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2016-17 Annual Reporting Overview

There were2l active syringe exchange programs in North Carolina at the time of annual report{dgly 31,
2017).

As of Dec. 201729 syringe exchange programs have signed up with DPH since July 11, 2016. @§¢éh
programs26 ar e currently serving participants.

Programs report serving participants fréEnNorth Carolina counties. They also report participants from
the Eastern Band of Cherokee Indians and surrogreiaies.

3,983 people received services from a syringe exchange proghanng the first year of legalization.
Participants mad&4,997 total contacts with syringe exchange services (average 3.77 ctsper person).
Programs distributet], 154,420 sterile syringes.

489,301 used syringes werereturned to syringe exchange programs for safe disposadf4é2eturn).
Syringe exchange programs distribufe8B2 naloxone kits to people directly impacted by drug use.
Programs made an additiorigBl11 referralsfor naloxone at pharmacies and health departments.
Participants reportehor e than 2,187 over dose rever sals to syringe exchange programs.

Syringe exchanges madeer 3,766 treatment referralsto substance use disorder and mental health
services (combined).

Nine syringe exchanges offer human immunodeficiency virus (H1V) and hepatitis C testing. Programs
connect participants to confirmatory testing, tngant programs and resources, and share data with th
Division of Public Health.

Programs administere)599 HIV tests and reportedive positive results (.19% positivity).

Programs administeret88 hepatitis C tests and reported.38 positiveresults (18.7% positivity).



Executive Summary

As of July 11, 2016, North Carolina (N.C.) law (G9-113.27) allows for the legal establishment of
hypodermic syringe and needle exchange programsgAwernmental or nongovernmental organization
“that promotes scientifically proven ways of mitiigy health risks associated with drug use andrdtigg-

risk behaviors” can start a syringe exchange prad@EP). The law sets requirements for legal SEPs,
including free access to exchange supplies, digtab of health education materials, connectionsi¢émtal
health and substance use disorder (SUD) treatmedtsecure disposal of used syringes and injection
supplies. Programs established under the SEP aiso required to participate in an annual repgrti
process to share data on program services and infgeereporting period closes July 31 each yeanual
reporting allows the N.C. Department of Health &uwnan Services (NCDHHS) to track SEP development,
identify areas for support and growth, and proveliback and partnership to SEPs across the state.

The North Carolina Safer Syringe Initiative (NCSSIa project through the Division of Public Health
(DPH) housed in the Injury and Violence Preventisanch (IVPB). The project’s aim is to promote &xe
to sterile syringes and new injection suppliesilitate the safe disposal of used syringes, provide
preventative health information to people who usgdg (PWUD) and healthcare providers, encourage the
development of syringe exchange infrastructure,cadte connections to medical and social services,
including mental health and SUD treatment, for PWSEP services, including overdose prevention
education and naloxone distribution, are also atsglto people taking opioid medications for priggizm
pain management, friends and family of PWUD, anumoinity members.

The NCSSI workgroup includes members from IVPB gredCommunicable Disease Branch (CDB) within
DPH, the Division of Mental Health, Developmentas&bilities, and Substance Abuse Services
(DMH/DD/SAS), and the North Carolina Harm Reduct©oalition (NCHRC). Each agency contributes area
expertise, independent work, and complementarysgpalktnerships and service connections. The woukgr

is tasked with operationalizing program requireragittentifying strategic partnerships and areagfowth,
streamlining access to existing services and progirand facilitating program awareness and uptake.

Most SEPs are based in the practice of harm remtudtlarm reduction is an evolving set of practical
strategies that reduce the negative consequenciagfise and other high-risk behaviors, operaiimg
spectrum of safer use to managed use to abstindace reduction strategies for safer drug use neiceg
that people use drugs for a variety of complexorasnd seek to meet people “where they are” iardal
address both conditions of use and drug use iBetfaging with people actively using drugs withtha
expectation of SUD treatment or abstinence alloreatgr dialogue about preventative health, saferarsd
social and medical services access, and createstopijies to build community with people who are
stigmatized and criminalized for their health babes: Harm reduction programs provide information o
SUD treatment, emphasizing availability if and wiaeparticipant is interested.

This style of delivery and connection to servicesffective: SEP participants are five times mdely to
enter treatment for SUDs than non-participants.

1 Hagan, H., McGough, J. P., Thiede, H., HopkinsD8ichin, J., & Alexander, E. (2000). Reduced itimtfrequency and increased
entry and retention in drug treatment associatéd méedle-exchange participation in Seattle drjertors.Journal of Substance
Abuse Treatment, 19(3), 247-252. doi:10.1016/s0740-5472(00)00104-5



Syringe exchange began as a way to prevent trasismisf bloodborne diseasand efforts to increase
syringe access services in N.C. benefit from engsitnfectious disease testing and treatment infrestre
developed and maintained by the Communicable DesBasnch. CDB has sought to integrate SEPs with
other programs with shared goals of preventiore,cand treatment for HIV, viral hepatitis, and ssku
transmitted diseases (STD). All HIV Regional Netksfor Care and Prevention (RNCPs) are required to
ensure that exchange sites in their networks éfférand hepatitis C (HCV) testing. If an SEP siteed not
have testing capacity, the RNCP must make a prewveagency available to offer testing at the Sitee
RNCPs will report on how each site offers thisitegsin their January 2018 report. The HIV Prevemtio
program offers participation in the HIV/STD/HCV rdgesting program to eligible organizations. Th¥'H
Prevention program has ordered over $40,000 ictioje supplies for NCHRC and Western North Carolina
AIDS Project (WNCAP) to use in supporting SEPs ssithe state. Targeted distribution of supplies in
western N.C. is in response to regional increaséfdV. The HIV Prevention and Hepatitis C prograahs
CDB are currently creating harm reduction kits istribute to syringe exchange sites.

Included in the SEP law is a provision that pratestringe exchange employees, volunteers, andipanis
from being charged with possession of syringesjection supplies, including those with residuabamts
of controlled substances present, if obtained tirmed to a SEP. Protection for paraphernalia doinig
drug residue encourages safe disposal of usedissigpla SEP. Exchange employees, volunteers, and
participants must provide written verification (Bues a participant card) to be granted this limitechunity.
A law enforcement officer acting on good faith wdroests or charges a person who is thereaftermdieted
to be entitled to immunity from prosecution undes tsection shall not be subject to civil liabilftyr the
arrest or filing of charges. The “Tell Law Offickaw” (G.S. 90-113.22), passed in 2013, also pravide
protection against drug paraphernalia chargespéraon alerts an officer that they have a syrorgather
sharp object on their person, premises or vehiote o a search, they cannot be charged or proséauth
possession of drug paraphernalia for that objdel. &aff and volunteers are responsible for exjplgin
conditions of limited immunity to program particiggg, but these protections also require awaremesbay-
in from law enforcement agencies and officers. lesafiorcement and criminal justice education on &ve |
and limited immunity is ongoing.

