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OVERVIEW

Abbreviations

R

DK
REF
NA
EQ
GT
GE
LE

LT
NE

Key Terms
Term

Calculated
variable

Message

Filter question

Logic Check

Interviewer
instruction

Introductory
statement

Range

Section

Soft Edit Check

Respondent

Don't know

Refused to answer

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

Equal to
Greater than

Greater than or equal to
Less than or equal to

Less than
Not equal to

Prefix / format

CALC_

INTERVIEWER:

Check_

INTRO_

SoftEdit_

Definition

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

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

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.



DAVE PURCHASE MEMORIAL SURVEY
PRELIMINARY INFORMATION

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 MYSEIf........oociieeiieeieeeeeeeer e seane e s 0
Completing survey With intervieWeTr...........c.ooeiieiiieeiiee 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

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
JANUAIY ettt e e e e e e e e e e e e e e eeeeeeaeeeean e eaaanns
FEDIUAIY ..o ettt et ete e et e e be e s beeebeeebaeeabaaeeeeeennen
MAFCRL ettt ettt ettt e sae et et st e b et s sbeeeane

[N

N

©w

September...
OCEODE .t e et e e et e e e e ba e e e e rae e e e eabaee e nnaaeeas
NOVEMDET .....cutieitieeiieecteeetee ettt e e e et e e e sre e s taeestaeeeare e ane e sneensaeensnas

DECEMDET ..ottt e et e e aae e e e aae e e e ennnes

Refuse to Answer..

PI3b. Enter the year. If you do not remember the exact year, please provide your
best estimate.
Please enter four digits.




SDATE_Y

[FIELD NOTE: IF REFUSED OR DON’'T KNOW, LEAVE BLANK]
SDATE year

RANEE.. . ettt ettt ettt et e e e e ae e naeenes 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\ T PO PP O PP ROOPPPPPPPPPPPPRN 0
Y S ettt et sttt e et e e ettt e e e bt e e et e e e e e e e e e e e e eeeaeaens 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..........cceecvueeecieeiiieeeiieeecieeee e esee e e e areees
City health department............oouiiiiiiiee e
County health department..........c..occvieieiiiieeeie e e
State health department............oooouiiiiceieece e
Health care organization.............coccuiiieeiiiie it




Academic institution or hospital
VOIUNEEEIS ONIY ..ottt e et e e et e e e re e e e e eareeeeenneeeees

Other (PIEASE SPECITY)....uuiicreeiieierieecteeete et ettt eteeereeetre e reeeaeeeeraeeenareaaeeens
REFUSE £0 ANSWET .....eeiiieeeeee ettt e e e e e e e e rarea e e e e e s eeennraaaaaeeeaaaaaaanens 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].

PC1ispec.
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 BOVEIMMENT.....oiiiiiiiieeiteeete ettt e ere e s e saee e e s abe e e s s s sssnnes
COUNLY OVEIMMENT......uuiiiiiiiiiiiiiiiitteeeeeeeeeeiitrreeeeeesesseerrataeeeeeesssssnssssnsesnssnnnnaes
STAte GOVEINMENT....cciiiiiiiiiiieeeee ettt errrre e e e e e s s s sarrreaeeeeeeseeassnnsnnnns
Federal EOVEINMENT..........oii it ee e et e e aaaaaees
Non-profit foundation/organization............cecevverernieniieneeneeieneeneesreeesiee e
[[aTe 1AV Te [VE] e [o] 0 = 1 o T3 30 RSP RPUUPRRS
Personal funds from program managers or staff...........cccceeevrveeveenceeeceecnireeee e,
Corporate dONatioN.........oiiccuiiieeie et e e e e e e e e e e e
Other (PIEASE SPECITY)....uuiicreeeieeeieeecreeee ettt ete e reeere e reeeteeeeraeeeanaraaeeeens
DON'T KNOW..tiutiieieieeieecte ettt e eite et e et essae e aa e e s e esaeeessseensaeesssesseeensneaeseennnsnns 99
RETUSE £0 ANSWET ....oi ittt ettt e et e e et eeetae e e e aeaeeeenaeeeeeeeees 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.......cccuerieriieiierienieerieriteseesieessesseesseessesssesseessesssessaessesssssseesssnn 1
$25,000-$100,000.....c.c000eemuurrreeeeeerenrerirrreteeeeeesssssnrrreeeeeeessssssssseeseeesssnsssesssssnnns
$100,001-$250,000

$250,001-$500,000

$500,001-3L MIllION...ciiitiieiieeieeteeee ettt e st e e s s aaraaeeeens 5
Between $1 million and $2 MillIoN........ccceceriiriiniiniieniereeeeeeeee e 6

$2 million or more .
DON'T KNOW.eiiiiiiiiieeiiiiieeeeee ettt eeeeeeavaeeeeeeeeeeeesssassseeeeseesssssssnsseesssssssnnnes 9T




REFUSE T0 ANSWET ....eiiiiiiieeeieeeeee ettt ettt e et e e e aae e e s eaaeeeearneeeeeees 77

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\ T PP P PO P PP OOPPPPPPPPPPPPRN 0
Y S ettt ettt e et e e e bt e e s e bt e e ettt e e e e e e e e e e e eaeaeaens 1
REFUSE £ ANSWEN ... .uvverieeeeeeeeeceiiireeeee e eeeeeetree e e e e eeeeeaaareaeeeeeeeeeesssasseaeeeeaeeeessens 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
N Ottt ettt sttt e et e s et e e s e bt e e s e bbb bbb aeeaeeaeeee 0
Y S ettt ettt et et e s bt e s e et e e e e e e e e e e e e e e e e e eas 1
DON't KNOW..coiiiieeiitietite ettt et er et svesre s sresrese e asassrese e 9
REFUSE £ ANSWEN .....uvveeieeeeeeeeeeeiiieeeeee e eeecttree e e e e e eeeeeearareaeeeeeeeeeessrasseaeeeeaeeeassees 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...oieceerieeeee ettt e vsre e et ere s s srs et e ee e asns e ee e 9
REFUSE £ ANSWEN ....evviriieeeeeeeeeciiieeeee e eeeeecrree e e e e eeeeearareaeeeeeeeeeesssasseeeeeeaeeeeseens 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. . et ee e et e e e e ae e e e aae e e e ntaaeeenaees 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)

AlADAMAL ettt ettt s 01.coieeenn.
ALASKAL c..eeeieeiierieieeteeteet ettt ettt a e esaeebe et saeesbeesessnenseened (07 2SN
ATIZONA. ettt ettt et e e st e s bt e st e st e s ne e s et e sare e sareenaneens 04..oevieees
ATKANSAS. .. eiieiiieiieniteeieeeie ettt sre et essiaessaeessreessaeesraesne 05.ccceciireenn.
CalifOrNIA..ccieeteteeieetertee ettt Qb....ccuvenneee.
(601 (o7 e [o NN OO PR PURRPRRRRSRRRIY 08

Connecticut..

