.
Other (Please deSCIIDE)......cc.viicuiiecreeeereeecee ettt e eaee s
Did not face internal challenges..
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Check_CR3spec. If R selected ‘Other (please describe)’ (CR3(5) [ICHLNG(5)] EQ 1), go to CR3spec [ICHLNG_S].

Else, go to CR4 [RLHO].
CR3spec. Specify other internal challenges
ICHLNG_S Specify other internal challenges

{text response; max characters = 255}

CR4. How would you describe your program’s relationship with your local health department(s)?
RLHO Relationship with local health officials
VEIY BOOM....curiiiieeiieeeieeeteeeteeetee e steeestaeetaeeebeesbeesseesssaesaseesssaessseansseanssesssennsees 1




SOMEWNAL BOOU..... ittt e e e e erae e e a e e e e baae e e e e e as
Neither good nor poor

SOMEWNAL POOT......iiiiiiiie ettt et e e e e e e abe e e e e e e e e e e e e e e e eeeenns 4
VEIY POOK ....ceiiiieiettiuutetaeeeieaaeaasaaasaaaeeeeaseseesereesesssssnsssssnnnnnsnssssasasasesessasesesssnnnsennnn 5
[N o] g1 T (=] o | SRR SPP 6
REUSE T0 ANSWET ....ciiiiiiieiiiie ettt ettt e e s bbe e e s e e e e eeeees 7

CR5. How would you describe your program’s relationship with law enforcement?
RLAW Relationship with law enforcement

VY BOOM. ...uiiiiiiie ettt et eeette e e e ete e e e e tae e e e abaee e e saeeeeensaee e e ssaeasannaeeas 1

SOMEWNAL BOOM......oiiciiieiiecieecteeete ettt e eeesae et e et e e reeesreeebeeebaeearaaeeeens 2

NEIther 800d NOT POOT.........uiiiieiieeeee ettt et e et e ee e e e e ra e e e e e aaannnees 3

SOMEWNAL POOT.....eiiiiiiieeeteeee e et e et e e e e abr e e e e e e e e e e e e e aeeeeaans 4

VEIY POOK....cciiiitieteeeuutiuiieeeaeaaesasaeaaeeeeeaeeeeeseseeesseessssssssnnnnnnnnsssssaasesesseseseessnnneennnn 5

NONEXISTENT......eiiiieiiee ettt e et eeete e e e e ataeeeesaasasssseaeeeeeneeees 6

REFUSE T0 ANSWET .....euiiiiieeeee ettt e e e e e e e e erar e e e e e e e e e ennraaaaaeeeaaeaaaaeens 7

SYRINGE COLLECTION, DISTRIBUTION, AND DISPOSAL

INTRO_SYR. The next set of questions pertain to syringe services provided by your program between January 1, [YEAR], and

December 31, [YEAR].

How many total sterile syringes did your program provide to clients? Please provide your best estimate if records
SYR1. are not readily available. If you do not know or prefer not to answer, you may leave the response blank.
NUMSYR Number of sterile syringes provided

RANEE. . ittt rrre e e e e s e s ra et e e e s e s s s sartaaaaeeeesee s annaaaaaes 0-9922299
SYR2. Did your program provide syringes to clients based on the clients’ needs, without any restrictions?
CLINEED Needs-based provision of syringes

Did your program provide clients with extra syringes to distribute to other people in the community (i.e.,
SYR3. secondary exchange or peer delivery)?
SECXCHNG Secondary exchange

| Lo T PTURPRUPURRPNt 0

R T PO 1

REFUSE £0 ANSWET .....eiiiiieeeee ettt ettt e e e e e et e e e e e e e e e e s nnraaaeaeeeaeeaaaaeens 7
Check_SYR4. If R selected ‘Yes’ (SYR3 [SECXCHNG] EQ 1), go to SYR4 [SETRAIN].

Else, go to INTRO_PN.




