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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 (0920-1359); Expiration: 12/31/2024
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 in REDCAP.......c.uecveeecieeereeeieeeeeeereesseesteessaeessseesssessnssseesens 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 without 501(c)(3) status .......cccceeveevveerverreeennnnn.
Community-based organization with our own 501(c)(3) status
Community-based organization with a sponsor’s 501(c)(3)

status

City health department.............oouvieeeeiieeeee e




County health department
State health department.............oooeuiiiieeeeceeee e

Academic health care organization
Non-academic health care organization

VOIUNEEEIS ONIY ..ottt et e e e e et e e e e vae e e e ateeeeearneeees
Other (PIEASE SPECITY)....uviieeieteeereeeeteeeete ettt ettt eteeeaeeeeateeeseeeeaeeeeaareeeeeean
REFUSE T0 ANSWET ...ttt ettt ettt e e eessae e et e ensaeenaeeeseenns 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].
PC1spec. Specify other program operator.
OPBY_S Specify other program operator

{text response; max characters = 100}

What were your program’s sources of funding?

PC2. Select all that apply.

SFUND Sources of funding
City BOVEIMMENT. ..ottt ettt e e e tee e e evae e e e ttae e e e e e nnnnnnns
County government.

State OVEINMENT.....ciiiiiiiteeee et e e e e e e e s eeraaaeeeeeeeeeassannnnnns
Federal SOVEIMMENT.........c..occviieiieeieeeee ettt e veeere e e arae e e e e eeaarsaaeee s
Non-profit foundation/organization...........cceceeereeeeieeevieeniecre e
INdividUal dONALIONS.......cevuieiiiieiieeeeteeeeet ettt sae e e bae e sssbeeesnnes
Personal funds from program managers or staff...........ccoeciiieiiiiiieiieeeeecce,
Corporate doNAtioN.........iiieiiieiciiee e et e e e e e e e e e e e e e e e e
Other (please specify)
DON'E KNOW..titiiteiiieiieeite ettt et e ste et e et e et e e et e esaeessaesseesnnnaeessennnnnes 99
REUSE £0 ANSWET ....eiiiiiiieiiiie ettt ettt ettt e e et e e e siaeeeeeeee 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. Specify other source of funding.
SFUND_S 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

PC3. provide the budget for your part of the program. Please provide the best estimate to your knowledge.
BUDGET Total program budget

LesS than $25,000.......cccuerirriirierienieeiieniteseesieetesseesseestestesseessessessaesseeessssaessnne 1

$25,000-599,999. ettt et et e e s e st e e e e e s e s b aaaaeaeaeeaeeeaeaeeaaann 2

$100,000-$249,999....eitiitieieiteeeee e 3




$250,000-5499,999....ccteeteeieenieeieetesteste et st ae et s e sae et e st e reenaeeae s naaaeennes 4
$500,00078999,99 9. . e s e e e e e e e e e e e e e e e e e e ae e e e e aaa s 5
Between $1 million and $2 mMillioN........oocviiriiiriiinieeeeeeeee e 6
$2 million or more....

DON"E KNOW. ..ttt ettt e e e e et e e et e e e e naa e e e s anaeaeeeaeeaaaaens

REFUSE £ ANSWEN ... .vviieeeeeeeeeiteee e e ettt e e e e e eeeeeaerreeeee e e e e e nanasaeaeeeeeesnnnnneens 77

PC4. Did your program employ any full-time paid staff-?
FTSTAF Full-time paid staff
Did your program have any paid employees who formerly or currently inject drugs? Include paid outreach workers
PC5. and those paid with stipends or salaries.
PWIDST Current or former PWID staff
N O ettt ettt ettt e e e e e s st r e e et e e e e e st b bt teaeeeeee e rbaataeaeeeeeessarrneeeeeenares 0
| T PRSPPI 1
DON'T KNOW....ociieieceeeeceeceeceece e e et et as e v srssaesrssnssresrsaresreeneen 9
Refuse to Answer
PCé. Did your program have any volunteers who formerly or currently inject drugs? Include outreach volunteers.
PWIDVL Current or former PWID volunteers
DON't KNOW..ctiiiieeitietite ettt et vesre s sresre s ssassrese e 9
REFUSE £ ANSWEN .....uvvirieeeeeeeeeeiiireeeee e e e eeeettree e e e e e eeeeeearareaeeeeeeeeeesssasseaeeeeaeeeassens 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 et e et e e e e e e e e aaee e e aaaaeeenaees 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)

ATIZONA. ...t e et e et e e et e e et e e e e baa e e eareeas (07 ST




DEIAWAIE. .....eeiceiieeeee et ettt e e e et e e e e araaeeeans 10,
District of ColumMDbIa.........cooivieiiiiieeceeeeceecee e e Iy s
FlOTIda. . et e e e e et e et e e e ennes

Georgia....
HAWa.evieeceiiieeeeieee et e e e et e e e e e e eara e e e naeeean

KANSAS. . e ieiiteteeee ittt et e e e e serrre et e eesessssabaaaaeeeeessssssnrsraaaeeeessanns
KENEUCKY ...ttt e e e eetre e e e annaeeeennes
LOUISIANAL ..ccciiiieeciiee ettt et e e str e e e be e e e aaeeeeaaaeeesaraaeeas

Maryland........ooouiiiieeeee e et ae e
Massachusetts...
MICHIZAN. ...t
MINNESOTA. . .eeieiieiiteete ettt ettt sreesreesbeesarees
MISSISSIPP. vvreeeeriieeeeiieeeeiteeeeette e e eereeeeetteeeeeteeeeetreeeeesaeeeenssaeeenns
Missouri......