According to the SEP law, organizations, ageneiad,individuals seeking to establish and operatesSE
must first notify DPH and provide program inforneettj including how the SEP will meet legal requireise
The SEP sign-up form, security plan, and additiateddils are submitted to NCSSI. IVPB maintaints |
active programs and coverage internally and omNIBESI webpage.

N.C. SEPs are required to provide the followinyses:
= Disposal of used syringes

= Distribution of syringes and injection suppliesatcost and in sufficient quantities to prevent
sharing or using of syringes or injection supplies

2 Lambert, B. (1989, November 20). AIDS Battler Giweedles lllicitly to Addicts. The New York TimeRetrieved from
http://www.nytimes.com/1989/11/20/nyregion/aidstleatgives-needles-illicitly-to-addicts.html



= Program site, equipment, and personnel securipgrBms must distribute security plans to all police
departments and/or sheriff’s offices with juris@ictin operating locations. These plans shall be
updated and redistributed annudlly.

= Educational materials concerning prevention ofaseransmission, overdose, and addiction, and
treatment options, including medication-assistedttnent (MAT) and referrals

= Naloxone training and distribution and/or referrals

= Consultations and/or referrals to mental healthSd® treatment

N.C. law encourages syringe disposal at SEPs wremisat used syringes and injection supplies sgoded
in in a safe and secure manner, but does not eegaiticipants to return syringes in order to reseiew
supplies. The “one-for-one exchange” distributiondel is implicitly prohibited because such progratas
not provide syringes in “quantities sufficient tasere that [they] are not shared or reusethie ability to
declare possession of syringes and to safely dispiogsed injection equipment reduces risks tgti#ic
safety and health of law enforcement personnetigizaints, and their communities.

The first SEP annual reporting period closed og 3| 2017 and covered operations starting Juh2Q16
(date of legalization). Twenty-one programs recgithee NCSSI annual reporting form and instructitams
completion, including technical assistance and li@ademinders. Twenty programs completed and
submitted the reporting forfn.

As of July 31, 2017, 3,983 unique individuals haébserved by an SEP since legalization, with T4t6tl
contacts (which includes repeat individuals) betwearticipants and SEPs. Programs distributed 14264
sterile syringes and collected 489,301 used sysifigesafe disposal (return rate 42.4%). SEPsillig&d
5,682 naloxone kits, made an additional 1,311 rafefor naloxone, and reported 2,187 overdosersale
Programs made over 2,174 referrals to SUD treatemashibver 1,592 referrals to mental health treatmen
SEPs performed 2,599 HIV tests and 690 HCV tedth, motification and referrals for confirmatory tieg
as needed. Because many programs were in opefatitass than a full calendar year at the timerofual
reporting, these are considered conservative figooepared to the potential impacts if all had afeat for a
full year.

Burden of the Opioid Overdose Crisis in North Carolina

Prepared by the Injury and Violence Prevention Branch, N.C. Division of Public Health®

In N.C., as in the United States as a whole, daiiib2o medication and drug overdoses have beadilste
increasing since 1999, and the vast majority (~88&these are unintentiondlhe epidemic of medication

and drug overdose is mostly driven by opiates,iipalty prescription opioids. Historically, presption
opioids (drugs like hydrocodone, oxycodone, morphtmave contributed to an increasing number of

3 The law does not specify a deadline for secuttiy pipdate and redistribution. During the annupbréng process, programs were
encouraged to complete this requirement at the siamee

4N.C. Gen. Stat. § 90-113.27(b)(2) (2016)

5 The nonresponsive program has inconsistent cypawit faces staffing challenges. NCSSI is monitptite program through direct
contact and community partners.

6 Data collected through the N.C. State Center fealth Statistics, N.C. Violent Death Reporting 8yst Controlled Substances
Reporting System, and N.C. Disease Event TrackiigEpidemiologic Collection Tool (NC DETECT).



medication/drug overdose deaths. More recentlygraiinthetic narcotics (heroin, fentanyl and feytan
analogues) are resulting in increased deaths. ihmer of deaths involving cocaine is also on the.ri

In 2016, an average of four residents a day dieh pioid overdose in North Carolina. Unintentioagloid
deaths have increased from just over 100 death898 to over 1,380 in 2016. These numbers incledehs
from both prescription and illicit opioids.

The statewide outpatient opioid dispensing rate@ir6 was 66.5 pills per resident. Previous analirse
N.C. have shown that opioid overdose deaths are ocmmmon in counties where more opioids are
dispensed.Deaths involving illicit opioids are continuing ilacrease and are accounting for a larger
proportion of the total opioid deaths.

The number of hospitalizations and emergency deyant (ED) visits related to opioid overdose also
continue to rise. In 2016, there were over 2,700idpelated hospitalizations and over 4,000 opi@thted
ED visits; for every one opioid overdose deathrdheere just under two hospitalizations and nettwlge
ED visits due to opioid overdose.

In 2018, the IVPB will continue with regular datanitoring of opioid-related deaths, hospitalizaipgD
visits, and other key metrics. Continued effort lae made to develop an integrated opioid datéloasrd
to track and monitor the epidemic, as providingengted aggregate data sharing and live statisticallysis
of current trends will be a critical tool for pagns at the state and local level.

Annual Report Disease Summary

Prepared by the Communicable Disease Branch, N.C. Division of Public Health

In North Carolina, the rates of acute hepatitisHBY), acute hepatitis C (HCV), and newly diagnostgl
increased between 2015 and 2016. As transmissithesé diseases can occur through injection dreg us
(IDU) practices, it is important to understand ¢épédemiology of these diseases in the state.

In 2016, 151 cases of acute HBV were reportednarease over the 140 cases reported in 2015. Thefra
cases per 100,000 population also increased, ftarm 2015 to 1.5 in 2016. The highest rates oflpew
diagnosed acute HBV occurred among the 35- to 44-gkl age group. This age group comprised 34% of
the total acute HBV cases. In 2016, acute HBV disgs among White/Caucasian men and women
comprised 61% of the total acute HBV, at rates.8falhd 1.0 per 100,000, respectively. The highassrof
acute HBV in 2016 were among American Indian/Alallkedive women, at a rate of 3.2 per 100,0@@ute
HBV exposure through IDU has also been increadimges2014 (13% in 2014 to 22% in 2016). The highest
rates of acute HBV were among residents livindimwestern part of North Carolifa.