Did your program provide training or other support for clients to distribute new, sterile syringes to others (i.e.,

SYR4. secondary exchange) and/or facilitate syringe disposal?
SETRAIN Secondary exchange training
[\ T PO PP O PP ROOPPPPPPPPPPPPPRN 0
Y S i ittt ettt eeseeeeeeeeeeeeeeeeeetetetetttta———————————————_aseeeseessnaeeerrnneeeenn 1
REFUSE £0 ANSWEN ... .etvrrieeeeeeeeeeiieeeee e e eeeeetreee e e e e e e e e baraaeeeeseeeeeesssassaaeeeaeeeeaesens 7
PROVISION OF NALOXONE AND OTHER OVERDOSE REVERSAL MEDICATIONS
INTRO_PN. In this section, we will ask you about overdose prevention services your program may have provided, such as
overdose prevention training and naloxone distribution. As a reminder, we are asking about services provided by
your program between January 1, [YEAR], and December 31, [YEAR].
PN1. What overdose prevention or treatment services did your program provide? Select all that apply.
WHATOD What OD prevention or treatment services provided
NONE.. ettt e ettt e e et e st e e s et bt e e e bbbbebbeaeeeeeee
Naloxone kits..................
NalOXONE PreSCriPiON. .. .cciiciiieeeiiee ettt et e e e rra e e e etre e e eevaeeeeeaaeeeeanes
FENtANY] tESE SEIIPS...eivieiiieeieeeee ettt re e e e e e ar e e e e e e anareaeeeens
Overdose prevention and response training for opioids...........ccccceeevviieeicieeennns
Overdose prevention and response training for drugs other
than opioids (e.g., cocaine, methamphetaming).........ccccoeeveeeveeeeceeeeecciineeeeeeens
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Check_PN2. If R provided naloxone kits (PN1 [WHATOD] EQ 1), go to PN2 [NALKIT].
Else, go to INTRO_PS1.
How many naloxone kits were distributed by your program? Please provide the number of kits distributed
regardless of how many doses were contained in each kit. If your program does not collect these data, please
provide your best estimate. If you do not know or prefer not to answer, you may leave the response blank.
PN2.
NALKIT Number of naloxone kits distributed
RANEE. ..ttt ettt e e e s e e st e e e e e e s e nnereeeeeeens 0-2999
How many doses were distributed in each naloxone kit by your program? If you do not know or prefer not to
answer, you may leave the response blank.
PN3.
NALDOS Number of doses distributed in each naloxone kit
RANE .. ettt e e e e e r e e e e e e e e s et r b e e e e e e e s e e e anrraaaaeaeeaaaaa 1:99
PN4. In what ways did your program distribute naloxone kits? Select all that apply.
NALDIS How distributed naloxone

Direct distribution from staff to client..........cccceeeeiieiiieeciieeeeeee e




PNS.
BARNAL

In-person delivery (kit delivered directly to client).........cceevevvieveeereeeeeceieeeennes
Mail delivery (kit mailed to ClIENt).......cceeeeueeeeiieeeeeeeeeeeeeeeee e
Secondary distribution (client distributes kit to peers).......ccoeeevvveevereecereeeeecnnnns
Provider referral for prescription or referral to pharmacy
Offered at community-based overdose education events (open

Lo 1 a TN o 10T o] L) TSRO
Offered at overdose education events for staff or clients of

Other OrganIiZatioNS.......eiccviieieeeee ettt et r e e eareernee e s

REFUSE £ ANSWEN ... .evririeeeeeeeeeciitreeeee e e eeecrteeeeeeeeeeeeaarareaeeeeeeeeesssasseaeeeeeeeeassens 7

What barriers, if any, did your program experience in providing naloxone to your clients? Select all that apply.
Barriers to providing naloxone

[N o3 0 7 1 1= S SSPR

High cOSt Of NAIOXONE.......ccuviieiieciieceeeeecee et e e e e e araaee e s

Shortage of NAIOXONE. .........ii ittt ae e s raee e s

Legal/political CliMate.......cccuveecieeeiieeceeeeeeee et et aee e
Other (please describe)

DON'T KNOW.tttiiieiieeiciiiteeee ettt e e e e e e aaaer e e e e e eeeeesasaseaeeeeeeeesasssesssssnnnneeaes 9
REFUSE T0 ANSWET ....eiiiiiiieeiiieeetee ettt e e et e s e e e st e e e s ibreeeaeeees 7

Check_PN5spec.