Montana
NEDIASKA. ... etiitieiiteeit ettt s

NSV Lo £ T 32
NEeW HamPShire.......ccouviiiiiiieececcccee e e e 33,
NEW JEISEY..coiiiiiiiiiiiiiieieeeeeeeeeeeeeeeaeeeeeeeeeeseeeeeessessssnrnsennnnnnnnnnansaaaes 34l
NEW MEXICO....eieutieeiieeieeeieeeieeeteesteesteestesstessaeessaeesssaesseessaaesnnes

New York

Oklahoma....
OFBEON. ettt et ettt et e e e e rert et e e e s e e s asneeeeeeeseessnnnnsnnneaaenn
PeNNSYIVANIA......cviiiieeieceeceecee e esnneenneeerne e B e
U= g o N 2ol T TSRS 12 ceueeeenn...
RROAE ISIANG......eoiiiiiiieiieieetee ettt sn e Aeeeeennnnn.
SOULH CaroliNa.....ccoveeeeeieieeeterteeeee ettt 8 A5
SOULN DAKOLA...uueeeierereiieierteeee ettt eesae b s nesaeen Db..eeeeeaannnn.
Tennessee...

Vermont
VEgINIA. .ttt et e e e e et e e e et e e e e aa e e e eanee s

WaShiNGLON.....coviieiieceecee e ettt e e e e reeeanes

WESE VIrgINia. .. evieeeeiieeeeeee ettt et e e e B
WISCONSIN..ceiutieiiieiiteerite et e ereesite et e st essaeesbeesbaessbaesbeesseesssaesanen 55,
WY OMING. ...ttt eecte et eeeee e e tae e e e ane e e eeeabeeeseasaeeeennreeeeenn 56,
REfUSE 1O ANSWET ...cceviiiiieiieeieeete ettt ettt saee s e eaeeen 47 S



PC8b.
SSPCNTY

PC9.
SRVAREA

PC10.
SDELIV

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
response blank.

County(ies)

{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............cccoviiieeiiieciiieecece e

Mobile unit, such as an RV, Van, OF Car........cccccevevierrienieeneenieniieneeseesneessveeesnne

TeNt OF OULAOON Ar@a....c.uiieieeeieieieeeieeeteeeteerte et e et e e e e e eesae e e aeeesesnnennees

HOME AEIVEIY ..ottt et be e s b e e ae e e beesebaeeebeesareeens

“BaCKPaCK” EIIVEIY.....eeveeeteeeeeeeeee ettt ettt et et e e e e eennes

Mal OFAET ...ttt ettt et e st e st e e s abe e s be e sbeesbeesanaeesssnnnnens

VeNding MAChINE......c.uiiieeee e ettt e e e e e e e e aeeaaeas

Other (Please deSCrIDE)......cc.uiicuieecrieeeeeceeeceeee ettt ettt s

Don’t Know

REFUSE T0 ANSWET .....eiiiieieeeee ettt e e e e e e earee e e e e e e e s anraaaeaeeaaasaaaaenes 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].




Please choose the reason(s) for the disruption.

PC12. Select all that apply.

WHYDSRP Why services disrupted
Inadequate funding for materials or sUppliEs.........cceeereeeiieeceeeceeeceeeeceree e,
Inadequate funding for operations..........cceeeeciieeecciie e
Lack of personnel to staff the program.
Legal or political intervention............ccceeiieciieeeciieccee e
COVID-19 PANAEMIC....uuiiieiiiiieeiieeeeeieeeeeire e e et e e eeaaeeesrreeeeevaeeessaseessnsseeesnnnns
Other (Please dESCIIDE)......ccuviicuiiecieceeeee ettt e eaee e

DON'E KNMOW.. ..ttt ettt et e e ta e e e et e e e e aaa e e e eaaaeesearaaeeaeeeaaaaeeas 9
REFUSE T0 ANSWEN .....euiiiieeeee ettt eeerree e e e e e e e e e aar e e e e e e e ee e nnaaaaeaeeeaaeaaeaeees 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

Google Sheets

A LSS ettt ettt ettt e e s e s e e e aeee e e e e e e e e e et e e et e et et aattaaaa e eeaaneaeannn

Other (please describe) ..
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
[N\ o T O OO O P TSRO P O PR UORPRPPPRRPPRPRN 0
Y S ettt ettt e et e s ab e s et e e e e e e e e e e e e e e e e e aens 1
REFUSE 1O ANSWE .....ooiieiiiie ettt et e et e e e tae e e e baeeeeaaeeeeeesannnanes 7
How many unique clients did your program directly serve (not counting secondary exchange)? Please provide the
PC16. best estimate to your knowledge. If you do not know or prefer not to answer, you may leave the response blank.
NUMCLI Number of unique clients
RANEE. .. ettt e e e e e s a e e e e e e e s e eaaa e e e e e e e e e annne 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
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 directly by your program (not counting
secondary exchange). 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......eeciiiecieeeieeeieeeteesteesteessaeeesteesaeesseeeseeeseesssaessaessennssaseeens
CISEENUET MEN..eeiiiireeeiieeee ettt ctee et e et e et e e beeeveeebeesbaeseseessseesnseessseessssseaaeeans
Transgender women
TrANSEENAET MEN...ccviiiiieeiieeieeeiee et e eteeeeteeereeereesaeessseessseessssessseessseensseenssnnees




Genderqueer/NoN-biNary PEIrSONS.........ccuvierrieerrieeriiteniieeniteenireesreesteeesssarrneeeess
American Indian or Alaska Native persons

ASTAN PEISONS. ...eiieiiiieieiiieeeeeiteeeeeiteeeeeteeeestseeeeebaeeeestaeeaesseeeessasesssssseeesssrneaaees
Black or African AMEriCan PEISONS........ccccuveeeeireeeeeiieeeeeireeeeeereeeeeeeaeneeenennnnnnes
Hispanic or LatinX PEISONS........ccccuiieeeiiiieceiieeeeciteeeeeiteeeeeveeeeesaeeeeeeasaesasseaaneneees
Native Hawaiian or Other Pacific Islander persons..........ccccueeeeveveeeeeeeeeeeeeeeennnn.
WHItE PEISONS....eeiieiiieeeeee ettt e et ee e e e e ere e e e e aae e e e abaeeeeasaeaeeennneeens