In 2016, 185 cases of acute HCV were reportedpenease over the 116 cases reported in 2015. Thefra
cases per 100,000 population also increased, frarm 2015 to 1.8 in 2016. It is necessary to it the

7 Proescholdbell, S. K., Cox, M. E., & Asbun, A. {Z). Death Rates from Unintentional and UndeterchiReescription Opioid
Overdoses and Dispensing Rates of Controlled Rpgiser Opioid Analgesics — 2011-2018orth Carolina Medical Journal, 78(2),
142-143. doi:10.18043/ncm.78.2.142

8 North Carolina HIV/STD/Hepatitis Surveillance Uni2017).2016 North Carolina HIV/STD/Hepatitis Surveillance Report (North
Carolina, Department of Health and Human Servi€esnmunicable Disease Branch). Raleigh, NC.
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acute HCV case definition changed in 20I8e highest rates of newly diagnosed acute HCViwed

among the 20- to 39-year-old age group. This agagcomprised 68% of the total acute HCV cases. In
2016, acute HCV diagnoses among White/Caucasiaramermvomen comprised 80% of the total acute
HCV, at rates of 2.5 and 2.0 per 100,000, respelgtiv The highest rates of acute HCV in 2016 were among
American Indian/Alaska Native men and women, wittes of 8.6 and 6.3 per 100,000, respectivelyQi62
the most frequently reported risk factor by peapitn acute HCV was IDU. Acute HCV exposure through
IDU has also been increasing since 2013 (34% id 20143% in 2016). The highest rates of acute H@&vew
among residents living in the western part of N@#rolinal?

In 2016, 1,399 new diagnoses of HIV were reportadrag the adult and adolescent (over 13 years old)
population, at a rate of 16.4 cases per 100,000lgaopn. This is a slight increase from 2015, whk&34
persons were newly diagnosed with HIV, at a rat&50® per 100,008. Men made up the highest proportion
of newly diagnosed HIV (N=1,135; 81%) compared tmven (N=364; 19%). People between 20 and 29
years of age had the highest rates of newly diaghblV in 2016, comprising 43% (N=599) of the newly
diagnosed population. Black/African Americans repréed 62% (N=869) of new diagnoses, with a rate of
47.2 per 100,000. For adults and adolescents ngiatynosed with HIV in 2016, men who have sex with
men (MSM) was the principal risk factor indicatedsb% (N=911) of all casé$The proportion of IDU and
MSM/IDU among those newly diagnosed with HIV hasiaéned stable between 5 and 6% since 2013.
However, in 9% (N=23) of new diagnoses among wom&men were exposed through IDU in 2016
compared to 5% (N=14) in 2015. The highest ratdslgfwere among residents living in the centralt udr
the staté?!

Syphilis and gonorrhea rates in North Carolina relse increased since 2014. While these diseasewéar
generally transmitted by injecting drug use, caatiion with HIV is increasing, and they may spraatbng
people having sex while using drugs. SEPs can pi@merm reduction in sex as well as injecting pcast
and provide condoms and other safer sex supplies.

In 2018, the CDB will explore regular monitoringldBV, HCV, and HIV diagnoses in hospital discharge
and emergency department data. Assessment of eddscand sepsis diagnoses in patients is a pyias
these diagnoses are common among injection drug.uBee CDB will continue with routine data
monitoring, including demographics and geograpbdations, at the county and state level for théseades.

NCSSI Priorities: Year One

Demonstrating the Need for PWUD-Specific Health Services

Overprescription and increased prevalence of ogiaid medications have contributed to the curreitid
overdose crisis. Regulatory responses seek to eaulterprescribing of opioids to reduce opioid aafaillty
and prevent initiation of drug misuse. PWUD may illgt opioids to supplement or replace less asigle
and more expensive pharmaceutical opioids. Hefeirtianyl and other synthetic narcotics are now lvea
in over 60% of unintentional opioid deaths in Na@throlina, and were involved in 936 deaths in 2816.
Changes in drug type also mean changes in methbrbate of administration. Pharmaceutical opioids a

9 Hepatitis C, Acute2016 Case Definition. (n.d.)triReed Fall 2017, from https://wwwn.cdc.gov/nndssiditions/hepatitis-c-
acute/case-definition/2016/
10N.C. State Center for Health Statistics. (2018itg] Statistics - Deaths].




typically ingested orally or insufflated (snortedhile illicit opioids are more likely to be injesd
(intravenously or intramuscularly) or smokéddifferent routes of administration have differéetlth risks.
lllicit drugs may also be of indeterminable quabtyd purity, contributing to unintentional overdolack of
access to sterile syringes can lead to infectishtdmodborne disease transmission, and publicineald
safety risks for PWUD, law enforcement, and comnyumiembers. Restricting access to syringes and othe
supplies has not been shown to reduce or discoaraigeuse'?

This progression of the overdose crisis demongateeed for dedicated PWUD health services and
information, particularly for people who inject gi(PWID). Underground syringe exchanges began
operating in North Carolina in the late 1990s, thetthreat of arrest to staff and participantstiehispread
and participation. However, long-standing programsth-staff expertise, experience, and active
relationships with PWUD — have been invaluable pegalization. These programs have a unique
perspective on the evolution of drug use in N.ke;barriers PWUD face when seeking medical andikoci
services, including SUD treatment; and local seryiovider, law enforcement, and PWUD contexts.

Demonstrating the need for PWUD-specific healtlises to respond to changes in the overdose evisss
and continues to be a NCSSI priority. This requaesve engagement with existing SEPs and harm
reduction programs; NCSSI is in regular contach8EP leaders and seeks out opportunities to visit
programs and meet with staff. Ongoing collaboratietween IVPB and NCHRC to monitor naloxone
distribution and overdose reversals enabled commectvith harm reduction programs and SEPs that
operated underground until July 2016.

Developing the NCSSI Webpage

Developing the NCSSI webpage was an early priolityddition to enabling SEP information access,
webpage material also served to establish progaams) operations and best practices that were not
specified in the SEP law. It was important to havecognizable source for this information. A la¢k
awareness of SEP services and program legalitgtaffgake by both organizations establishing pnogra
and by participants accessing services. HostingNtb8S| webpage on the NCDHHS platform demonstrated
state recognition of SEPs as legitimate partnedssarvice providers. NCSSI compiled resources,vede
feedback from the NCSSI workgroup and SEP lead&dworked with the NCDHHS Office of
Communications to develop the webpages. Resouncksgle the program sign-up and annual reporting
forms; a regularly updated list of active SEPs witbgram details and contact information, refersrioe
law enforcement and medical service providers;ueadly asked questions on SEP, harm reduction, and
injection drug use; HIV and HCV prevention and tneent information; guides on limited immunity,
participant cards, and program funding; connecttorSUD treatment resources; and references fekiteo
PWUD health education, and partner organizations.

11 Opioid pills may also be injected. Pharmaceuticathpanies have sought to produce “tamper-resistaritibuse deterrent” pill
formulations to reduce the likelihood of misuseshprting. This strategy, and the discovery thaimafilated Opana ER could
instead be injected, lead to the 2015 HIV and H@tbreak in Scott County, Indiana.