DEIAWAIE. .....eei ettt ettt et e e et e e e e earaae e




(1Yo ¢ - TR U ST RU SRR PPSRRPI 13,
HAWa.evieeeiiie et ee ettt e et e e e e e earae e e nnaeean 150,

KNS @S, i ittt e e e s e e e e e e e e e e e eeeeeeee e e e e e e e araaaaaaana,

KENEUCKY ...ttt eeare e e e treeeeeanes

Louisiana

Maine..........

Maryland

MaSSACHUSELLS. ....eoureieeiirierieteie ettt et e s e e s e naas 25 e,
Y 1Tl 1 == o TSP 26
MINNESOTA. .. .teieiiiiieiteeteete ettt ettt et e s e b e sare s 27 e
MiSSISSIPP.ceeeeeerrrrrrreeeeeeeeiiirrreeeeeeeeeeeerrrreeeeeeeeeessnssseseseeseessssssrnssaens 28,
MISSOUNT..eerivieeieeeieeeiteeieeeriteeteeeieessteessteesbeesabeesseesseesseesssaesnsens 2% i
Montana.. .

[N o = 1 PRSPPI

NEVAUA. ... tiiiiieiiieiee ettt ettt sbe st st e saeestestesaeesbasbesaneneas

NEeW HamPShire.......coouviiiiiieeeeee e et 33,

New Jersey.........
New Mexico

PENNSYIVANIA........iiiiieieeeeeeee e
PUEIEO RICO...ciuiieiieeiierieiteteet ettt sttt 72
RhOdE ISIaNM......oieiiieiieeieeeee e Ao
South Carolina...
Yo TULd o J D=1 o] 7 TS
TENNESSEE....ccoiiiiiiiiieieieeeeeeesree e esreeeseereesesnvneessenveeesesne B e

Virginia...........
Washington
WESTE VIrZINia. o eiieeeiiieieieeeeitee ettt ree e e ar e e e bae e e eees 84,
WISCONSIN..ceiutieitiertieesiteesiteerte st e et eesteessaeesbeesbeessaesbeesseesnsaesanes
Wyoming
REfUSE 1O ANSWET ... viieiieeiieeieeete et te ettt ste et saeessaeeesaeeeas

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 Carl........cccecieeriieeieenieeeieeeieeeieeeeeeeeeeee e

TN OF OULAOOK Ar@a.....cccvereeieiieieeiieiereeeetesee st estestesasesaeesesssessssaesnssaessssseens
HOME AEIIVETY ...ttt e e eaee e e e aaeaeennees
“Backpack” delivery.
Y 1o e =T PSR UUSRRR

Syringe vending Maching..........occuiiiiiiiiiceceee e
Other (Please dESCIIDE)......ccuviieueieeieeeeeeeeeeee ettt e
DON'E KNOW..titiiieiieesiie ettt ettt et seee et e et e esaeeesateeseeensteeseeesneaesennnnnnns 99
REUSE £0 ANSWET ....ciiiiiiiieiiie ettt e et e e s bae e e s iaeeeeeeee e 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

rCheck_PC12.

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

PC12.

Please choose the reason(s) for the disruption.
Select all that apply.




WHYDSRP Why services disrupted
Inadequate funding for materials or SUPPlIES.........cceeevieeeeiieeeeciieeeeeeeeeeeeeeeees
Inadequate funding for operations..........cceeieciieeeiiiie e
Lack of personnel to staff the program..........cccceeeceeecieecieeceeceeeeee e
Legal or political intervention.............ccueiieiieieciiecccee e
COVID-19 PANAEIMIC.....vvieeeureeeeeiieeeeereeeeecteeeeetreeeeenaeeeeeareeeeeaeeeeeesneeeeesseeeeeennn
Other (Please deSCIIDE)......ccviicueieeuieeeeeceeecee ettt e eaee e
Don’t Know

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_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

[N\ o T T OO O TP P PR UPPRRPPPRPRRPRN 0

Y S ettt ettt s et e e et e e e et e e e bt e e e e e e e e e e e e e e e aeaens 1

RETUSE £0 ANSWET ....ciiiiiiiiiiiie ettt ettt et e e s e e e eeees 7
PC14. What computer software program did you use to manage your program'’s data? Select all that apply.
SFTWR Software to manage client data

SUIVEYMONKEY .....cviiieiiiieeeiiee ettt ee e e ettt e eetae e e e e etaee e e beeeeesaaaeeeasaneeeeeeeaeeeaanns

Other (Please dESCIIDE) ....cuicviereierieeeceeetecereeteee et er et eae v ereeeene
REFUSE T0 ANSWET .....eiiiiieeeee ettt e e e e e e et e e e e e e e e e nesasaeaaeaaaeaaaannes 77

Check_PC14spec. If R selected ‘Other (please describe)’ (PC14 [SFTWR] EQ 8), go to PC14spec [SFTWR_S].
Else, go to PC15 [UNIQID].

PCi4spec. 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
|22 =L S SRR 0-99922299
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 Ottt ettt sttt st e et e s ab et s e b et e e e bbb b e b e eeaeeeeee 0
Y S ittt ettt eeeeeeeeeaeeeaeeeeeeeeetet ettt a———————————————_asseeeeeeesneeetrnneerenn 1
DON"E KNOW.. .ttt ettt ettt e e e e e abe e e e tae e e eaaaeeseabaeeeaaeaaaeaeeas 9
REFUSE £0 ANSWET .....eeiiiieeeee ettt e e e e e e ear e e e e e e e e e s neraaseaeeeaeeaaaaeens 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
N Ottt ettt ettt st e et s ettt s et e e s bbb b eebeeaeeeaeee 0
Y S e ittt ettt eeeeeeeeeeeeeeeeeeeeeeetet ettt t———————————————_aaaaeeeeeasneeeernneeeenn 1
DON'E KNOW.. ..ttt ettt e e ta e e e e e e tae e e eaaa e e e eabaeeeaaeaaaaaeeas 9
REFUSE £0 ANSWET .....eiiiiieeeee ettt e e e e e e et e e e e e e e e e nerasaeaeeeaaeaeaaeens 7
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