If R selected ‘Other (please describe)’ (PN5(5) [BARNAL(5)] EQ 1), go to PN5spec [BARNAL_S].
Else, go to INTRO_PS1.

PN5spec.
BARNAL_S

Specify other barrier in providing naloxone
Specify other barrier in providing naloxone

{text response; max characters = 255}

PROVISION OF SERVICES

INTRO_PS1.

The next set of questions are about the services your program provided or needed between January 1, [YEAR], and
December 31, [YEAR]. This information will help us understand the services that programs are already providing,
trying to expand, or adding to meet client needs. Please indicate next to each service whether your program 1) fully
provided the service (that is, the service was provided at a level that fully met client needs), 2) partially provided the
service (that is, the service was provided inconsistently or at a level that did not meet client needs), 3) did not
provide the service and was not able to meet client needs, or 4) did not provide the service and most clients did not
need the service. If service provision varied between January 1, [YEAR], and December 31, [YEAR], choose the option
that best describes the provision of services during the majority of time during this period.

PS1.
INJSUP

For each of the following safer injection and drug use supplies, please indicate the extent to which the supply was

provided.

Safer injection and drug use supplies
Not Not Refuse to

provided provided Answer/
Fully Partially but and not Not
provided provided needed needed Applicable




INJSUPA Sy TINEES vt veeeeeeereeeeseeeeseeeeseseeseseeeeseaseesassaseseaseneaseseasssaseaseseaseeeaeaneaesasassaseneesaneaees
INJSUPB COOKEIS. ..ueereeeieeeieeete e et eeteeeteeeveesbeesbeeesbeeessaesssaeassaeassaeasseessseessseesssasansssneeens
INJSUPC [0 1 o o -7 USSP ON
INJSUPD Syringe/pill filters like StErifilt® ............cooveiverveereerreereeeeeese e sees
INJSUPE SAIINE OF SLEITIE WALET ..ot eeee et eeesesees st seeeeseeaeses e eeaeeeneeeeaeeeeeaens
INJSUPF TS/ EOUMMIQUETS. ... veeeieeeieeeiee ettt ettt e e eeeestbe e taesbaeeabaaeeesennsnnnnees
INJSUPG Alcohol pads..........
INJSUPH Wound care kits
INJSUPI Sharps containers for carrying used SYringes........ccoocveeeeiieeeecieeeeciieececiee e e,
INJSUPJ FENANY] tESE SEIIPS...ecvieiriieieeeee ettt re e e teeerae e e e e e e eanaaraaeeeens
INJSUPK Safer SMOKING KitS......cccuviiiiiie e et e e
INJSUPL Other (Please dESCIIDE)......cvivvicrierieeeeeeeteeteee ettt vt eereereerreereeens
Check_PSispec. If R selected ‘Other (please describe)’ (PS1 [INJSUPL]), go to PS1spec [INJSUP_S].
Else, go to PS2 [SEXSUP].
PSispec. Specify other injection and drug use supplies
INJSUP_S Specify other injection and drug use supplies
{text response; max characters = 100}
PS2. For each of the following safer sex supplies, please indicate the extent to which the supply was provided.
SEXSUP Safer sex supplies
Not Not
provided provided
Fully Partially but and not Refuse to
provided provided needed needed Answer
SEXSUPA External condoms (Male CONAOMS)......veeeeeeeeeeeeeeeeeeeeeeeeeeeeseseeeereseseseeseseseeseseseseens
SEXSUPB Internal condoms (female CoONdOMS)......c.ccveereerieeiieireneere et e v e
SEXSUPC LUBDFICANT ...ttt e et e e e e eare e e eenr e e e e araeeeenreeeeeees
SEXSUPD DENLAl dAMS.....eeiieeieecee et e et e e et e e e e bt e e e e aae e e e aneaeeees
For each of the following testing services, please indicate the extent to which the service was provided onsite,
PS3. either by the program itself or by partners, at the location(s) where your program operated.
ONTEST Onsite testing services
Not Not Refuse to
provided provided Answer/
Fully Partially but and not Not
provided provided needed needed Applicable
ONTESTA HIV rapid teSting.......couiiiiiiiiiiiiiiiiiiiic e
ONTESTB HIV laboratory-based testing.............
ONTESTC Hepatitis C virus (HCV) rapid tEStING......cc.cevvevveeeeerrertiereeteenreereerreereeeseeeceveeeenns
ONTESTD Hepatitis C virus (HCV) laboratory-based testing..........ccceeeveevevreevreeveenveecenreeenns
ONTESTE STl testing other than hepatitis or HIV.........ccoiiiiiiiceceeeceeceee e,
ONTESTF TB skin testing or laboratory-based screening for
JAtENE TB...eeeeeeeeee et e ettt e e ettt e e e e tae e e e taeeeeesteeeeeseseaeeeeeeeeeeeeaaaees
ONTESTG Pregnancy testing