12 Human Rights Watch. (2017, August 11). Every 2608ds | The Human Toll of Criminalizing Drug Usettie United States.
Retrieved Fall 2017, from https://www.hrw.org/retp®@16/10/12/every-25-seconds/human-toll-crimiriatizgdrug-use-united-states
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Working with Local Health Departments

In N.C., any governmental or nongovernmental ozgtion “that promotes scientifically proven ways of
mitigating health risks associated with drug use ather high-risk behaviors” can start a SEP. Tigkides
local health departments (LHDs). Early NCSSI wookgyr discussions addressed the wide variation in
sociopolitical, economic and geographic landscagesss the state. LHDs have community knowledge and
presence, medical resources, and existing infretsire, making syringe access and PWUD health eiducat
appropriate additions to LHD services. Beginninghwhe Wilkes County Health Department and its
partnership with Project Lazarus, N.C. LHDs haverb&orking on the overdose crisis for many years.
LHDs began receiving opioid overdose preventiording through IVPB in 2015, and are strong partirers
data surveillance, monitoring and evaluation, dratiag best practices.

For low-income and uninsured people, and thoskdnidst of chaotic drug use, minimizing barriand a
facilitating connections to additional servicesitsl. SEPs allow PWUD to initiate connections with
healthcare providers like LHDs, and create oppdatiiesfor further health education and service\azl.
LHDs can proactively incorporate services to adsltesalth issues associated with drug use, including
overdose, skin and soft-tissue infections like abses, and bloodborne diseases. For example, elalith
nurses and clinic staff can provide medical adeice preliminary care for abscesses and other wounds
LHDs have also been active in promoting naloxoreess and use, and have well-developed hepatitis B
(HBV), HCV, and HIV testing and treatment refersgbtems. Additionally, PWUD may have health and
social service needs around sexual and reproduuntigkth, intimate partner violence, and pregnamcy a
childbirth. SEPs operated by LHDs enable connesttorcare for these and other health and wellrsss®s.
Perhaps most importantly, LHD-based programs cawige reliable and current health information to a
medically underserved population. This need is destrated by limited PWUD awareness of HCV
prevention methods, transmission risks, and redesmges in HCV treatment protocol and eligibitity.

At the time of 2016-17 annual reporting, there wiere LHD-based SEPs: Orange County Health
Department and Cabarrus Health Alliance. These ganigrams navigated operational issues specific to
LHD SEPs. As public agencies, LHDs need to exarpmogram accessibility and confidentiality for PWUD.
For example, PWUD may be uncomfortable or unwiliagnter a “government building” to freely discuss
drug use. SEPs are developing best practices tessglthese barriers. The Cabarrus program hasatiedic
capacity for SEP outreach in the surrounding comtyuand NCSSI worked with the program lead to
establish expectations for staff when deliveringci services. To better promote services, Orarmyai{y is
partnering with a community-based organization (FB@t provides mobile outreach services. Partmgrsh
with CBOs has emerged as an effective strategyHiid SEPs to gain visibility, effectively connecttvi
PWUD, and integrate with other community-basedisesr Since the 2016-17 reporting period closed, tw
more LHDs—Wilson County Health Department and @dunty Health Department—have developed or are
in the process of developing syringe access seruicpartnership with CBOs.

Educating LHDs and SEPs on Changes to Funding Laws

Though many more LHDs expressed need for and siteresyringe access services and SEPs duringrste f
year of legalization, the 2016 SEP law includedahibition on the use of public funds to purchagenges

13 Findings from focus groups with PWID and PWUD coctegd by the Urban Survivors Union, Greensboro, NC.
11



and injection supplies. Some LHDs already had ation, staff, biohazard disposal contracts, nalexon
access, health information, and referrals systamace but were not able to use LHD funds to paseh
syringes and injection supplies for distributiomeTprohibition on public funds use created a sigguift
barrier for LHDs seeking to establish SEPs. Therfgfthen Opioid Misuse Prevention (STOP) Act pagsed
June 2017 and addressed this issue.

Included in the STOP Act was language to changeibtic funds prohibition for SEP supplies. The law
now prohibits the use afate funds to purchase needles, hypodermic syringesjemtion supplied? As of
July 1, 2017, local funds may be used for these Sipplies. NCSSI shared information about the pgedo
funding change prior to passage of the STOP Ad,camfirmed this change to SEPs and LHDs afteag w
signed into law. Discussion with LHDs about thisiposuggests two remaining barriers: LHD budgets
require approval from county commissioners, who matysupport SEPs and other harm reduction efforts;
and rural, low-income counties may not have sudfitiocal funds to establish and sustain a SEP.

The STOP Act also addresses prescribing and disgeoSprescription opioids. It limits healthcare
providers to prescribing no more than a five dgypbuof opioids for a first prescription (seven dgost-
surgery). Doctors can prescribe more pain medigatineeded during follow-up. This policy is intesdito
reduce the likelihood that people receiving shertd pain management will develop dependency on
prescription opioids. Under the STOP Act, healthgaoviders are required to use the Controlled @nloss
Reporting System (CSRS), the N.C. prescription anogitoring program. The CSRS allows providers to
check a patient’s history of prescriptions for coliéd substances. This addresses prescriptiorirgeek
behavior (“doctor-shopping”) and can prevent ovesdocaused by dangerous drug combinations. Previder
are also required to submit prescriptions for apioedications electronically. This helps preveatiétulent
prescriptions from being filled.

NCSSI Engagement and Strategic Partnerships

Partner education was and continues to be a hightprfor NCSSI. SEP legalization was a significan
policy and programmatic shift for NCDHHS agenciad &HDs. Before developing partnerships and
building program capacity, NCSSI first needed ttvey ongoing work share information on the SEP law
and program goals.

Since legalization, NCSSI has presented at the kourea Health Education Center (MAHEC); Opioid
Misuse and Overdose Prevention Summit; N.C. Asioci®f Emergency Medical Services (EMS)
Administrators 2017 Summer Leadership Symposiur@, Mdian Health Board; Opioid and Prescription
Drug Abuse Advisory Committee (OPDAAC); N.C. Assatadn of Local Health Directors (NCALHD); N.C.
Society for Public Health Education (NC SOPHE); @fic Disease and Injury Section Exchange; and
LHDs. These are in addition to numerous presemtsiiiy IVPB and DPH staff that highlight the role of

14 A similar prohibition exists for SEP use of feddtmds. According to AIDS United, “Federal fundihgs historically been barred
from supporting SSPs [syringe services programsvéyer, in December 2015 the Consolidated Apprtipria Act of 2016
removed parts of that funding restriction. Follogvithis, HHS released their Guidance to Supportae@omponents of Syringe
Services Programs in March 2016...Under HHS guiddiederal funding can be used on nearly every corepbof a SSP. Federal
funds are available to support costs for staffingbile units, office space, and supplies—includiggging kits and services—
everything except the purchase of sterile syriraggbcookers for drug preparation. Case managemeémavigation services are
specifically named as fundable under this guiddrfeederal Funding for Syringe Services Programsl.JnRetrieved Fall 2017,
from http://www.aidsunited.org/resources/federalding-for-syringe-services-programs
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SEPs in overdose crisis response work. Presensadioth discussions typically explain changes in the
overdose crisis and the need for dedicated PWUDMservices, SEP rationale and background, aneieur
efforts, and are tailored to identify ways eachiemce can support and participate in SEP work.