CISEENUET WOIMEN.....eecuiiecieeeiieeereeeteesreesteeetaeeeteeetaeesseeeseeebeeesaessaesssnnnssneeeens
CiSBENAET MEN... .ttt ettt e et e e ee e e e e eebae e e e tteeeeesaeeaenssaeeeennnnnnnnnen
TraNSEENAET WOMEN....cueirteirieeierieeteetertesteessessesseessesssesssesseessesssesseessesssesssssses
TraNSEENAET MNEN....iiiiiiieeeeiiee et eeette e e et e e ee e e e eetaeeeeetseeeeesteeeeensaeeeennraaaaaaas
Genderqueer/NoN-biNary PEIrSONS..........cevieerieerrieeriieeniieenteeniteesreenteeessssareneeees
American Indian or Alaska Native persons...........cccueeeeeeieeeecieeececieeeeeieeeeeennenns
ASTAN PEISONS. ...eiiiiiiieeeitieeeeitieeeeeitteeeeiteeeesrseeeeesraeeeesteseeassaeeeesssesesasssesannsanaeeeas
Black or African American persons

Hispanic or Latinx persons




Native Hawaiian or Other Pacific Islander persons
WHItE PEISONS....eeiieeieeeeee ettt ee e et e e e e ra e e e eeabeeeeensaaeeennnaaaens

Persons aged <18 YEAIS......cccccuieeeeiiieeeeiieeeecite e eere e e eerte e e et e e e e aaneaaaananas
Persons aged 18 t0 29 YEAIS......ccccuieeceeeieeeeeeee ettt e ete et e et e sae e e e e e rnnraaeeeeas
Persons aged 30 t0 39 YEaIS.......uuiiieciiieeeteeeeceee ettt e e et e e e
Persons aged 240 YEAIS.......cccveecueeeceieeieeeiteeeireeeiteeeseeereesseessseesssaneeeeeeennnraeeeens
Lesbian, gay, bisexual, or qUEEr PErsONS..........ccccuiieeeiieeeeiiie et
Other (please describe)..

REFUSE £0 ANSWET .....eiiiiieeeeee ettt ettt e e e e e e e eaare e e e e e e e e e nnaaaseaeeeaaeaaaaenes 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

cca.
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

CiSBENAET MEN.....eiiiiieiiee ettt et e e e tee e ee e e e e e bae e e e taeeeeesaeeaeassaeeeennnnnnnnnnn

CISEENUET WOIMEN.....eecuviieireeeireeereeereeeeeeetteeetaeeetee e seeeesesenseeebeeesaessaesesnnnssaneeens

TraNSEENAET MEN....iii et eeette e e ettt e e eeteeeeeraeeeeetseeeeesaeeeeensaeeeennsaaaaaaans

TraNSEENAET WOMEN. ...c.eiiteirietierieeteetesstesteessessesseesseeseessesseesseessesseessesssesssssees

Genderqueer/NoN-binNary PEIrSONS..........ccceeeeeereieerieeereeseeesreeeeeeeseeessessneeneeeens

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

AASTAN PEISONS....eeieeriieeeitieeeeiteeeeeiteeeeeeteeeeeraeeeeeseeeeeenseeeeesseeeeesseeeeessaeeennsseeeeens
Black or African AMEriCan PEISONS........ccccuureeeiireeeeiieeeeetteeeecteeeeeeeeeaeeeaananeees
Hispanic Or LatinX PEISONS........ccccuveeeeereeeeeiireeeeerteeeeereeeeeiteeeeessreeeeesssnsnssssnnnnnnns
Native Hawaiian or Other Pacific Islander persons..........ccccoeeeeecieeceeeeeeeeeeeennne.
WHIEtE PEISONS......eeeeereieeeteee ettt ceete et eereeeeeeareeeeeraneeeeeaneeeeessaeeeenneees
Persons aged <18 YEAIS.......ccccvieeeeeiieeeeieeeeeeeeeeeeeeeeeeetteeeeeta e e e e nnannannnnnnas
Persons aged 18 t0 29 YEAIS.......cccveeecieeecieeeieeereeete e et e sreeereesereesae e e e e esnaraaaeeans
Persons aged 30 t0 39 YEAIS......uccuiieieeeieeeeeeee ettt ere et e et e e e e e enraaaeeans
PErsons aged 240 YEAIS.......cccveeveeecreeeireeereeeireeeteesiseeeseeeseesssaesasasaeeesenarsaeeeens
Lesbian, gay, bisexual, Or QUEET PEISONS.........cccveeceerreeriieecieeereeeseeeeereesseeeeeeas
Other (please describe)...
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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}




Cccs.
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

HEFOIN, DY TESEIF....veiieeeeeeeeeee ettt ee e e e e eaaeeeeenneees
Speedball, which is heroin and cocaine

L0724 1 =T OO U U USRS
Goofball, which is heroin and

methamphetaming tOgether..........cooviiiiiiiiiice s
Methamphetamine, by itself, also known

AS MELN OF SPEEM.....oo ettt e e e e
Fentanyl, by itself or in combination with

other drugs.......ccccceveecuveenen
Powder cocaine, by itself
Crack COCaINE, DY IESEIf......eieeeriieieiiee ettt e et e et

Painkillers, such as Oxycontin, Dilaudid, or

PEICOCEL. ...ttt ettt st
Benzodiazepines or other downers, such

as Valium, Xanax, or KIONOPIN.........cooccuiiiiiiiieceeeeceeee ettt
Other 1 (please describe)
Other 2 (please describe)

Other 3 (please describe)

Check_CC4specA.

If R selected ‘Other 1 (please describe)’ (CC4 [INJDRUGJ]), 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......cc.eevuirienieieeiereeceee e
LaW €NfOrCEMENT....cccuiiiiieteetecee ettt ettt et e et e s aaessareaeeeens
HIV or other medical Providers..........ooveevveeciieecieeciee e e e
Religious Organizations...........eeeciiieiciiiieeciee ettt
Local politicians
[ o | I TS o =T o | USSP

DIUZ USEI UNIONS. .....uviiiieiiieeeeiiieeeeiteeeeiteeeeevteeeesvreeessseseessseeeesssasesassseessssssses
Other community-based organizations.............ccoecvieeeeiiieeeciiee e
Other (please describe)
NO adVOCAtE SUPPOIt....cceeurrieeeiiieeeeciee e ettt e eeeteeeeeetreeeeeaeeeeestaeeeeeasssssssnssssnsnnenes
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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




CR2.
ECHLNG

{text response; max characters = 100}

What types of external challenges did your program face, not including challenges related to funding? Select all
that apply.