Persons aged <18 years.........
Persons aged 18 £0 29 YEAIS.......uuieeeceeieeeceeee ettt ettt e e et e e e aaanaaaa
Persons aged 30 t0 39 YEAIS......ccccvieeceeeieeeteeeree et e ereesreeereesreesae e e e e e snaraaaeeans
Persons aged 240 YEAIS.......cccueeecieeecieeiieeteeeiteeete e st esseesaeesseesnrareeeeeennrraeeeens
Lesbian, gay, bisexual, or queer persons..

Other (Please dESCIIDE)......ccuuiicueieeie ettt
REFUSE £ ANSWEN .....vvirieeeeeee ettt eeeeecarreee e e e eeeeearaseaeeeeeeeeeesssasseeeeeeeeeeessees 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

Cisgender women

(O 1Y =0T o To (=T o 43T o TP

Transgender women
TraNSZENAET MEN....iiiiiiieeeeiiee ettt et e e eereeeee e e e eeraeeeeetseeeeesseeeeensaeeeeansaaeaaaas

Genderqueer/NoN-biNary PEIrSONS..........ccceeeceerriteeiieeereerreesrteeeeeeseeeeeesseeneeeess
American Indian or Alaska Native pPersons...........cccueeeeevveeeeeiveeeeecveeeeeireeeeeevnnnns

ASTAN PEISONS. ...eeiieiiiieeeitieeeeitteeeeeteeeeeeteeeeetaeeeeebeeeeeesteeeaassaeeeeessesesanssseasassanaeeens
Black or African AMEriCan PEISONS........ccccuveeeerivreeeeitreeeeeireeeeeireeeeeeeeeennseennnnnnnes
Hispanic or LatinX PEISONS.........ccuuieeeeurieeeeiieeeeecieeeeeeteeeeeveeeeeeaeeeeeennnnansssannnneees
Native Hawaiian or Other Pacific Islander persons..........cccoueeeevvvveeeeeeeeeeeeeeeeenn.
WHItE PEISONS.....ei ittt et e e et e e ree e e e eare e e eeaaeeeeeaneeeeesseeeeennaeeas
Persons aged <18 YEAIS.......cccuveeveeeirieereeeteeereeereesreesreesreesreesaraaeeee e e arraaeeens
Persons aged 18 to 29 years
Persons aged 30 to 39 years
Persons aged 240 YEAIS.......cccveecveeeiiieeirieeiteeeireesiteesiseesseesseessseesssasaeaeeesnnrsaeeeens

Lesbian, gay, bisexual, OF QUEET PEISONS..........ccveeerveerreeecrieeereeeereeecreeenreeesreeeseees

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].




Specify other demographic group your program had difficulty
CC2spec. reaching.
DEMRCH_S Specify other group

{text response; max characters = 100}

Approximately what percentage of your clients did not have health insurance? Please use your records if available
CC3. but provide your best estimate if no records are kept or are not readily available.
INSUR 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

CCa. if no records are kept or are not readily available.
INJDRUG Substances injected by clients
Less More
than than Don’'t  Refuse to
None 25% 25-50%  51-75%  75% Know  Answer
INJDRUGA
Heroin
INJDRUGB Fentanyl
INJDRUGC Painkillers, such as Oxycontin, Dilaudid, or
Percocet
INJDRUGD Methamphetamine also known as meth
or speed
INJDRUGE Powder cocaine
INJDRUGF (O ol Qoo Tor=1 3 1= TSR
INJDRUGG Benzodiazepines or other downers, such
as Valium, Xanax, or Klonopin
INJDRUGH Combined opioids (e.g., heroin and
fentanyl together)
INJDRUGI Combined opioids and stimulants (e.g.,

heroin and cocaine together)

INJDRUG) Other 1 (please deSCriDE)......ccuuicueieiieeereeeeeecte et et e ereee e
INJDRUGK Other 2 (Please dESCIIDE)......c.ueiiuieieieeeeeeeeeeeeee e
INJDRUGL Other 3 (pPlease deSCriDE)......ccuuecveieiieeieeceecee e e e

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......c.coerieirieiieeeeeeee e
LaW €NfOrCEMENT....ccuieeieeieecee ettt ee e e e et e e ree e see e se e e saeesneeaaeeens
HIV or other medical Providers..........occuiiiieiiieccieeeecee e
Religious Organizations..........cecieeceieeiieeiecee et e e e araeeeeeas
LOCal POIEICIANS. ....eeieeiiiee ettt ettt e eare e e e rae e e ennees
LOCAl FESIAENTS. ..ottt ettt ettt sae e st e e
DIUZ USEI UNIONS......uvvieieiiiieeeeiieeeeeiteeeeiteeeeeetreeeeeseeeeessseseeesseeeeessasesaassseeeesnsnnes
Other community-based organizations...........ccccceeeeeeeiieeeiieeccieece e
Other (Please dESCIDE)......ccuviicueieeieeeeeeeee et
NO adVOCAtE SUPPOIT......eccvieiiieiiieeeiie et eceeerre et e e treeereeeaeeeraeesrraeeeeeesnnaraaeeeans
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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. Specify other source of support
SUPADV_S 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........c.coeecuerierienieriienieneenieeteseeeeeieeesene

Active police harassment/arrest of program clients..........cccccveeeieeveeeciieeeeeeeennn,