Several partnerships have resulted from these quissmms and NCSSI presence at other public heakhts.
IVPB has an active relationship with the N.C. Géfiaf Emergency Medical Services (OEMS), and
leadership has expressed significant interestdarpporating syringe access services and harm rieduct
efforts when responding to drug overdoses. TheHEkS-based SEP began operating in Craven County in
December 2017, providing mobile resource distridouind SEP services at the local fire department. |
addition, NCSSI connected with a representativenftioe Eastern Band of Cherokee Indians (EBCI) Rubli
Health and Human Services agency at the 2017 No@n@nicable Disease Conference. NCSSI began
working with EBCI on the development of an SEP witits health system, providing technical assistanc
navigation of EBCI compliance with N.C. SEP lawuggments, and connections to other harm reduction
programs. IVPB and NCSSI have also worked with EBQdresent research on high rates of overdose
deaths among American Indians in N.C. Finally, en¢ation attendees from LHDs have connected with
NCSSI for additional presentations, technical &ssiee, and feedback on overdose prevention and PWUD
health programming.

The Injury Free NC Academy is a partnership betw®&B and the Injury Prevention Research Center
(IPRC) at the University of North Carolina at Chiaidél. The current 2017-18 cycle of the Injury Er&lC
Academy guides teams from across N.C. throughelreldpment and implementation of SEPs and/or
naloxone distribution programs, using a curriculdeweloped in collaboration with NCSSI. Each team is
required to have a LHD representative and a meirnber a local law enforcement agency (LEA). Teams
include members from mental and behavioral healthices, health systems, and CBOs. The programimode
includes presentations from subject matter ex@entsDPH staff, team-based learning, guided disoossi
interactive exercises and activities, and coachimdjtechnical assistance. This is an iterativege®for both
the planning team and participants: the goal isdams to find context-specific ways to supportrhar
reduction efforts and to address PWUD health needsesource gaps, rather than to adhere to sgtgmno
models. The Injury Free NC Academy also servesagpportunity for DPH staff to engage directly with
SEP leaders and subject matter experts, and taagdg@eper understanding of local contexts, suppemts
barriers to SEP implementation and access.

Annual Reporting Process & Methods

Annual reporting accomplishes several goals. lnstforemost, it satisfies the legal requirement fo
program reporting and allows NCSSI to ensure tERSsS which are still gaining visibility and accepta,

are in good legal standing. Though SEPs are engedr® contact NCSSI with questions, concerns, and
requests for assistance as they arise, annuatirgp@armalizes this process and encourages retaiisie
reflection on program operations. Annual reporéiigws NCSSI and its partners to recognize andesB&P
work and capacity to address the current opioiddnge crisis and engage PWUD in health and wellness
services generally. The first year of annual répgrtlata create the baseline for evaluating SERs@ over
time. NCSSI also asks programs to share informatiotheir referral networks, allowing DPH to idéti
local partners and resources. N.C. has robustath@taurveillance systems to track overdose moyiafitl
morbidity, overdose reversals using community-thsted naloxone, HCV, HIV, and other health outceme
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and conditions associated with injection drug ésethe overdose crisis continues, SEP data provided
through the annual reporting process will infornalgeis and program and policy development.

Creation of Reporting Form

To enable these goals, the annual reporting prasessequired information are intentionally struethito
minimize burden on SEP participation. NCSSI recpggithat many SEPs operate on limited budgets and
prioritize service delivery over administrative aajty. In addition to the information specifiedtie SEP
law, the annual reporting form includes questiompmgram structure and reach, service requirements
testing and referral capacity, and space for opepanse. Programs were also asked to share savhfihes
written verification (participant cards) distribdtéo participants or to provide details on how tkeycate
participants on the law’s limited immunity for drpgraphernalia possession.

When developing the reporting form, NCSSI solicisettmissions from workgroup members, with the dtate
aim of keeping the form brief. NCSSI shares thenfarith new SEPs at the time of sign-up and provides
information about the reporting requirement. Praggare encouraged to develop internal record-kgepin
and monitoring and evaluation mechanisms that dechhe areas identified in the form.

Engagement with SEPs to Achieve Reporting Compliance

NCSSI began contacting SEPs with information altoeitiuly 31 deadline in mid-June. These emails
included rationale for the annual reporting procesguirements from the SEP law, and staff avditstid
respond to questions and provide support. Ematladied the annual reporting form as an attachmeshiaa
link to the form via the NCSSI website. They weeatsto both primary and secondary contacts idetiéin
the SEP sign-up form that was submitted to DPHprdgirams contacted NCSSI for support, frequently
asked questions and their answers were shareagivBiEP contacts. These emails continued through Ju
and July, with reminders sent before and aftedtig 31 deadline. NCSSI was in contact with progydnat
needed additional time to submit the form. As afyeAugust, 20 programs had submitted their repand
NCSSI had provided any needed clarification. NC&®jaged in follow-up with the non-responsive pragra
through September.

Reporting Challenges

Reporting of number of injection supplies dispensied collected is required by the SEP law. Thege ar
challenges to collecting this information. Depeigoam the SEP, supplies may include cotton pelketr§,
tourniquets, cookers for preparing injection safibiohazard sharps containers, ascorbic acidejoape
crack cocaine for injection, paper bags, and alcpads for wound prevention and first aid. Staffitidirect
handling of cookers and cotton filters to minimeatamination. This may make it difficult to iteraiz
supplies (for example, to determine the averagebeurof cotton filters or cookers each participaueives).
For the first year, NCSSI used language from thE B& and asked programs to report the number of
“needle injection supplies dispensed by the progaathreturned to the program.” SEPs respondedgo th
guestion in different ways: reporting total suppl@dered, numbers of bags of each supply prepared
distribution, or number of safer injection kitstdisuted. Injection supplies, in contrast to nesdiad
syringes, are typically not returned to SEPs. Seamplies, like tourniquets and alcohol swabs, naay b
discarded in municipal waste. Injection suppliey e included in sharps containers for biohazasgatial
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at SEPs; however, it is SEP poliegver to open returned sharps containers or sort thragghd syringes and
injection supplies. NCSSI received several questadyout this requirement, and advised SEPs to deatum
any returned injection supplies as safely as able.