Types of external challenges

Limited/no law enforcement SUPPOIt........ceeeeeverierierierrienieneerieeteseesseeeeeesene

Active police harassment/arrest of program clients
Program operations disrupted by government or law

101 (o) g ol=T ' =Y o | SRR
Local policy/law that restricts program Services.........cccoeveeeveeeevieeeieesceeeneeeeeeenn.
Lack of support from local health officials............ccooveiieeiiieeeiiieeeeeeeeeeeeeeeeee,
Lack of commUNItY SUPPOIt........oeiieeiiieeeeee e
Active community harassment....
COVID-19 PANAEIMIC....uviieeeirieeeeieeeeeeree e ettt eeteeeee e e eerreeeeereeeeeenneeeeenseeesennnns
Other (Please deSCIIDE)......ccvivricvieireerreeeeceeee ettt ee et ereere e e ereereenneenn

Did not face external challenges...........oecveeeciieriieeceeeeeeeee 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.
ECHLNG_S

CR3.
ICHLNG

Specify other external challenges
Specify other external challenges

{text response; max characters = 255}

What types of internal challenges did your program face? Select all that apply.
Types of internal challenges

SEAff DUINOUL.....ooeeieeeeeeeee ettt e e st e e s aaeeees
SEaff SNOITAZE. .. .e ettt et ettt e sta e e re e ebe e e beeeabeeenn
Limited/NO fFUNAING......eeeeieeieeeeeeee et e e s e aeree e e s

Limited/no resources or supplies (other than funding)

Other (Please dESCIIDE)......couviicueieeieceee ettt et
Did not face internal challenges............oooeiiiiieiiiieeeeeeeeee e
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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.
ICHLNG_S

CR4.

Specify other internal challenges
Specify other internal challenges

{text response; max characters = 255}

How would you describe your program’s relationship with your local health department(s)?




RLHO Relationship with local health officials

VY BOOM. .. ettt e e e e tte e e e sttt e e e e aae e e e baeeeesseeeeennseeeeensaeasannneeas 1

SOMEWNAL BOOU.......eeiiiiiiiiee et e e et e e e e rae e e e e e e as 2

Neither 800d NOK POOK.........uiiiieieeeeee ettt eraee e s 3

SOMEWNAL POOT......iiiiciiie ettt et e e e e e e tbe e e e e e e e e e e e e e e e eeeenns 4

VEIY POOK....ccciiiiieeteieuuetuiieaeaeeaaeaaaeaeaeeeeaeeseeseresssssssssssssnnnnnnsnsssnssasasesessaseseessnnneennnn 5

[N oY g1 T (=] o | SRR

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

VEIY BOOM. ...ttt ettt e e tte e e ettt e e e e e tae e e e abaee e e steeesenaseeeeensasasanneneas 1

SOMEWNAL BOOU....... ettt e re e e e r e e e e ra e e e e e e e e as 2

NEIther S00d NOK POOT.........uviiieiieeeeiee ettt et e et e e eeeare e e e e raee e eeaanaannnnnes 3

SOMEWNAL POOT......iiiiciiiieeee et ettt e e err e e e e tbr e e e e e e e e e e e e e eeeeaenns 4

VEIY POOK....cciiiieieetietuetieeeieaeaaasaaaaaaaaeeeaeeeeesereesessssssssssannnnnsnnsssasasasesessaseseessnnneennnn 5

NONEXISTENT....eeiieeeieeetee ettt et e e st e e s teesate e e e s s nsaaneaeesenns

Refuse to Answer

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 ettt e e e e s e e ae s e e e e s e e s s nartaaaaeeeeeee e annaaaaaes 0-92292299
SYR2. Did your program provide syringes to clients based on the clients’ needs, without any restrictions?
CLINEED Needs-based provision of syringes

[N\ T TR P PRSP PP OOPPPPPPPPPPPPRN 0

D = T T PRSP PP UPPPPRTRRPPRt 1
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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

rcheck_SYR4.

If R selected ‘Yes’ (SYR3 [SECXCHNG] EQ 1), go to SYR4 [SETRAIN].




Else, go to INTRO_PN.

SYR4.
SETRAIN

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

secondary exchange) and/or facilitate syringe disposal?
Secondary exchange training

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.
WHATOD

What overdose prevention or treatment services did your program provide? Select all that apply.
What OD prevention or treatment services provided

NalOXONE PreSCrIPLION. .. .viiirieerieecteeeitee et eecte e et e e creeereeebeeeereesseesseeesaeeasaessseens
FeNtanyl tESt STriPS......cociureeeerie ettt et ee e e ee et aaaanaeas
Overdose prevention and response training for opioids.........cccceeevveecreeeiveeennnnns
Overdose prevention and response training for drugs other

than opioids (e.g., cocaine, methamphetaming)..........cccoeeveeveeeeceeeeecccnneeeeeeenns
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Check_PN2.

If R provided naloxone kits (PN1 [WHATOD] EQ 1), go to PN2 [NALKIT].
Else, go to INTRO_PS1.

PN2.
NALKIT

PN3.
NALDOS

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.

Number of naloxone kits distributed

RANEE. .. ettt ettt e e e e e e e e rar e e e e e e e e e erataaaeeeeeee s nnrraraaaaaaas 0:-2299

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.

Number of doses distributed in each naloxone kit

RANEE. . ettt ettt e e e se et e e e e e s st br e e e e e e s e s srabaaaaeeeeaaaes 1-99




PN4.
NALDIS

PNS5.
BARNAL

In what ways did your program distribute naloxone kits? Select all that apply.
How distributed naloxone

Direct distribution from staff to client..........cceceveiieeiieniii e,
In-person delivery (kit delivered directly to client)

Mail delivery (kit mailed to ClieNt).......ccveeveieiieeceeceeceeeeeeeeeee e
Secondary distribution (client distributes kit to peers).......cccceevveeevvveevereeeeecnnnens
Provider referral for prescription or referral to pharmacy.........cccceeevveeecneennn.
Offered at community-based overdose education events (open

Lo 1 a TN o 10T o] Lol FO SRRSO
Offered at overdose education events for staff or clients of

Other OrganiZatioNs.........eccueieciiieie ettt e r e e sareernae e s
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What barriers, if any, did your program experience in providing naloxone to your clients? Select all that apply.
Barriers to providing naloxone

NO DAITIEIS... . teiieieeteeteeterteet ettt et sttt et e st e sbe et e s sbe st esbeesbesssesssesssessnnne

High cOSt Of NAIOXONE.......cceiieiieeeeceeeee e e e e e aee e s

Shortage Of NAlOXONE. ........ueieiieiieecie ettt et e e e be e e aeesaraeeee s

Legal/political ClIMate.......cccuvieeiecieeeceeeee et e e e e

Other (please describe)