ONTESTH
ONTESTI

COVID-19 tESEING .. eiteiiiiieee ettt ettt e e ite e e e tte e e e e taee e e ataee e s sbaeeesssaeasessneeenns
Other (please describe)

Check_PS3spec.

If R selected ‘Other (please describe)’ (PS3 [ONTESTI]), go to PS3spec [ONTEST_S].
Else, go to PS4 [ONVAX].

PS3spec.
ONTEST_S

PS4.
ONVAX

ONVAXA
ONVAXB
ONVAXC
ONVAXD
ONVAXE

Specify other onsite testing service
Specify other testing

{text response; max characters = 100}

For each of the following vaccinations, please indicate the extent to which the service was provided onsite, either

by the program itself or by partners, at the location(s) where your program operated.
Onsite vaccinations

Not Not Refuse to
provided provided Answer/
Fully Partially but and not Not

provided provided needed needed Applicable
Hepatitis A VacCinatioN........cocoviiiieeiiee ettt e e eaneeees
Hepatitis B VACCINAtioN......cccuiiiieiiieccieeccee ettt e vae e e s eaae e e
INFIUENZA VACCINGTION. ...c.eeieiiieierieteeriee ettt ettt

COVID-19 VaCCINALION. ....eiiieiiieeeeiiee ettt cetree et eere e eeeareeeeearee e e e e e e e e eeeeeeeennns
Other (Please dESCIIDE)......c..vievieeeieeeeeeee ettt et

Check_PS4spec.

If R selected ‘Other (please describe)’ (PS4 [ONVAXE]), go to PS4spec [ONVAX_S].
Else, go to PS5 [ONMED].

PS4spec.
ONVAX_S

PS5.
ONMED

ONMEDA
ONMEDB
ONMEDC
ONMEDD

ONMEDE
ONMEDF

Specify other vaccination
Specify other vaccination

{text response; max characters = 100}

For each of the following medications, please indicate the extent to which the medication was prescribed and/or
dispensed onsite, either by the program itself or by partners, at the location(s) where your program operated.
Onsite medications

Not Not Refuse to
provided provided Answer/
Fully Partially but and not Not

provided provided needed needed Applicable
HIV treatment........coooiiiiiiii
PrEP (pre-exposure Prophylaxis).........c.ceeoeeeeereeeeeeeerseeeeeseenseesseessesseessesneesnnns
PEP (post-exposure Prophylaxis)........c.coueeiceieeeiicieeceeeeeeeeee e

Hepatitis CtreatMent..........ooouviiiieeeeeeeee ettt ee e annnenees
STI treatment other than hepatitis of HIV.........cccoeiviiiieiiieceeeeeeeeeee e,
Medications for opioid use disorder (MOUD)..........ccceeevueeeiueeeveeeeeeeeeeeeeeeeeeenns




ONMEDG
ONMEDH
ONMEDI

Medications for non-opioid substance use disorders

Medications for mental health disorders............ccceeeeeiieeeciiiiieiieeeeeee s
Other (Please deSCIIDE)......cviveierierieeeeeeeteee ettt et et esae e erreereeens

Check_PS5spec.

If R selected ‘Other (please describe)’ (PS5 [ONMEDI]), go to PS5spec [ONMED_S].
Else, go to Check_PSé.