Program operations disrupted by government or law

ENFOICEMENT .. .eiiiiieieeeeeet ettt ettt e bt e s bt e sbeesbee s araaeeeens

Local policy/law that restricts program Services......c.cccovvueeeierevieencieenceeenieeeeeenns

Lack of support from local health officials..........cccceeevieeeieiiiiciecceeee e,

Lack of commUNIty SUPPOIt........uviieeiiieeeie e

Active community harassment..........ccccuiiiieiiiiieiiiiecceee e

COVID-19 PANAEIMIC.....viieeeirieeeeiieeeeetee e eecitee e et e eeeareeeerreeeeeaeeeeenaeeeeeseeeeeennns

Other (please describe)........c.ccevvennenee

Did not face external challenges
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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
K 1 8 01U [ Vo T | S TSRS
Staff SNOITAZE. .. ee ettt et et re e e sta e e e e s ba e e beeeareeens
Limited/NO fFUNAING......eeeeeeeieeee e e err e e stae e e e aaee s
Limited/no resources or supplies (other than funding)...........ccceceeeeeeveneneenenen.
Other (Please dESCIIDE)......ocuviicueeeeieeeee e
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
VY BOOM. .. ettt e e e e e tte e e ettt e e e e eaae e e e saee e e sseeeeennseeeeensaeesanneeeas 1
SOMEWNAL BOOM......uiiciiieiiecieecte ettt re e se e e ae e ree e e e e sraeebaeebaesassaaeeens 2
NS 1 g TCTa={oToTe I Ve gl o Te o U 3
SOMEWNAL POON ... .ecctiieiieiiieectee et e et e et eteeereeebeesaeesseessseessseesssaeeessennnssaaeeens 4
VEIY POOK....cceieiiieteieuueuunnieieaeeaaeasaeaeaeeeeaeeseeseeessssssssssnsssnnnnnsnssssssasaseseseesesesssnnneennnn 5
NONEXISTENT....eiiieiieeieeeteeeeee ettt ettt e s et e sabe e e e s s eaneeeeeseans 6
REFUSE £0 ANSWEN .....uuviiieeeee ettt e eeeectttree e e e e eee e rareaaeeeeeeeeenssassaaaeeaaeeeaasens 7
CR5. How would you describe your program’s relationship with law enforcement?
RLAW Relationship with law enforcement
Very good |
SOMEWNAL BOOM......eiiciieeiiecieeceeete ettt et e e e e e e s raeesaeereaaeea s 2
NEIther S00d NOK POOT.........viiiietieeeeeee ettt ettt e et e e eeeae e e e raee e e aaeannnnnnes 3
SOMEWRNAL POOT.....eviiiiiiieeeeeee ettt eerre e et e e eeaaa e e e erarreeeeeeeeeeeeeeeeeeens 4
VEIY POOK....ceiiiieieeeietuetieieieaeaaasaaasaeaeeeeaeeeeesesesssssesssssssnnnnnnsnnsssssasassseseaseseessnnnsennnn 5
NONEXISTENT ... eeiiiieeiieeectee ettt e e e e ste e e e e ebaeeesabsbassaeseeaeeeeeeeees 6
REFUSE £0 ANSWEN .....euvieieeeeee ettt e eeetreee e e e e e e e e arreaeeeeeeeeseansaaaeaeeeaeeeeeaaens 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 e e e e e s e e aae e e e e e e e e s sartaaaaeeeeeee s annraaaaes 0-99292299
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
[\ T PO PP O PP ROOPPPPPPPPPPPPPRN 0
D =L T TP PSSP UPPPOPPRTRRPRt 1
REFUSE £0 ANSWEN ... .etvrrieeeeeeeeeeiieeeee e e eeeeetreee e e e e e e e e baraaeeeeseeeeeesssassaaeeeaeeeeaesens 7
Check_SYRA4. 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
N O ettt ettt e e e e ettt e e e e e e ettt e e e e e e e e brr et e e e e ee e e nnan e e eeenenen 0
D = T U TP PP TP UPPPPPPRTRRRPRt 1
REFUSE £0 ANSWEN ... .uuriiieeeeeeeeeeciireeee e e eeeecrrree e e e e eeeeerarraeeeeeeeeeenssassaaeeeaseeaaasens 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............
NaIOXONE KitS..eueeuiiierieriieiierieeieete ettt ettt ettt s et e e sabaeesane
NalOXONE PreSCrIPLION. .. .viieveeetieereeeteeete et e et e et e e teeebeeereesreeeeseeeaseesasaesnseens
FENtaNY] tESt SEIDS...veeieereieeeeeiee ettt eete e eerare e ee e aaaaareaaaaneee
Overdose prevention and response training for opioids....
Overdose prevention and response training for drugs other
than opioids (e.g., cocaine, methamphetaming).........cccceeeveeeveveeceeececciinneeeeeeenn,
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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

2] 1= O S USSR 0-2299




PN3.
NALDOS

PN4.
NALDIS

PNS.
BARNAL

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 e e st e e e e e e s e e e e e e e e s e e nrbaraeeeeeeeaes 1:99

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

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

Mail delivery (kit mailed to client)...........ccceeeunen....
Secondary distribution (client distributed kit to peers)
Provider referral for prescription or referral to pharmacy.........cccceeeveeeecneeneen.n.
Offered at community-based overdose education events (open

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

Other OrgaNIiZatioNS.....c.vieiiieeeeee ettt et re e a e e saneerneeee s
REFUSE £ ANSWEN .....etvirieeeeee ettt e e eeecrreee e e e e eeeeeararaaeeeeeeeeeesssassaaeeeeeeeeaanens 7

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

[N o) 0 7 1 4 1= USSR

High cost of naloxone

Shortage of naloxone
Legal/political ClIMate........couveeciieeiieceeeeeeee ettt ara e e e
Other (please describe)

DON"E KNOW. ettt ettt ettt e e e ta e e e et e e e ba e e e e abaeesenabeeeeeeeaaaaeeeas 9

Refuse to Answer

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. Specify other barrier in providing naloxone
BARNAL_S 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.