DON'T KNOW.tttiiiieieeeiiiieeee e e eeeettee e e e e e e e eeaaaeeeeeeeeeeeessssseaaeeeeeeesasssnsssssnnnnneeees 9

REFUSE T0 ANSWET ...cneiiiiieiiieeie ettt ettt ettt e et e e aaeenaneeeeeaas 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

Fully Partially Not Not Refuse to




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

INJSUPA SYTINEES. ..ttt ettt e eecte e e et e e e et e e eeettee e e ataeeeeesseeeeesasaeeassaeeeasseaeeesaseaessaaeaanns
INJSUPB COOKETS .. enveeteeteeitetteteste st ete st este e te et e st e e sseessesssesssessasssesssaseessesssessaensesssanesnns
INJSUPC COtEONS. ..ttt ettt
INJSUPD Syringe/pill filters like SEEFIilt® ..........cv.ovvevveeeeeeeeeeeee e eeeens
INJSUPE Salineg Or Sterile Water........cc.uviiiieeeeee e e
INJSUPF TIES/EOUMMIQUETES. ... veeeteeeieeetteete ettt et e e e seae e ae e e saeensaaeeeeennnnnneeen
INJSUPG AICONOI PAAS....eeeieetieeeeee et e e et e e e e e e e e e e e e e e e e e eaeeas
INJSUPH WOUNA CArE KItS....cuveruiiiieierieiteieeteetestee ettt sttt st e sbe et ste s es
INJSUPI Sharps containers for carrying used SYringes.........cooeeeeevieeeeceeececrieeeecreeeeeeeenen.
INJSUPJ FENtaNY] tESt SEIIDS...veeiiereeeeetiee ettt eete e eerare e e ee et raaaraaaaneees
INJSUPK Safer smoking kits...........
INJSUPL Other (Please deSCIIDE)......cc.eivierieiieirieeecieereereere et ereere e etresreereeareereees
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)......ciicuviiiiiiiiiiieeeceeeeee e e
SEXSUPB Internal condoms (female CoONAOMS)......cueiivuiiiiuiiiiiiiiieeeeeee e
SEXSUPC LUBFICANT. ¢ttt ettt et s e st e b et st e s st e b e besaneesnane
SEXSUPD DENLAl AAMS......eeieeeieeeeeee ettt et e e et e e e e aee e e etr e e e e nae e e e aneeeeees
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 teStNG......cooveiiiii
ONTESTB HIV laboratory-based teSting.........cueeieeiiiiciiieecee e
ONTESTC Hepatitis C virus (HCV) rapid teStiNG.......c.cevevveeeereerreereereenreereerenneesveeeereeeenns
ONTESTD Hepatitis C virus (HCV) laboratory-based testing..........cccceeeeveevreevieecienieecenreeenns
ONTESTE STl testing other than hepatitis or HIV




ONTESTF

ONTESTG
ONTESTH
ONTESTI

TB skin testing or laboratory-based screening for

[T 0 1= 7SR
PregnanCy tESHING.......ooi ittt e e ettt e e e et e e e e taa e e aaaaaaaa
COVID-19 tESTING . vieerieeieeeteecteeete et e e reeeste e s tae e vaeebeeeveesseesseesnsaessseensseans
Other (Please dESCIIDE).....c..uiievieeeieeee ettt

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........coccviii ittt e et eeaeeees
Hepatitis B VACCINAtiON......cccuiiiiciiiecctee ettt e vre e e e eaa e e e
INFIUENZA VACCINGTION. ....eeieiiietertiteerieeer sttt ettt

COVID-19 VaCCINALION. ....eeiieiiieeeeieee et cetree et e e eeeeareeeeearee e e e e e e e e eeeeeeeennnn
Other (Please deSCIIDE)......ccviivierieirieeieeecreereer et ereere e etresreereeareereeens

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

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... ..o
PrEP (pre-exposure Prophylaxis)........cueeereeeeeeereeeeeeeereeeeeeeeeeeseeeseeeneeeseeeeens
PEP (post-exposure Prophylaxis)........c..coueeeieeeeeeeeecceeceeeceee e e eeneeeeree s




ONMEDD

ONMEDE
ONMEDF
ONMEDG
ONMEDH
ONMEDI

Hepatitis CtreatMent..........oociiiiiieieeccee et aaaaaaees
STI treatment other than hepatitis of HIV.........cccoeiviiiieiiieceeeeeeeeeee e,
Medications for opioid use disorder (MOUD)..........ccceevueeeireeeireeeireeerrecrrreeeeeenns
Medications for non-opioid substance use disorders..........c.ccccvveevrveeeeeeicrrreeennn.
Medications for mental health disorders.........ccccoevereiiievienceereeeeeeeee e
Other (Please dESCIIDE)......ccvivvierierieeieteeeteeteee ettt ere e etresaeereerreereeens

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).........cc.evveieierierienienienieiesieseenresresaessesaeaens
Buprenorphine (Subutex)
MEENAAONE. ... ittt ettt et e e bt e st esaee e e s s snareee
NaItreXone (VIVIEIOl)....c.ceveieieiiieieieieeeteeeeet ettt e v e aaesbeessne e
Other (Please deSCrIDE) ........ooviiceeieieeeeeee e s
REFUSE £ ANSWEN ... evvivieeeeeee ettt eeeeectrrer e e e e eeeeetrareeeeeeeeeeeesssasreaeeesaeeeesenns 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

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 MEICATIONS).....ueierieerieereeeee ettt ettt ae e e




ONMSRVB Wound care/treatMeENnt........ocueoieiieiieeieeeeeee ettt
ONMSRVC Mental health services (excluding medications)

provided by a licensed physician, psychologist,

nurse practitioner, or soCial WOIKEF.........c..eccveeciiiiieeeieeeee et evvaeee s

ONMSRVD General medical care (primary care or Urgent Care).......ccoeeeveecveevveeeeesveeeesnnenn
ONMSRVE Reproductive health care excluding STl testing (e.g.,

PAD SIMEAIS).eeeuveeereerreerreereerseereeresseeeseesesseesssesseesesssesssessesssesssesssessesssssssessseessnns
ONMSRVF Family planning, contraception, or prenatal care...........coceeeeeeveerceeeeeeecireeennn.