PS5spec. Specify other medication
ONMED_S Specify other medication
{text response; max characters = 100}
Check_PSé6. If R provided MOUD (PS5 [ONMEDF] EQ “Fully provided” OR “Partially provided”), go to PS6 [MOUD_S].
Else, go to PS7 [ONMSRV].
You indicated that your program provided onsite medications for opioid use disorders (MOUD) between January 1,
[YEAR], and December 31, [YEAR]. Which of the following MOUD did your program provide onsite, either by the
PSé6. program itself or by partners, at the location(s) where your program operated? Select all that apply.
MOUD_S Which MOUD provided

Buprenorphine/naloxone (SUDOXONE).........cccueeieeeeieeereeeeiieeciee e eveen
BUprenorphing (SUDULEX).......ccvecveireeirieieeieecre et err s ene e ereeveerneesnenns
Y =T - e (o] o T O RSP SRRPPPPRRR
NaILFEXONE (VIVILIOI)...veiieeiiieeeie ettt s eeaaae e
Other (Please dESCIIDE) ........coeiieiiieeeeeeeeeeeteeeee ettt
REFUSE 10 ANSWET ...cniiiiiieiiieete ettt ettt ettt e e et e e aaeenaneeeeeaas 7

Check_PSé6spec.

If R selected ‘Other (please describe)’ (PS6 [MOUD_S]), go to PS6spec [MOUD_SS].
Else, go to PS7 [ONMSRV].

PSéspec.
MOUD_SS

PS7.
ONMSRV

ONMSRVA

ONMSRVB
ONMSRVC

Specify other MOUD
Specify other MOUD

{text response; max characters = 100}

For each of the following other medical services, please indicate the extent to which the service was provided
onsite, either by the program itself or by partners, at the location(s) where your program operated.

Other onsite medical services
Not Not Refuse to
provided provided Answer/
Fully Partially but and not Not
provided provided needed needed Applicable
Substance use disorder treatment services
(excluding MEdICAtIONS).....c.coieeieeiieieee ettt ettt et r e teesre b e e saaeeennes
WouNd Care/treatMeENt.......cccueeiiriierieriiinieresieete ettt sttt st sbe s b sasesae s
Mental health services (excluding medications)
provided by a licensed physician, psychologist,




ONMSRVD
ONMSRVE

ONMSRVF
ONMSRVG

nurse practitioner, or social WOrker...........oocuviiiriiiiiiiiieecceeeeeee e

General medical care (primary care or urgent care)
Reproductive health care excluding STl testing (e.g.,

PAD SIMEAIS) .eeiuveeereeureereeerrerteerreesresseesseeseeseeessesseeseessessseseessessseessesseesssssseesseseennes
Family planning, contraception, or prenatal care.........cccceoveeeeeiiieeeeeeeeeeeecenn.
Other (Please dESCIIDE)......cviivierierieeieteeeteeeee ettt et et eeaeereerreeree e

Check_PS7spec.

If R selected ‘Other (please describe)’ (PS7 [ONMSRVG]), go to PS7spec [ONMSRV_S].
Else, go to PS8 [CPNAV].

PS7spec. Specify other onsite medical services
ONMSRV_S Specify other onsite medical services
{text response; max characters = 100}
Did your program provide client navigation services/peer navigation? Client/peer navigation provides
PS8. individualized support for program clients in accessing and sustaining engagement with health and other services.
CPNAV Did program provide client/peer navigation services
Check_PS9. If R provided client/peer navigation services (PS8) [CPNAV] EQ 1), go to PS9 [CPNAV_S].
Else, go to PS10 [SOCSRV].
PS9. What services were covered by your client navigation/peer navigation program? Select all that apply.
CPNAV_S Client/peer navigation services
HIV Cal€.. ettt ettt et e e sttt e e e e e e s e seeeee e e s e e e e eeeeennn
PrEP (pre-exposure prophylaxis for HIV prevention)..........ccccceeveeeveeeeeeeecnveeeennn.
HCV Carl...ciiiieeieeeeeeeeee ettt eee e e e
Medications for opioid use disorder (MOUD)
Medications for non-opioid substance use disorders...........cccoeveeeeeeeiiiicnnnnnnnnn.
Legal records (e.g., birth certificate, social security card, state
ID/AFIVEL'S lICENSE)...evievieeieeieeeeieeeteeeteetetetetestesesteaestessesaessessessessensassensesssseenes
Medicaid or other health iINSUraNCe..........ccoeiieriiirieiieeeeeeece e
Social support services (€.8., NOUSING).......ccvevreerriereereirreecreeeeereeereeerreeeereeeeranees
REUSE £0 ANSWET ....ciiiiiiiiiiiteiet ettt et et e e e e e e e e e 77
PS10. For each of the following social and other services, please indicate the extent to which the service was provided.
SOCSRV Social and other services
Not Not Refuse to
provided provided Answer/
Fully Partially but and not Not
provided provided needed needed Applicable
SOCSRVA Case MaNAZEMENL.......cceiiiiiieie s
SOCSRVB