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

PS1. supply was provided.
INJSUP 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 SYTINEES. .. ittt eeite e e eette e eet e e e e te e e e eettae e e araee e e abaeesassaaaeessseeeeaseeeeesaeeeassaeeaanes
INJSUPB COOKETS. .. euveeteeeteriteieete st et ete et e te e te et e s st e s seesbesssessaesbasssesssesaensesssessaensesnsaeesnn
INJSUPC Cottons...cuvveieiiiiiiiciieee
INJSUPD Syringe/pill filters like StErIfilt® ............covveeeveeeeeeeeeeeeseeesesee e eeneas
INJSUPE Saling OF STErile WALl ... ..ciciieeeeeeeeeee ettt e e e
INJSUPF TiES/EOUMMIQUETES. ... eeeeieeeieeeee ettt ettt et e e e e e ae e e seeesnsaeeeeeennnnnnneen
INJSUPG AICONOI PAAS....eeiieeiieeceee et e e e et e e e e e e e e e e e e e e e e e e e as
INJSUPH WOUNA CAIE KitS....eceeuereeieieiee ettt ettt e e eerae e e eetareeeeeeeees
INJSUPI Sharps containers for carrying used syringes
INJSUPJ FeNtanyl tESt SEIiDS....eeiiereeeeeriee ettt ee e eertre e e ee et aarrrannneee
INJSUPK Safer SMOKING KItS......ccouviiiiiee ettt et e e
INJSUPL Other (Please dESCIIDE).....cc.uiivvieeeieceeieeeeeeeee ettt
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 (mMale coNdOmMS).....ccueeiuiiiuiiiiiicieeeeeee et
SEXSUPB Internal condoms (female CONAOMS)......c.eiiuiiiiuiiiiiiiiieeeeecee e
SEXSUPC LUBFICANT. ...ttt sttt st at et et sae e b e be s b e e sane
SEXSUPD DENLAl AAMS......eeieeeeeee ettt e e et e e e e e e tr e e e e aa e 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

Fully Partially Not Not Refuse to




ONTESTA
ONTESTB
ONTESTC
ONTESTD

ONTESTE
ONTESTF

ONTESTG
ONTESTH
ONTESTI

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

HIV rapid tESHING.....veeeeiiie ettt e e e e e te e e e e ae s e aaaaeaeaeaeees
HIV laboratory-based tEStING........cccveeuieeiieeeeceece ettt e rreee e
Hepatitis C virus (HCV) rapid tE€SHING.......ccveeeveeieieetiecereecete et
Hepatitis C virus (HCV) laboratory-based testing..........cccveeveeveereevreeveeeeeeceneeeenns
STl testing other than hepatitis or HIV
TB skin testing or laboratory-based screening for

JAtENE TB..coiiieeiteeee ettt sttt te e st e st e st e s be e s ba e e e e e bbaaeeeeeeans
PregnanCy tESHING.......oooo ittt ettt eeetee e e et e e e e e ta e a e aaaaaaaaaa
COVID-19 tESEING .. eevieeeeiiee ettt ettt e e e e e ette e e e tae e e e taeeeetbaeeeessaseeessneeenns
Other (Please dESCIIDE)......c.uiicuieeeieeeeeee 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
ONVAXF

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.........ccouiiiieciiecceeee ettt e e aaanenees
Hepatitis B VaCCiNatioN.......cccuviiieiiie ettt et e e e
INflUENZA VACCINALION. .....iiiiiieiieiiieeiteet ettt ettt sttt e st e e e s
COVID-19 VACCINALION. ..ccutitertieiieieeieete sttt sttt ebe et e s e esbeeste st e e sssbaeesansaeenns
Human papillomavirus (HPV) vaccination ...................

Other (please describe)

Check_PS4spec.

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

PS4spec.
ONVAX_S

PS5.

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.




ONMED

ONMEDA
ONMEDB
ONMEDC
ONMEDD

ONMEDE
ONMEDF

ONMEDG
ONMEDH

Onsite medications
Not Not Refuse to
provided provided Answer/
Fully Partially but and not Not
provided provided needed needed Applicable
HIV Ereatment.... .. et e s et e e e e e se e e eeeeeeen

PrEP (pre-exposure prophylaxis).....c..cceecreeereeerreeeireeereeereeeireeeeseeeseesneeeseseeens

PEP (post-exposure prophylaxis)........c.cveeeeereeieenreeereeneeeeeereenseeeeeseenseeseessesseenns

Hepatitis CtreatMent..........ooceviii et
STl treatment other than hepatitis or HIV....
Medications for opioid use disorder (MOUD) (such

as buprenorphine, naltrexone, Methadone)..........c.ccvevveeeeerenreecrecceeceeeee e

Medications for non-opioid substance use disorders...........cccceeeeeeuvrrrrrrrreeennnnn.
Other (Please deSCIIDE)......ccviivierieireeeieeecteereer ettt ere e treereereerreeree e

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).........cccueeeeieeieeeieeeteeeeiee et eeree e eneee
BUprenorphing (SUBULEX)........ccviieeiieieeceeeeeeeeeeeee ettt s
Y =11 = e (o] o T U SUPPRN
NaItreXone (VIVIEIOl).......eveieieieieieietetete ettt s e e
Other (please describe) ..

REFUSE £ ANSWEN ... .vvverieeeeeeeeeeeiieeeeee e e eeeetree e e e e e eeeeeetbareaeeeeeeeeeesssasseaeeeeaeeeeseens 7

Check_PSéspec.

If R selected ‘Other (please describe)’ (PS6 [MOUD_S]), go to PSé6spec [MOUD_SS].
Else, go to PS7 [ONMSRV].