ONMSRVG Other (please describe)

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

[\ o T T O OO O P TP P U PR RO RORRPPPRRRRRRN 0

D = T TP SO PPUPPPOTRURRRPPRt 1

REUSE £0 ANSWET ...cciiiiiiiiiiiiteiet et ettt et e e s e e e e eeee 7
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€..ciieeteeeee ettt ettt e s rrae et e e e e e enanes

PrEP (pre-exposure prophylaxis for HIV prevention)..........c.cecveeeeeveeeeveeeennveeenns

HCV Gttt et e e ettt e s et e e et e e e abe et e e e e e eeeeeeees

Medications for opioid use disorder (MOUD) .........cocvevveevenreenreerreereenreeeeveeeennes
Medications for non-opioid substance use disorders...........ccccoveeeecccccnnnnnnnnnn.
Legal records (e.g., birth certificate, social security card, state

[0 TR AT G o= s L= PR SN

Medicaid or other health insurance
Social support services (€.8., NOUSING)....c..ccvevreerrierieriirieereeeeee e eetreeeereeeeenee s

REUSE £0 ANSWET ....ciiiiiiiieiiie ettt ettt et e e s 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 MANAZEMENT. ...ttt e e e eerrrrre e e e e s e e s e rbraaaeeeeesssseeeseesssssnnnnns
SOCSRVB CRIIACAI ...ttt ettt e s et st e st e sbe e besbesaa e beessaeesnnne
SOCSRVC DIOP-IN CEBNEET ...ttt ettt ee e e eett e e eeetreeeeetaeeeeetseeeeensaeeeensseaeennns
SOCSRVD Enrollment in Medicaid or other health insurance...........cocevvveveveeeeieeciiee.
SOCSRVE Family violence, domestic violence, or intimate
PArtNEr VIOIENCE SEIVICES.....cccvveeeeeireeeeeeieeeeeieeeeeeteeeeeeteeeeeeisveeeeeaaeeeeesssssssnsnnnnes
SOCSRVF Food/meals, including SNAP, WIC, food pantries, or
MEAI AEIIVEIY SEIVICES.....uviieereeiieeeiieeete ettt sre e et e re e s re e s aeesabeessaeesasaaaeeans
SOCSRVG HOUSING SUPPOIT....eeiiiieeeieeeieeetee st st et ee e teesre e st e e ssae e sseesnseessseessseesssasnssenns
SOCSRVH Hygiene-related services (e.g., laundry, SHOWETS).......ccccovevreevveereeeeenreereerrenreenns
SOCSRVI Job-related services (e.g., placement assistance,
SKIlS traINING).cccvveeeereeete ettt ettt e re e eeve e e reeetaeeeeveesaseeeaseeenaeeersnneeeas
SOCSRVJ Legal SErviCeS/COUNSEIING......cccvieierierriieienierieetestesieetesteseesaeebeeessbeeeenaeaesnnnne
SOCSRVK Substance use counseling provided by certified
addiction counselors or other recovery support
SEIVICES..uverueereevenienaens
SOCSRVL Other (please describe)
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...........ccuoeieiiiiiieciiieecee e
LAY =T n Y= R
Hepatitis C Virus (HCV) tESEING.....ccveeeiveeereeereeereeete et et eve et eree e e e e eeerraeeee s
STl testing other than hepatitis Or HIV.........ccoeeeieeeiieeieeeeeeeeee e
TB skin testing or laboratory-based screening for latent TB
PregnanCy tESEING.....cccveieieeeieeeieeceeesteeeteeete e reesee e tee e aaeesaaeseraeeeeesnnssaaeeeaennnes
(000 X1 R R T n [ =P
Other (Please deSCrIDE)......covivvicveireerieeeeceeete ettt ereere e ereereesneenn
RETUSE £0 ANSWET ...cciiiiiiieiiiie ettt ettt e st e e st e e s s ibeeeeaeeees 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...........ccouiiiiiiiiiciiieeecee e

Hepatitis A VacCinatioN........ciiciiiiieiiecciee et e e

Hepatitis B VACCINAtiON. .....ccccuiii ittt e e vae e e e e e e

INflUENZA VACCINAtION...c..iiiiiieiiiieeete ettt te et aa e e e e e e

COVID-19 VACCINAtION.....uteereeeeieieeetieeeteectteeeteesteesteeeteesaeeeseessaeesssaeeassensnssneeeeas

Other (please deSCriDE)......cc.viicuiiecrieeieeceeecee e e et

REUSE £0 ANSWET ....ciiiiiiiiiitie ettt et e e et e e s 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
HIV Ereatment...... ettt e s et e e e e e se e e eeeeeeen
PrEP (pre-exposure prophylaxis)......c..ceeeeeeeeeivenreenreeieeneenreesseeeeseesseeseseesseeeenns

PEP (post-exposure Prophylaxis)........c..coeieeveeeeeeeeeeeeeeeeeeeee e e eeanees
Hepatitis CtreatMent.........oooeiiiiiiieccceeeeee ettt et aaeaeaee
STl treatment other than hepatitis or HIV...........coooviiieeiiieieeeecereeeeeveee e,
Buprenorphine (including Suboxone or SUBULEX)........cceevievveeveeeeneeeinieeceieeeenns
Medications for opioid use disorder (MOUD) other than

DUPIENOIPRINE. ...ciieeiieeeee et e e e e et e e e e enaaaees
NAIOXONE....evteiieieeiertete et ete et se et e e e st e beebe st e sseesseeseessesseessasssesssenssensessennes
Medications for non-opioid substance use disorders...........ccccoveeeeccccccnnnnnnnnnn.
Medications for mental health disorders
Other (Please dESCIIDE)......ccviicueeeeeieceeeeeeeeceee ettt e et eaae e

REFUSE £0 ANSWET ....ciiiiiiieeiiee ettt ettt e et e e et e e e etae e e e asaeeeeaneeeeeeeees 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.
RMSRV

What types of referrals to other medical services did your program provide? Select all that apply.
Other medical services referrals

No referrals to other medical services provided............cccceeevvveeveeecieecreeecrrennen.

Substance use disorder treatment services (excluding

[ T=To (o= [ s 1) ISR

Wound care/treatment...
Mental health services (excluding medications) provided by a

licensed physician, psychologist, nurse practitioner, or social

WOPKE 1.ttenieeiteriteeit et et e ittt e bt e e st et et e st e s bt et e st esbt e beesaeestesaaessaesnbaaesnssaessasseeas
General medical care (primary care or urgent Care).......ccecceeeeeeeeceeeeeecveeesnnnen.
Reproductive health care excluding STl testing (e.g., pap
SIMMAIS).c.veveeeeereeseeeeeseeseeseeseeseesteseeseasteseesesseesseseessesseseessesseseessessessessessessesssesssseenns
Family planning, contraception, or prenatal care
Other (Please dESCIIDE)......ccvivvicvverreeereeieceeee ettt er st ereere e ereereenneenn
REFUSE T0 ANSWET ...ttt ettt et e e sateesate e aaeenaneeeeenes 77

Check_PS14spec.