(01 1] o [>T YRS




SOCSRVC DFOP-IN CENEET oo eeeeseee e eeseseeseseaeeesaeseseseaseseeseseasessaesasessaseseasaseaseseeesasesen
SOCSRVD Enrollment in Medicaid or other health inSUraNCe..............ccoeeveeeeevevereeveeeeennnns
SOCSRVE Family violence, domestic violence, or intimate
PArtNEr VIOIENCE SEIVICES. ...ccccuviiieeiiieeeecitieeeeiteeeeste e eeve e e eevreeeesaeeeeeassassesaeaaaees
SOCSRVF Food/meals, including SNAP, WIC, food pantries, or
MEAI AEIIVEIY SEIVICES.......oe ettt et et e eeette e e e aae e e e aaanannees
SOCSRVG HOUSING SUPPOIT.....eiiiiiiiieeeiiiee ettt et e et e e e vee e e taee e esavaeeseabaeeesnssaeeennes
SOCSRVH Hygiene-related services (e.g., laundry, SHOWETS).........ccoveeeveeeirieecreecreecreeeneeen.
SOCSRVI Job-related services (e.g., placement assistance,
skills training)
SOCSRVJ Legal Services/COUNSEIING.......cccuieeieeeieeeieeete et et ete e ete e e e e e e e nareeeeeens
SOCSRVK Substance use counseling provided by certified
addiction counselors or other recovery support
SBIVICES. ceuuvteeueeerteerteeeteesteesseesteesteessseeesseessseessseesseesaseensseessseensseenseesennnssaaeeens
SOCSRVL Other (Please deSCIIDE)......ccviivierieireeeieeecteereer ettt ere e treereereerreeree e
Check_PS10spec. If R selected ‘Other (please describe)’ (PS10) [SOCSRVL]), go to PS10spec [SOCSRV_S].
Else, go to INTRO_PS2.
PS10spec. Specify other social service
SOCSRV_S Specify other social service
{text response; max characters = 100}
INTRO_PS11. The next questions pertain to referrals provided by your program between January 1, [YEAR], and December 31,
[YEAR]. By “referral,” we mean directing clients to specific offsite providers where they can receive specific services.
PS11. What types of referrals to testing services did your program provide? Select all that apply.
REFTEST Testing referrals
No testing referrals provided
HIV t@STINEG ..ttt ettt e et e et e e e e tae e e e aaee e eeaasassssasssaasaneees
Hepatitis C Virus (HCV) tESEING......ccveeverrrereereereeireereetrenreeereeeesseesseeesaneeessneeenens
STl testing other than hepatitis or HIV.........cccuiiiieiiiiie e
TB skin testing or laboratory-based screening for latent TB........c..ccccceevvveeeeenne.
PregnanCy tESTING.......ooc ittt e e te e e e e e e e e e e e e e aaeaaes
COVID-19 £EStING.cctieieeiieeeeteee ettt e et e e ve e e e tr e e e e eaae e s e bbaeeesvaeaeesesaaeeas
Other (please describe)...
REFUSE £0 ANSWEN ....ciieiiiieeiiiie ettt ettt e e et e e aae e e eabae e e saneeeeeeeees 77
Check_PS11spec. If R selected ‘Other (please describe)’ (PS11(8) [REFTEST(8)] EQ 1), go to PS11spec [REFTEST_S].
Else, go to PS12 [RCOVAX].
PS11spec. Specify other testing referral
REFTEST_S Specify other testing referral