PSé6spec.
MOUD_SS

Specify other MOUD
Specify other MOUD

{text response; max characters = 100}




PS7.
ONMSRV

ONMSRVA

ONMSRVB

ONMSRVC

ONMSRVD

ONMSRVE

ONMSRVF
ONMSRVG

ONMSRVH
ONMSRVI

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)......veiereeereeecreeeee ettt ettt ere e earaeeeeean
Wound Care/treatMeENt........ccueeeeeeiieciecee et ree et e e e sre e re e aeeennes
Mental health services (excluding medications)
provided by a licensed physician, psychologist,
nurse practitioner, or SOCial WOrKer...........ooovviiieiiiieeeiieccceee e
Mental health services, including prescription
medications

General medical care (primary care or urgent care)
Reproductive cancer screening (€.8., Pap SMEAIS)....ccveveeereerreereeervenreerreervensveeenns
Family planning/contraception.........cccueccueeecieeeieeecieecieeecree e ccreeere e reeearraeee s

Prenatal care and peripartum care
Other (Please deSCrIDE).........vecuieeiieeeeecee ettt ettt

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

Lo T PTURPRRRSURRPNt 0

Y S ettt ettt e s e bt e st e st e e e e e e e e e e e e e e e e e eas 1

REFUSE £0 ANSWET .....eeiiieeeeee ettt e e e e e e e e rarea e e e e e s eeennraaaaaeeeaaaaaaanens 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€. ettt et e e sttt e e e e e s e sssee e et e s e e e e eeeeennn
PrEP (pre-exposure prophylaxis for HIV prevention).........ccccceeveeeveeeeeeeccnveneennn.
HCV ...ttt ettt et e ettt e e e s e s ee et e e e e e s esnsseeeaenaseeeeeeenees
Medications for opioid use disorder (MOUD) .........c.covuveevreeeeeeeeenreeeernreeeeeenns
Medications for non-opioid substance use disorders...........cccceveeeeeeeccciiinnnnnnnn.
Legal records (e.g., birth certificate, social security card, state




ID/AFIVEI'S lICENSE)...uveeveeeteeeieeeetee ettt ettt ee e et eereeeetae e teeeeaeeeseeeraeeeeeenns
Medicaid or other health insurance

Social support services (€.8., NOUSING).....c..eceuiieireieiieeeieeecie et eeeiaaeeas
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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......ueeiiiiiiieeeeeececcitreee e e e e e eeetrrre e e e s e e e s e eabrraeeeeeesenseeesaesssssnnnnns
SOCSRVB (00311 To [or=T o YOO U O RSP UUURURURRRUSPROPPRRNt
SOCSRVC (D] o]0k [a Wel<] o1 =] U UUUTTUN
SOCSRVD Enrollment in Medicaid or other health insurance..........cccccoeeeeieiieeeieieieeeeennn.
SOCSRVE Family violence, domestic violence, or intimate
PArtNEr VIOIENCE SEIVICES.....cocuvveeeeiireeeeeitteeeeeteeeeeeteeeeeeetveeeeeiaveeeessaseeeesssssssssnsnees
SOCSRVF Food/meals, including SNAP, WIC, food pantries, or
MEAI AEIIVEIY SEIVICES.....uviieeriectieeeieeete ettt te et e re e re e ae e e aeesaeesaraaeeeenn
SOCSRVG HOUSING SUPPOIT.....eiiiieiiieeeiiiee et ettt ee e e ettt e e e tee e e etaeeeeeareeeeenseeesensaeaeennes
SOCSRVH Hygiene-related services (e.g., laundry, SHOWETS).......cc.coovevveevveereeeeeneieeeerreereenns
SOCSRVI Job-related services (e.g., placement assistance,
SKIlLS traINING)..cvveeeveeete ettt ettt ere et ee e e e ere e etaeeeaeeeareeeareeeaneeeasnneeeas
SOCSRVJ Legal Services/COUNSEIING........ccvieeeeeereeeteeete et et et e e e sre e rere e e e e e esnaraaeeeeas
SOCSRVK Substance use counseling provided by certified
addiction counselors or other recovery support
SIVICES. cenuveeeueeerreerreenuteesseesseesseesabeesateesaseessseesnseesasaessseenaseenaseesaseesasaesannassaeeeens
SOCSRVL Other (Please dESCIIDE)......ccviivierierieeeeteeete ettt et et esreeeeerreereeens
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...........oceevveeeiieeecieeeiieeeceeeeee e e
[ NV =T n [ =TSRSS
Hepatitis C Virus (HCV) tESHING.....covveeveeviereeereereeeeete et e ere e eveeereeeceveeeenns




STl testing other than hepatitis or HIV.........cccuiiiiiiiiieceeceeecree e
TB skin testing or laboratory-based screening for latent TB

PregnanCy tESTING......coio ittt e e e e e e e e e e e aaeeees
(0(0 X1 R R T n [ =R
Other (Please deSCriDE)......ccviccuiiecrieeeeeeeeee e et
REFUSE £0 ANSWET ...cciiiiiiiiiiiie ettt ettt s re e e et e e s s ibeeeeeeeees 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.........c.ccccveeiuieecieencieecieeeee e
Hepatitis A VaCCiNatioN........eiioeiiie ettt e e e e anannnnes
Hepatitis B vaccination...
INFlUENZA VACCINAtION. .. cieeiiieieieeeteeteet ettt sttt esabae e s
COVID-19 VACCINAtiON.....utiiriieiriieiiieesiteeite et e etee st e sieesreesbeesteesataeeesssnasenaeeens
Human papillomavirus (HPV) vaccination