If R selected ‘Other (please describe)’ (PS14(8) [RMSRV(8)] EQ 1), go to PS14spec [RMSRV_S].
Else, go to INTRO_MD1.

PS14spec. Specify other medical services referrals
RMSRV_S Specify other medical services referrals
{text response; max characters = 100}
2020 MODULE
INTRO_MD1. Next, we would like to ask you a few questions about the services you provided in 2020.
MD1. Did your program provide any services at any time between January 1, 2020, and December 31, 2020?
0OP20 Operated during 2020
[N\ TP O PP P ROOPPPPPPPPPPPPPRN 0
Y S i ittt ettt —————————eeseeeeeeeeeeeeeeeeeeeetetettata———————————————_aseeeeeessnaeeerrnneeeenn 1
Check_MD1. If R did not operate at any time during 2020 (MD1 [OP20] EQ 0), go to INTRO_PE.
Else, go to INTRO_MD2.
INTRO_MD2. The next set of questions is about the services your program provided from January 1, 2020, to December 31, 2020.
To the extent possible, please refer to your records to answer these questions. If your program only operated during
some of this time period, please provide information reflective of the time period(s) during which your program did
operate.
MD2. How many unique clients did your program serve between January 1, 2020, and December 31, 2020? Please




CLI20

MD3.
SYR20

MDA4.
NEED20

MD5.
ONNAL20

MDé.
BUDG20

MD7.
ONTST20

provide the best estimate to your knowledge. If you do not know or prefer not to answer, you may leave the
response blank.
Number of unique clients

|22 =L USSR 0-99922299

Between January 1, 2020, and December 31, 2020, how many total sterile syringes did your program provide to
clients? Please provide your best estimate if records are not readily available. If you do not know or prefer not to
answer, you may leave the response blank.

Number of sterile syringes provided

RANEE. .. ittt ettt et e e s e s ae e et e e e e e s sssasraaaaeeeessessarnnaaeaes 0-992929299

Between January 1, 2020, and December 31, 2020, did your program provide syringes to clients based on the
clients’ needs, without any restrictions?
Needs-based provision of syringes

Did your program distribute naloxone kits between January 1, 2020, and December 31, 2020?
Onsite naloxone distribution

|\ [ TP PSRN UPPURPPPIRN 0
D T O RSP P U PPPPPPRTRRRt 1
DON'T KNOW..iiuitieiiieeieeecteeete e e e siteesateessee e sae e taeesaeesseessseesseessseessassssaeseannsens 9
REFUSE £0 ANSWET ...cciiiiiiiieiitee ettt et eeeeeeee 7

What was your total program budget between January 1, 2020, and December 31, 2020? 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.........uuueeiiiieieieeieieieeeeeeeeeeeseaareereeseeeeessarareeesesesesesaeeeeeeeesnnnns 1
$25,000-$100,000......000c00muerrertenreenrertesaesseestestesseessesssesseessesssessessaesseessssaeessnne 2
$100,001-3250,000.....cccciieiiieieeieieeieieeeerererr e eeeeee e e e e eeeeeeeeeeeaeeeaanaaaaannnas
$250,001-$500,000.....

$500,001-$1 million

Between $1 million and $2 MillIoN........cceveriiriiiniiniinieeeeeeeeee e 6
$2 MIIlION OF MOFE...ciniiiiiiiieiteiteeet ettt ettt ettt sae e s essabaeesneee 7
DON'T KNOW.etiiiiiiiieiiiiieeieeeceeeccittee e eeeeearseeeeeeeeeesensssssseeeeeseesssssssssseesssssssnnnes IO
REFUSE £ ANSWEN ... uvivieeeeeeeeecitreeee e e eeetttee e e e e e eeeeeaarrreaeeeeeeeessssseaeeeeseeennnneeas 77

Which of the following testing services were provided onsite, either by the program itself or by partners, at the
location(s) where your program operated between January 1, 2020, and December 31, 2020? Select all that apply.

Onsite testing services

No testing services were provided onsite
HIV rapid tEStING. . .ve ettt et re e e e re e e e e e e e snnnaaaeeeans
HIV laboratory-based tEStING.........covveeveeeieeee ettt e




MD8.
ONMOUD20

Hepatitis C virus (HCV) rapid tEStING......cceevveereeeriereereeereeeeeeeetreereeereesneeeeeveeeenns
Hepatitis C virus (HCV) laboratory-based testing
DON'E KNOW. .ttt ettt ettt et e et e et eesaeeesaeeseaesseesnanaeessennnnnes 99
REUSE £0 ANSWET ....eiiiiiiieiiiie ettt ettt ettt e e et e e e siaeeeeeeee e 77

Which of the following medications for opioid use disorder (MOUD) were provided onsite, either by the program
itself or by partners, at the location(s) where your program operated between January 1, 2020, and December 31,
20207 Select all that apply.

Onsite MOUD

No medications were provided ONSIte..........cocueeeeiiriieeeiiiieeeeieeeeeereee e

Buprenorphine/naloxone (SUDOXONE).........cccueeeeieeieeeieeeteeeeiee et eeree e eneee
BUprenorphing (SUBULEX)........coviieeiieieeceeeeeeeeeeeeee ettt eaee s
Y =T = o (o] o T TS UUPRN
Naltrexone (Vivitrol).......

Other (Please dESCIDE) .......oocueiieeeiieeeeeeee ettt
DON'T KNOW..ttttiiieieeeiiiteeee e e eeeeiree e e e eeeeearreeeeeeeeeeeesassseaaeeeeeeennsnnesssssnnnnneeees 99
REFUSE £0 ANSWEN ... uuiiieeeeeee ettt e eeeetrtee e e e e e e e e rareaeeeeeeee s assassaaeeaaaeeeeaeees 77

Check_MD8spec.

If R selected ‘Other (please specify)’ (MD8(6) [ONMOUD20(6)] EQ 1), go to MD8spec [ONMOUD20_S].
Else, go to MD9[ONMSRV20].

MD8spec.
ONMOUD20_S

MD9.
ONMSRV20

MD10.
RFBUP20

Specify other MOUD provided onsite.
Specify other MOUD

{text response; max characters = 100}

Which of the following other medical services were provided onsite, either by the program itself or by partners, at
the location(s) where your program operated between January 1, 2020, and December 31, 2020? Select all that
apply.