Variation in length of operation should also beetaknto consideration. The 2016-17 reporting pebedan
July 11, 2016 (date of SEP legalization) and erldeyl 31, 2017, lasting more than a full calendarye
There was significant variation in each SEP’s mkdboperation during this time. Programs that had
previously operated underground quickly submitigd-sip forms and continued services. Program spgs-u
continued through 2016 and 2017. Two programs stiansign-up forms (requiring annual reporting
compliance) but were yet to serve participantsyTiegorted null figures, but provided updates and
clarification on program partnerships and protocalsother had only operated for three months godhe
annual reporting process. Established programshakisting participant base while some new program
even those that operated for close to a full y&awly gained visibility and participation. Programay
tabulate contacts and supplies distributed on alhobasis; those SEPs did not include July datarder to
meet the July 31 deadline. NCSSI therefore consigl@t6-17 reporting to be a conservative repregenta
of annual operation for twenty SEPs.

Reporting Data

Reporting data were collected during the first SRual reporting process. The 2016-17 reportingpder
began July 11, 2016 and ended July 31, 2017.

Connections

Unique participants 3,983

Total contact® 14,997

Syringes and I njection Supplies
Syringes distributed 1,154,420
Syringes collected for disposal 489,301 (42.4% return rate)
Injection supplies distributed 181,911
Injection supplies collected for disposal 180

Naloxone
Naloxone kits distributed 5,682
Referrals to other sources for naloxoneRits| 1,311
Overdose reversals reported >2.187

15 Total number of discrete individuals who visite8@P during the reporting period.

16 Total number of visits or contacts made. Approxieha3.77 contacts per participant, wide variati@ely.

17 To count used syringes returned for biohazardodial programs used a rate of 281 syringes/poungréms may have also used
participant self-reporting to track returned sygag

18 Reporting of number of injection supplies dispenaed collected is required by the SEP law. Theeechallenges to collecting
this information. NCSSI received several quest@nsut this requirement, and advised SEPs to doduamgtreturned injection
supplies as safely as able.

19N.C. SEP law requires that programs either prow@lexone directly to participants or provide redés to alternative sources.
Some SEPs will prioritize naloxone distributionaittive users or people without insurance, and eagaeuothers to purchase
naloxone through pharmacies under the statewidglistg order for naloxone (adopted June 2016) or &ltiat have adopted local
standing orders.

20 One SEP responded with written descriptions fastjons on overdose reversals and referrals to 8Hbment and mental health
services and is not included numerically.
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Testing and Referrals
SUD treatment referrafs >2.174
Mental health treatment referréls >1,592
SEPs with HIV testing capacfty 9
HIV tests administered 2,599
Positive HIV test& 5
SEPs with HCV testing capacity 8
HCV tests administered 690
Positive HCV tesf8 122

The annual reporting form also includes an opehdestion for sharing additional information about
program operations, including feedback from partiats and staff, interactions with neighbors or law
enforcement, and requests for technical assist@men-text responses addressed the following areas:

= Need for administrative and supply funding to maetent and increasing demand, comply with SEP
law requirements, and expand program capacity

= Interest in program expansion to include peer-tergxchange. A change in delivery model requires
additional staff protocols, NCSSI notification, amgdates to the security plan, which is then
redistributed to local law enforcement.

= Need for relationship-building with PWUD throughtach and increased SEP accessibility

= Existence of positive community partnerships witts and CBOs

= Participant reports of negative experiences withéaforcement, including disregard of participant
cards and arrests in spite of written verificatidrparticipation in a SEP

= Positive outcomes from a training NCHRC conductét Yocal law enforcement and the need for
continued education and training opportunities,dmutcern that not all agencies open to similar
trainings when approached by the SEP

= Participant desire for more program staff and/drtitme SEP operation and fixed SEP sites in
Catawba, Burke, Caldwell, and Gaston counties

NCSSI Trajectory

Changes in Reporting

The first annual reporting process has shapedmupregram priorities and will inform future repioig
cycles. Considering the diversity in models, cayaeind institutional experience, there were few

complications and barriers to successful particypain the reporting process. Program familiarityhwihis
process will grow over time, allowing SEPs to depeihternal norms and guidelines for data managemen

2! Includes one program not yet serving participantsie time of reporting and one that did reporfgrening tests; only 7 SEPs
administered HIV tests during the reporting period.

22 Two SEPs—one based at an AIDS service organizadioth one at a health department—performed 96.5%pafited HIV tests.

23 Follow-up varies by SEP. People who have recepasitive test results are referred to LHDs for aonétory testing and/or
connected to treatment programs at health systerograms also notify N.C. Disease Investigationcgpists (DIS) services.

24 Includes one program not yet serving participanthe time of reporting; only 7 SEPs administefétlV tests during the reporting
period.

25 Follow-up varies by SEP. People who have recepaesitive test results are referred to LHDs for aonmditory testing and/or
connected to treatment programs at health systerograms also notify N.C. DIS services.
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and reporting and to create a more standardizezepsooverall. NCSSI will perform additional anasysn
the syringe return rate. There was significantateon between programs (one of which received more
syringes for disposal than were distributed, derratisg general need for biohazard disposal sesyf€e
The rate may increase naturally over time, as@pants, law enforcement, and community partnecsioe
more accustomed to exchange routines and servicetha protections provided through limited immigst
SEPs with return rates lower than the annual aeeofg2% may benefit from tailored education oresaf
syringe disposal, discussion with PWUD on ratiorsadd barriers, and engagement with law enforcement
about limited immunity protections and the impodaf secure disposal of syringes.

IVPB is developing sign-up and annual reportingrfeithat will automatically export submitted data fo
analysis and enable compilation of the reportingreary. These changes in reporting format may requir
clarification, such as which questions require meric answer and how data are expected to be bimken
Because of the limited requirements specified @m3EP law and variability in SEP administrativeazaty,
NCSSI is hesitant to add more requested informadtidhe reporting form. However, formalized repagtiof
provided services will allow greater and more dethanalysis of program impact. NCSSI plans to ask
programs to break out types and amounts of injecigplies distributed in future reporting cycles,
satisfying the legal requirement and providing maseable data. In the first cycle, questions reaaiber
of injection supplies dispensed by the progranhengast year” and “number of injection suppliesmatd to
the program in the past year.” In future cyclessthquestions will have subsections to identifytypes of
supplies distributed and report itemized distribatiSome SEPs provided these data in the 2016€1&,cy
indicating existing data collection capacity andiability.