{text response; max characters = 100}

PS12. What types of referrals for vaccinations did your program provide? Select all that apply.
REFVAX Vaccination referral

No vaccination referrals provided

Hepatitis A vaccination...
Hepatitis B VACCINAtioN......ccccuiiiieiiiecetee ettt et vae e e e e e e
INflUENZA VACCINAtION...c..iiiiiiiiiieeeteeete ettt sttt e st ree e e e e e
COVID-19 VACCINAtION.....uttieeeiiieeeiieeetteesteesieeetee et e eteeeaeeeseessaeesssaeeessensnseneeeens
Other (Please dESCIIDE)......cciivvicrecreeereeeeceeee ettt et ere e ereereerneene
REUSE £0 ANSWET ....ciiiiiiiiiiiiie ettt ettt et e e st e e e e e e e 77

Check_PS12spec. If R selected ‘Other (please describe)’ (PS12(6) [REFVAX(6)] EQ 1), go to PS12spec [REFVAX_S].
Else, go to PS13 [REFMED].

PS12spec. Specify other vaccination referral
REFVAX_S Specify other vaccination referral

{text response; max characters = 100}

PS13. What types of referrals to treatment did your program provide? Select all that apply.
REFMED Referrals to treatment

No treatment referrals Provided..........c.eeeeeveeeieiiieeeeieeeeeeee e

HIV Ereatment.... .. ettt e e e e e e e e e e e eeeen

PrEP (pre-exposure prophylaxis)

PEP (post-exposure prophylaxis)
Hepatitis CtreatMent.........cocviieiieeeeeeeeeece et re e rr e e e e aaraeeeeens
STl treatment other than hepatitis or HIV............ooovivieeiiieeeieeccreeeeeeee e,
Buprenorphine (including Suboxone or SUBULEX)........c.eevevueeveeveneeeirrecerreeenns
Medications for opioid use disorder (MOUD) other than

DUPIENOIPRINE. ...ciieeiiieeeeee et e e e e e e s aae e e e eaaaaaees
Naloxone

Medications for non-opioid substance use disorders..........cccccoueeeeecccccnnnnnnnnnnnn.
Medications for mental health disorders.........c.ccoevevierieniienieineecienieseecereee e
Other (Please deSCIIDE)......cc.viicuiiecreeeereeecee ettt e eaee s
REFUSE T0 ANSWET ...cniiiiiiiiiteeie ettt ettt ettt e et e et e e ateenaneeeeeaa 77

Check_PS13spec. If R selected ‘Other (please describe)’ (PS13(12) [REFMED(12)] EQ 1), go to PS13spec [REFMED_S].
Else, go to PS14 [RMSRV].

PS13spec. Specify other treatment referral
REFMED_S Specify other treatment referral

{text response; max characters = 100}




PS14. What types of referrals to other medical services did your program provide? Select all that apply.
RMSRV Other medical services referrals
No referrals to other medical services provided..........ccccoeeevieieeciiieieciiiieeeeeeeen,
Substance use disorder treatment services (excluding
[ T=To (o= o) s 1) ISR
Wound Care/treatMeNt........cc.cevueeierieniieiieniertee ettt sttt st
Mental health services (excluding medications) provided by a
licensed physician, psychologist, nurse practitioner, or social
WOPKE c.vtiutieiieritentteteete et esteeteetesaeesteesbesstesseebesssesssessesnsesssessaessaensssessnssaesnssseenn
General medical care (primary care or urgent Care)........ceeveeeeeeeeeecveeeeeereeinnns
Reproductive health care excluding STl testing (e.g., pap
SIMIEAIS) cceeveeeeeeeeeeeeeteeeeeetteeeeesaeeeessaseeeesaaaeeeesasteeessaseeesssaseessnsseeessssesessnnsnsssnnnnnnns
Family planning, contraception, or prenatal care.........cccccoveeeeiiiiieeeeeeeeeeeeeen,
Other (Please dESCIIDE)......ccuuiicueieeie ettt
REUSE £0 ANSWET ....ciiiiiiiiiiitie ettt ettt e et e e s e e e e e e 77

Check_PS14spec. If R selected ‘Other (please describe)’ (PS14(8) [RMSRV(8)] EQ 1), go to PS14spec [RMSRV_S].
Else, go to INTRO_PE.