Other (Please dESCIIDE)......ccviicueeicuieeeeeceeeeece ettt et eeaee e
REFUSE T ANSWET ....ciiiiiiie ettt ettt ettt e et e e e ete e e e eaae e e e aeaeeesaaeeeeeeeees 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 or medications did your program provide? Select all that apply.
REFMED Referrals to treatment
No treatment referrals provided..........ccoooecvieiieiiiiiccieeeeeeeee e
HIV Ereatment.......coiiiii ettt
PrEP (pre-exposure ProphylaXis)........cueecceeeeeeeeeeeeeeeeeeeereeeeeeeeeeeeseeessesessnneeens
PEP (post-eXxposure prophylaxis)........c.cveeereeereeieenreenreereeseeseenseeseeseesseesseeseesseenns
Hepatitis CtreatMent..........ooouviei et eetee et eetaa e annnnnees
STl treatment other than hepatitis or HIV.........ccceeiviiiieicieeeeeeceeeree e,
Buprenorphine alone or with naloxone (including Suboxone or
SUDUEEX) .ttt ettt e et e e et e eae e e et e e st e saseesaseesnseessseesnseesnneeaas
Methadone
Naltrexone
[NV ] o) (o 1= TSRS




Other (please describe)
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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.
REFMED_S

PS14.
RMSRV

Specify other treatment referral
Specify other treatment referral

{text response; max characters = 100}

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..........ccccooeeiiieeciiiicciiieeeeeeee,
Substance use disorder treatment services (excluding

[ T=To (o= o) s 1) ISR
Wound Care/treatMeNt........cceevueeierienieiieniereeie et sie et se e ete st e saeesesaees
Mental health services (excluding medications) provided by a

licensed physician, psychologist, nurse practitioner, or social

WOTKET ..ttt ettt e e et e et e et esae e s teessteessseesnseasnseesnseeansnsaaaeeeensnnsnneen
Mental health services, including prescription medication

General medical care (primary care or urgent Care).......ccecceeeeeeeeceeeeeecveeesnnnen.
Reproductive cancer screening (€.8., Pap SMEAIS) ....ccevveeverrereesreserenreserreenneens

Prenatal care and peripartum care
Other (pleasse describe)

REFUSE £ ANSWEN ... eevvriieeeeee ettt eeeeeetree e e e e eeeeeetbarreeeeeeeeeeesssasseaeseseeeeessees 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?
OP20 Operated during 2020




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.
How many unique clients did your program directly serve (not counting secondary exchange) between January 1,
2020, and December 31, 2020? Please provide the best estimate to your knowledge. If you do not know or prefer
MD2. not to answer, you may leave the response blank.
CLI20 Number of unique clients
RANGE. .. ettt 0-999229299
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
MD3. answer, you may leave the response blank.
SYR20 Number of sterile syringes provided
RANEE.. ettt rree e e e e e s e s aa e e e e e s e s sssartaaaaeeeeese s arraraaaes 0-9222299
Between January 1, 2020, and December 31, 2020, did your program provide syringes to clients based on the
MDA4. clients’ needs, without any restrictions?
NEED20 Needs-based provision of syringes
MD5. Did your program distribute naloxone kits between January 1, 2020, and December 31, 2020?
ONNAL20 Onsite naloxone distribution
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
MD6. the best estimate to your knowledge.
BUDG20 Total program budget

LESS than $25,000.......c.ouueeiiiiieeiiiieitieieeeeeeeesseiarreeeeeeeeessssassreeeseesssssssasesseessnnnns 1
$25,000-$99,000.......ccc00eereeerieeireeeiteeeireeeeteeeereeebeeereeeeraeebaeebaeebeeebae e e naraaaeeans 2




MD7.
ONTST20

MD8.
ONMOUD20

$100,000-$249,999

$250,000-$499,999
$500,000-$999,999
Between $1 million and $2 mMillioN........cccveeeieecieeceeeeeeee e 6
$2 MIllION OF MOKE....iiiiiieeiieeeeee ettt rte ettt e s e e s te e e e s e ssnareaaeeens 7
DON'T KNOW..tiiutiieiieeiie et e teeette et e e tte et e e saeeesaeesaeensaeeseeenseesasaesnsaesnsaaasesnnnnnns 99
REUSE T0 ANSWET ...coiiiiiiiieiitee ettt ettt e e e e eee 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.........cccvveeiieecieeceeeceeceeeee e
HIV rapid tESHING.....veeeeiiie ettt eeetae e e e te e e e e asaaaaaasaaeeeeees
HIV laboratory-based testing..........ccceeeveeceeeceeeceeennns

Hepatitis C virus (HCV) rapid teStiNg.......ccveeeueeeereieireeeireeeetee ettt e
Hepatitis C virus (HCV) laboratory-based testing..........ccceeveevvevreevieevienieecenreeenns
DON'T KNOW..tiutiieiiieeiieecteeete ettt e e ste et e e e e aaeesaeesaeeessneeseeensaesseeensneaeseennnsnns

Refuse to Answer

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,
2020? Select all that apply.

Onsite MOUD

No medications were provided onsite

Buprenorphine/naloxone (Suboxone)
BUuprenorphing (SUDULEX).......ccvicverreeirieieenieere et ere s ne e ereereerneesnenns
MELHAAONE. ....ciiiitiieeteetete ettt sttt et be e e s
NaIEFEXONE (VIVILIOI)...eeiieeiiiceeieceee ettt ae e e
Other (Please dESCIDE) .....uioeueiieeiieeeeeeee et
DON"E KNOW.. ..ttt ettt e e aa e e e e e e e e baeeeeaaaeeeenbaeeeaaeeeaaaaeas 99

REFUSE £ ANSWEN ... .uvvriieeeeeeeeeceiiireeeeeeeeeeeetree e e e e e eeeeeearareaeeeeeeeeeesssasseaeeeeaeeeessees 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