Law Enforcement and Criminal Justice Outreach

Current NCSSI projects and plans reflect interastsfeedback shared by SEPs. Based on annualingport
responses and additional feedback from program§MN@G expanding law enforcement and criminal qesti
education efforts. DPH is working with NCHRC to eresthat information on syringe exchange, community
distribution of naloxone, Good Samaritan protediand limited immunity under the SEP and “Tell Law
Officer” laws is provided during regular continuirducation trainings. NCSSI is conducting outreach
through the Office of Indigent Defense Serviceshare program and immunity information with court-
appointed defense attorneys and their clientsjsaaddveloping outreach to district attorneys arsissant
district attorneys. NCSSI and NCHRC law enforcenpantners are also seeking opportunities to prasent
more law enforcement and criminal justice audiens3SSI has discussed implementation issues wéth th
Attorney General's office and will update partnassappropriate on future instances of SEP staff and
participant interaction with law enforcement.

Faith-Based Community Outreach
Seven of the programs that have signed up with N@&Sfaith-affiliated—either operating with an éigj

foundation in religious practice or engaging wilitli communities. In addition to public health and
community organizing approaches, their work prosideique framing and rationale for syringe exchange

26 A 2004 meta-analysis found that the “overall waiilte return rate was 90%, although this ranged fadow of 15% to a high of
112%” among represented countries. US-based progriamm rates were comparable to SEPs outside $hé<sobiech, K. (2004).
Return Rates for Needle Exchange Programs: A Com®mibicism AnsweredHarm Reduction Journal, 1(2). doi:10.1186/1477-
7517-1-2
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and harm reduction practice. Exploring faith-basathing and connecting actively with religious
communities may be an effective avenue for devatp@EP capacity in rural areas—a DPH and NCSSI
workgroup priority. These connections also enaideussion within faith communities of drug use,
substance use disorders, and mental iliness asnsedical and treatable conditions. NCSSI is workiitip
the DPH Faithful Families program, which developgicula on healthy diet and physical activity faith
communities, and which has been generous with éxplanations of current faith-based health workli@.
and connections to external partners. Through fediBamilies, NCSSI has joined with a North Caralin
divinity school to propose student projects, inahgdthe development of local resource guides for
distribution through SEPs and a faith leader tragrior engaging with people directly affected bygluse.
N.C. SEPs have significant experience navigatiryvaorking with religious communities and many have
local partnerships that can inform this area ofkwor

NC Opioid Action Plan, SEP- and Partner-Identified Priorities

SEPs are also significant partners in several compis of théNorth Carolina Opioid Action Plan adopted

in June 2017, which was developed in part by NG&8kgroup members and partner agencies. Adtien
Plan calls for the creation of an advisory council eganting people with drug use history to inform the
work of the Opioid and Prescription Drug Abuse Asbriy Committee and provide insight from direct
experience with drug use. As NCDHHS and partnarsdtize the council’s role and operations, SEF staf
will be invaluable in helping to connect with arebresent council participants. TAetion Plan also seeks to
build and sustain local coalitions’ responses &odtisis. Identified aims of local coalitions indkiincreasing
naloxone access, establishing SEPs, and increlagkages to substance use disorder and pain treatme
support. Experienced SEPs are often the best soafcgiidance for new programs and for engaging PWU
in services. NCSSI is included as/Ation Plan strategy, with the aims of increasing the numle&SEPs
and distributing naloxone to participants. To imm@dinkages to care, thction Plan recommends working
with health systems to develop and adopt modeldmser discharge plans and to link patients receiving
office-based opioid treatment to counseling ses/ibeough case management or peer support speialis
Health systems-based care linkages and peer conméai PWUD and those with history of overdose can
include syringe exchange and harm reduction program

TheAction Plan identifies pregnant women and justice-involvedspes as special populations requiring
intentional engagement and response. Some SEPsh&kJrban Survivors Union in Greensboro, provide
gender-based services, including programs for @meigevomen and mothers. Others, like the NCHRC
exchange in Durham, work with people involved ie dniminal justice system. Their experience caarimf
Action Plan strategies to support special populations. Comiyynziramedicine programs are another way to
connect people to SEP services and are includadesrity in theAction Plan. Community paramedicine
may be an especially effective way to engage PWBEgabse referrals can be made during the delivery of
preventative health services, and not solely dusimg@mergency or point of crisis. Finally, throygbgram
sign-up and annual reporting participation, SERgrdmute data and programmatic context for pubéalth
surveillance.

Involvement in these strategies is in additiornlbcal relationships, connections, and oppotigsifor
growth and capacity-building that SEPs seek indéeetly. Some SEPs have shared internal program and
development priorities with NCSSI. Staff are ineesin responding to emergent demand and healtrecasic
while maintaining relationships and support for plagions long affected by drug use, including urban

18



residents, communities of color, and people whatifieas lesbian, gay, bisexual, transgender, arekn
(LGTBQ). SEP priority areas expressed to NCSSuigelintegration of HCV and HIV services; introdocti
of buprenorphine treatment services; partnership hospitals and health systems to promote wourel ca
and endocarditis prevention for PWUD; engagemetit teatment centers for overdose prevention and
HCV education, social support services for PWUD arploration of innovative harm reduction
programming.

NCSSI and the Communicable Disease Branch are mgrkith SEPs to increase availability of HCV and
HIV testing services through exchanges and othen lhaduction programs. All people who test posifive
HIV are immediately linked to care and medicatiathwhe goal of viral suppression. They are alsavjoled
with partner notification services and in-field fication of their HIV results. People who test jine for
HCV are also referred to their LHD or local medipadvider to learn about liver health and evenlinkiage
to cure. CDB is not yet able to track the numbedbf/STD/HCV tests done at SEP sites, and so drante
on annual reporting from programs. Data entry foatihe State Laboratory for Public Health testrfeiand
rapid testing data forms will need to be modifiedtllect testing-site data. This enables actinkdges
between CDB, statewide and local partners, and &kEsintain and expand testing and treatment
infrastructure. There may also be opportunitiesqpand sexual health capacity at SEPs and to iocate
services for vaccine preventable infectious diseadarm reduction programs’ commitment to non-judgtn
and engagement with people with limited accessutime healthcare makes them well-prepared to addre
variety of health outcomes.

Pursuing strategies outlined in tReC. Opioid Action Plan and responding to infectious disease burden thus
depend on comprehensive syringe exchange and lealumtion program access in N.C. To be most
effective, these programs should be seen not anitg@d response to the overdose crisis and higpatit
prevalence, but as a means to proactively ideatity respond to future changes in drug user health,
morbidity, and mortality, including changes in dityge and route of administration. Building andtairsng
access requires operational support and dedicateting to expand SEP capacity, facilitate partripsstand
meet increasing demand.
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North Carolina Syringe Exchange Annual Reporting Form

Complete and submit to SyringeExchangeNC@dhhs.nc.gov by July 31 annually.