PS14spec. Specify other medical services referrals
RMSRV_S Specify other medical services referrals

{text response; max characters = 100}

PROCESS EVALUATION

INTRO_PE. We value your input and would like to ask you a few questions about your experience taking this survey so that we
can improve it and ensure that the information you provide is useful.

PE1. The length of the survey was...
SLNGTH Survey length
e T 351 e o RSP POUUSURRRRRRRIRE 1
U B =4 o | ST UUSSRRRRRRPE 2
TOO LONG ..ttt e e et e e e et a e e e e ab e e e eeataeeeeaaraaaeeaeeeaeeas 3
RETUSE T0 ANSWET ....eiiiiiiiieiiieeettee ettt et e s ae e e e bbe e s s ibreeeaeeees 7
PE2. If you were taking the survey again, what format would you prefer? Select only one.
PREFMT Preferred survey format
Self-administered online 1
Self-administered via an electronic document (Word or PDF)
that can be completed and returned by email............ccooveeeeeiiieicciieeeeee e, 2

Interviewer-administered to me over the phone..

Interviewer-administered to Me iN PErsoN.........cocuveeeeeveeeeeiveeeeireeeeeeerrreennnnes
REFUSE £0 ANSWET .....eeiiiieeeee ettt ettt e e e e e et ee e e e e e e e e nnraaaeaeeeaaaaaaaeens 7




PE3.
MISTOP

PE4.
HOWUSE

What topic(s) were missing from this survey and need to be added in the future?
Missing topics

{text response; max characters = 255}

How would you like to see this information used? Select all that apply.

How this information used

INCIEASE AWAIENESS......veeureeureerrenreeiueeseeaesseesseesesseessasssesssesssesseessesssesseesseessessaanse
INCcrease COMMUNILY SUPPOIt.....ccciiiieiiiieeeiiiee et e e erireeeeereeeeetreeeesvereeeeeeeeeeees
INCrease fFUNAING........oiiiiiieeeee ettt e e e e e e e e e e e aaaaaaeas
INFOIM POICY/IAW.c.etiitiiieiieieeteet ettt se ettt be e e st e s ae b e esesaesanessasnnne
Other (please describe)..

REFUSE T0 ANSWEN ....eiiiiiiie ettt ettt et e e e ere e e e aae e e esraee e saneeeeeeeees 7

Check_PE4spec.

If R selected ‘Other (please describe)’ (PE4(5) [HOWUSE(5)] EQ 1), go to PE4spec [HOWUSE_S].
Else, go to PE5 [OTHSUG].

PE4spec.
HOWUSE_S

PES.
OTHSUG

Specify other use for this information
Specify other use for this information

{text response; max characters = 100}

Please use the space below for any other suggestions or comments for improving this survey to make it useful to
programs.
Other suggestions or comments

{text response; max characters = 255}

DATA_PE.

You have now completed the survey. Thank you so much for your participation. Once you submit your survey, you
will not be able to go back to previous questions or change any of your answers, so please make sure you are ready
before proceeding.

Before we end, we would like to document your preference on how information about your program is shared with
others aside from the survey team. Others could include, for example, researchers, health department staff, and
other syringe services programs. The survey team includes staff at the North American Syringe Exchange Network
(NASEN), the University of Washington (UW), New York University (NYU), and the Centers for Disease Control and
Prevention (CDC). As a reminder, data from this survey will only be reported in aggregate (that is, your responses
will be grouped with those from other programs) in formats like presentations, publications and reports. Program
names and any other information that could potentially identify a program, such as the state or county where a
program operates, will never be reported.

PE6.
DATASHR

Would you be willing to share your data with others aside from the survey team? Please remember that
identifying information will never be reported.

Individual data sharing preference

No, data cannot be Shared..........c.coecieeeieriiiiececeee e 0

Yes, data can be Shared.........cooveieiiiiiieiieeetee e 1




CALC_EDATE
Automatic, hidden variable: Interview end date (today)

EDATE End date

/__1

CALC_END
End time of interview

END End time
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