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.........ccceeeeeuveeeecirieeeciieeeeeeeeenn.
Substance use disorder treatment services (excluding

MEAICALIONS). .. veuventeieteieriert ettt e sttt ste e e e sae e e e sesseeseeseesseseeseeseessaenseessseenns
Wound care/treatMent........ooc.eeeiieeieeniienieeeeeec et see e




MD10.
RFBUP20

MD11.
RMSRV20

MD12.
Ccov20

Mental health services (excluding medications) provided by a

licensed physician, psychologist, nurse practitioner, or social

(VLo T4 ] USSR
Mental health services (including prescription medications)

General medical care (primary care or urgent care)

Reproductive cancer screening (€.8., Pap SMEAIS)......ccevveererverresesresreeesesseeveens

Family planning/contraception

Prenatal and peripartum care

DON'T KNOW..tttiiiiiieieeiiireiee e e eeeeitee e e e e eeeeeanaeeeeeeeeeeeesnssseaeeeeeeeesnsssesssssnnnneeees 99
REUSE T0 ANSWET ....ciiiiiiiieiiiee ettt e s ebe e e e bae e e s ibeeeeeeeeen 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
program provide? Select all that apply.

Other medical services referrals

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

(Y=o [T 1 n o) 1) RPN
Wound Care/treatMeNt........cc.covueeierienieiieniereeie sttt sttt be s
Mental health services (excluding medications) provided by a

licensed physician, psychologist, nurse practitioner, or social

{TLTo 75 ] USSR
Mental health services (including prescription medications)

General medical care (primary care or urgent Care).......c.eceeveereevreeceeeecveeesnnnen.

Reproductive cancer screening (e.g., pap smears)

Family planning/contraception.........cccceevueeeiieerieenieenieeeeeeeee e
Prenatal and peripartum care

DON'T KNOW..titiiteiieesite ettt et e e et e et e e st e esateeseeensaeeseesnnneaesennnnnnns 99
REUSE £0 ANSWET ....ciiiiiiiieiiie ettt et et e s be e s e bae e e s ibeeeeeeee e 77

How was your program impacted by the COVID-19 pandemic in 2020? Select all that apply.
COVID-19 impacts

Reduced hours or days of operation..........cccceeeeeeiiiieeiiiec e
REAUCE fUNAING. .. vicvieeeieeeeecee ettt ettt e etaeeerae e taeeearaaeeeens
YN el [ T T =1 () TR
Staff SNOItAgE OF 10SS.....ciiiiiieecee et
Change to a MORE restrictive syringe distribution model (e.g.,

from Needs-based tO 1-TOr-1)........coovueiiiieieieeeiee ettt e e s
Change to a LESS restrictive syringe distribution model (e.g.,

from 1-for-1 to NEEAS-DASEA) ......ccuviiiiiiiieeieeeeeeeeeeee et e e
Changes in physical space (e.g., moved services outdoors,



markers for social distancing, Plexiglass).........covevvierveeverrierieeeeireeeeeree e
Disruptions in supply of SYFNEES........ccccviieeiiiieeeceeeeeee et
Disruptions in other SUPPIIES.........viieeeiiieeeiee et e
Disruptions in HIV, HCV, or other bloodborne pathogens

Disruptions in substance use disorder treatment onsite or

linkage (e.g., stopped services, new regulatory practices)........cccecvevverreevveennennn.
Disruptions in mental health services offered onsite or linkage

Changes in other direct client services, such as food

distribution, showers, housing assistance.........c.cccceeeeciiieeciiie e,
New/increased access to telehealth for clients........ccccoeveevercienieencieeincieeeieeen,
Lack of personal protective equipment (PPE)........ccouveeveeeeeeeeeeeeeeeeeeeeeeeevenenn.
Other (PIEASE SPECITY)....uuiicreeiieeeiieecteeete ettt eve e reeeae e aeeeeaeeeeraeeennareaaeeens
Program was not impacted by COVID-19 in 2020.........cccceeeeeireeeeirieeeeeeeeeeeeenn.
DON'T KNOW..tiiiiieiiieiieeite ettt ettt ssiee s eeaeesaeesseesnseesnsaesnseaessnnsnnens IO
REUSE T0 ANSWET ....ciiiiiiiieiiie ettt ettt et e e st e e ibaeeeeeees 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.
COov20_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
e T 351 e o USSR 1
JUSE FIIT et ettt e e e et r e e e e are e e e e e aeeaaaaaaaas 2
B oY 31 1o 2 ¥ -SSP 3
REFUSE T0 ANSWET ...c.neiieiieeteeeteeee ettt ettt e et e et e e eesaae e st e e saeenaeeeeeenns 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...........ccccoiiiieiiiiiciiiiiceee, 2
Interviewer-administered to me over the phone or

(i Te [=ToTolo] ] {14 <1 a ol TSSO 3
Interviewer-administered to Me iN PErsON........ccocvveieeeveeeeeieeeeecreeeeeeirravrrernaenes 4




REFUSE T0 ANSWEN ....ciiiiiiieeiiieeecee ettt e et e e e e e e aae e e eeaae e e eanaeeeeeeees 7

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......veeuierureeiereriuerteseesseetestesseessessessessaessessesssessaessesssesssenses
Increase community support...

INCrEASE FUNAING.....veietieeiieeie ettt ettt e et e e e e e e e beeereeebae e e nssaaaeeeennnns
INFOrM POLICY/IAW....eeiieieecieeeeeeee ettt ettt et et ee e e aae e sa e e ns e e sae e naeennns
Other (Please deSCIIDE)......covivvicveireerieieceeee ettt eresre e eve e ereeseenneenn
REUSE T0 ANSWET ....ciiiiiiieeiiieeeitee ettt e s eae e e st e e e s ibeeeeaeeees 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.

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

EDATE End date




CALC_END
End time of interview

END End time
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