Onsite other medical services

No other medical services were provided onsite.........cccceeeevieeeeciieeecciieeeeeeeee,
Substance use disorder treatment services (excluding

INEAICATIONS) ettt ettt e et e e et e e e e aeeeesaateessssseeessseessssssssssssssneeees
Wound care/treatment
Mental health services (excluding medications) provided by a

licensed physician, psychologist, nurse practitioner, or social

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

Family planning, contraception, or prenatal care
DON'T KNOW..tttiiieeieeeiiiteiee e e e eeeitre e e e e e e eeaareeeeeeeeeeeennssseaaeeeeeeesassnnsssnnnnnnneeees 99
REUSE £0 ANSWET ....eiiiiiiieiiiie ettt ettt ettt e e et e e e siaeeeeeeee e 77

Did your program provide referrals for buprenorphine (including Suboxone or Subutex) between January 1, 2020,
and December 31, 2020?
Referrals to buprenorphine




Between January 1, 2020, and December 31, 2020, what types of referrals to other medical services did your
MD11. program provide? Select all that apply.
RMSRV20 Other medical services referrals

No referrals to other medical services provided..........c.ccooeeviiieeciiiecciiieeeeeeeen.
Substance use disorder treatment services (excluding

[ T=To (o= o) 1 1) FER TSR RR R SUR TR RPPRRPPRRRRRRN
Wound Care/treatMeENt........cccueeeuieeceeeeeeeeee ettt et saae e
Mental health services (excluding medications) provided by a

licensed physician, psychologist, nurse practitioner, or social

WOTKET .ttt ettt e st e st e e st e e sat e e sate e st e esabeenssastaeeesennnsnaees

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

SIMIBANS) e uvveeeieereeeeeeteeeeeetreeeeeaeeeeesaaeeeeesaaeeeessaseeeessaseesesaeeeensaseesesasessennnnnsssnnnnnres
Family planning, contraception, or prenatal care.........cccceoveeeeeiiieeeeeeeeeeeecene.
DON'E KNOW. .ttt ettt ettt e st e et e et e esaeessaesseesaneeessennnnnes 99
REUSE £0 ANSWET ...cciiiiiiieiiiie ettt ettt e et e e e sbte e e s iaeeeeeeeeen 77

MD12. How was your program impacted by the COVID-19 pandemic in 2020? Select all that apply.
Cov20 COVID-19 impacts
Reduced hours or days of operation..........ccccueeeeeiieeeciiiei e
REAUCE fUNAING. .. .ictieeeieceeee ettt ettt e e e e tae e rseeearaaeeeann
YN el [ 1IN T =1 () TR
Staff SHOITAZE OF 10SS......viiiieeiee ettt et re e ae e b e e e e e e eaaaraaeeeens
Change to a MORE restrictive syringe distribution model (e.g.,
from Needs-based tO 1-TOr-1)........couvueiiiieiieeceiee ettt e e
Change to a LESS restrictive syringe distribution model (e.g.,
from 1-for-1 to NEEAS-DASEA) ......ccuviiiiiiiieeeiee et
Changes in physical space (e.g., moved services outdoors,
markers for social distancing, plexiglass)........ccovvevveevverieerreevieeeeireeceeree e
Disruptions in sUPPlY Of SYFINEES.......ccceiuiiiieiiiiieciieeeeree e e
Disruptions in Other SUPPHES.......ccveeiiiiiieeiieceie et e e eranee s
Disruptions in HIV, HCV, or other bloodborne pathogens

Disruptions in substance use disorder treatment linkage (e.g.,

stopped services, new regulatory practices)........cccueeeeereeevrreecreeeieeeeieeeeveeeeinnnns
Changes in other direct client services, such as food

distribution, showers, housing assistance.........c.cecveeieeeiierieerie e,
New/increased access to telehealth for clients........coccoeveevercenieeniieeiniieeirieeene
Lack of personal protective equipment (PPE)........ccovoeueeveeeeeeeeeeceeeeee e
Other (PIEASE SPECITY)...ecviireeereereeerieteeereerreer et et ereeereerae et e etreereeveetreeenreeens
Program was not impacted by COVID-19 in 2020
DON'E KNOW..tiiiiiiiiieiteeiieeteete ettt siae s e et esaeesseesseesnnaesnneaessnnnnnens IO
REFUSE £ ANSWEN ....uvvvieieeeeeeecitieeeee e ettt e e e e eeeeeaarraeeeeeeeeeensssseseeeeeeeennneeens 77

Check_MD12spec. If R selected ‘Other (please specify)’ (MD12(15) [COV20(15)] EQ 1), go to MD12spec [COV20_S].
Else, go to INTRO_PE.




MD12spec. Specify other ways your program was impacted by COVID-19.
COVv20_S Specify other program operator

{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
TOO0 SHOM ...ttt ettt e sttt te st e s te et e e b e s st e sseeessbbaesssaeesssseean 1
Just right.. e 2
TOO LONG. ettt e et e et e e e b e e e e ta e e e e eabe e e e abaeeeenaraaaeeaeeeaaeas 3
REUSE £0 ANSWET ....ciiiiiiiiiiiie ettt et e et e e s eeeeeeees 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...........ccccovieieiiiieciiieeee, 2
Interviewer-administered to me over the phone..........ccccouveiiiciiiicciiiecccieeee, 3
Interviewer-administered to me in person
REFUSE £0 ANSWET ....oiieiiiieeciee ettt ettt e et e e et e e eaae e e e arae e e e nnneeeeeeees
PE3. What topic(s) were missing from this survey and need to be added in the future?
MISTOP Missing topics

{text response; max characters = 255}

PE4. How would you like to see this information used? Select all that apply.
HOWUSE How this information used
INCIEASE AWAIENESS......veeuverurerurerierrierteseesseetestesseessessesssessaessesssesssessaessesssesssenses
INCrease COMMUNILY SUPPOIt......ccouiiieeciieeeeieeeeecreeeeetreeeeereeeeetreeeeereeeeeeeeeeeeees
Increase funding...

INFOIM POIICY/IAW ...ttt ee e eeare e e e aareeeeaneeees
Other (Please dESCIIDE)......ccuvivvicveireecrieeeceeee ettt et ere e eteeveenneens
REFUSE £ ANSWEN ... .etvirieeeeeeeeeeiiieeeeee e eeeeecrreee e e e e eeeeearaaraaeeeeeeeeesssasraaeeeeaeeeeesens 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. Specify other use for this information
HOWUSE_S 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
PES. programs.
OTHSUG 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.

Would you be willing to share your data with others aside from the survey team? Please remember that

PE6. identifying information will never be reported.

DATASHR Individual data sharing preference
No, data cannot be shared.............cocuiiieeiiiiccieeeceeee e 0
Yes, data can be Shared........c.cooveieiiiiiieieeeteeee e 1

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

EDATE End date
S __/____

CALC_END

END

End time of interview

End time
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