Please save your completed form and submit as an email attachment to SyringeExchangeNC@dhhs.nc.gov.

Visit www.ncdhhs.gov/divisions/public-health/north-carolina-safer-syringe-initative for more information.

Thank you!

1. Legal name of the organization or agency operating the Syringe Exchange Program:

1a. Name of the Syringe Exchange Program, if different:

2. Contact Information

Primary Contact Secondary Contact

Name Name
Phone Phone
Email Email

3. Type of Syringe Exchange Program (check all that apply):

[ Fixed site: Exchange run from a permanent, fixed location

[0 Mobile: Exchange run from a mobile vehicle

[ Peer-based: Exchange run through peer networks distributing in the community

[ Integrated: Exchange built into an existing agency/program, such as a drug treatment program or pharmacy

4. County(ies) served by the Syringe Exchange Program (check all that apply):

Note: North Carolina syringe exchange law only legalizes programs within North Carolina

[] Alamance [] Alexander [ Alleghany [] Anson

[] Ashe [ Avery [] Beaufort [] Bertie

[1 Bladen [1 Brunswick ] Buncombe [] Burke

[] Cabarrus [ Caldwell [ Camden [] Carteret
[1 Caswell [] Catawba [] Chatham [] Cherokee
[] Chowan [ Clay [] Cleveland [] Columbus
[] Craven [] Cumberland [ Currituck [] Dare

[] Davison [] Davie [ Duplin [] Durham
[] Edgecombe [ Forsyth [ Franklin [] Gaston
[] Gates [] Graham [ Granville [] Greene
[ Guilford [] Halifax [] Harnett [ Haywood
[1 Henderson [] Hertford [] Hoke [ Hyde

[ Iredell [ Jackson [J Johnston [] Jones

[] Lee [ Lenoir [ Lincoln [J McDowell


mailto:SyringeExchangeNC@dhhs.nc.gov
www.ncdhhs.gov/divisions/public-health/north-carolina-safer-syringe-initative

[] Macon [] Madison ] Martin [1 Mecklenburg
[ Mitchell [] Montgomery ] Moore [1 Nash
[J New Hanover [J Northampton [] Onslow [ Orange
[J Pamlico [ Pasquotank [ pender [ Perquimans
[J Person [ pitt [ polk [ Randolph
[J Richmond [J Robeson [ Rockingham [1 Rowan
[J Rutherford [ Sampson [ Scotland [ Stanly
[] Stokes [ Surry [J Swain [ Transylvania
[ Tyrrell [J Union [J Vance 1 Wake
[J Warren [ Washington [J Watauga [ Wayne
[ Wilkes [J Wilson [ Yadkin [1 Yancey
[] County outside of NC  [] Eastern Band of the Cherokee Nation
5. List physical address(es) of Syringe Exchange Program:
Location 1
Street Address
City/Town Zip Code:
Location 2
Street Address
City/Town Zip Code:
Location 3
Street Address
City/Town Zip Code:

If you have more than three program locations, please submit additional address information with this form.

6. Special population(s) served by the program (check all that apply):

[ Injection drug users (people who inject or otherwise use illicit drugs or drugs not as prescribed)

[ Diabetic insulin users

[ sex hormone/hormonal therapy injection users

J HIV/HCV injection medication users

[0 HGH, steroid users
[ other:

7. How does the Syringe Exchange Program dispose of used syringes and/or needles? (Check all that apply.)

[ ] Biohazard company (please list):
[ clinic or hospital partnership (please list):

U Local health department (please list):
[0 waste disposal site (i.e. dump or transfer station)

[ Other (please list):




8.

9.

10

11.

12,

13.

14.

15.

16.

17.

18.

19.

20.

On which of the following topics does the Syringe Exchange Program offer information and educational materials?

] Overdose prevention

[ How to identify and respond to an overdose, including how to use naloxone

[ Drug abuse (misuse) prevention

[J Prevention of HIV transmission

[ prevention of viral hepatitis (including hepatitis C) transmission

[ Treatment of mental illness, including treatment referrals

[] Treatment for substance abuse (use disorders), including referrals for medication-assisted treatment

Number of unique individuals served by the Syringe Exchange Program in the past year:

. Number of total contacts the Syringe Exchange Program had in the past year:

Number of syringes dispensed by the program in the past year:

Number of syringes returned to the program in the past year:

Number of injection supplies dispensed by the program in the past year:

Number of injection supplies returned to the program in the past year:

Number of naloxone kits distributed by the program in the past year (leave blank if not applicable):

Number of referrals made to obtain naloxone from another source in the past year:

16a. Where were people referred?

How many overdose reversals have been reported to the program?
Number of people the program referred to substance use disorder treatment:

18a. Where did you refer them? (Please list multiple referral sites as necessary.)

Number of people the program referred to mental health services or treatment:

19a. Where did you refer them? (Please list multiple referral sites as necessary.)

Do you offer HIV testing? Yes O No O
20a. If yes, what kind of test(s) do you offer? (Check all that apply.) Rapid test [ ]  Blood []
20b. How many unique individuals have you tested in the last year?
20c. How many tests have you conducted in the last year?
20d. How many tests were positive for HIV in the last year?

20e. Where did you refer individuals who tested positive for treatment?



21. Do you make referrals for HIV testing? Yes©O No O

21a. If yes, where do you refer people for testing?

22. Do you offer hepatitis C (HCV) testing? YesOQ No O
22a. If yes, what kind of test(s) do you offer? (Check all that apply.) Rapid test [ ] Blood []
22b. How many unique individuals have you tested in the last year?
22c. How many tests have you conducted in the last year?
22d. How many tests were positive for HCV in the last year?

22e. Where did you refer individuals who tested positive for treatment?

23. Do you make referrals for HCV testing? Yes O No O

23a. If yes, where do you refer people for testing?

NC law protects SEP employees, volunteers, and participants from being charged with possession of syringes or other
injection supplies, including those with residual amounts of drugs present, if obtained or returned to an SEP. People
affiliated with an SEP must provide written verification (such as a participant card) to the arresting officer or law
enforcement agency to be granted limited immunity. The SEP law does not specify verification format or content.

24. Please submit an example of the written verification the Syringe Exchange Program distributes with this
completed form. If you are not distributing written verification of participation in a Syringe Exchange Program, please
provide details below on how the program educates participants about limited immunity.

25. Have you updated your security plan in the past year? Yes O No O

26. Have you shared your updated security plan with the local law enforcement agencies with jurisdiction over your
program area(s)? Yes O No O

27. Please share any feedback about program operations (including feedback from participants or staff, interactions
with neighbors or law enforcement, requests for technical assistance). Contact DPH to share additional information.

Please submit completed form and any additional information to SyringeExchangeNC@dhhs.nc.qgov. Thank you!
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