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INTRODUCTION

It has been well-documented by researchers that
injection drug use and the sharing of dirty equipment
are significant, yet preventable, causes of blood-borne
diseases like human immunodeficiency virus (HIV) and
hepatitis C (HCV).1,2
Scientists have shown that HIV and HCV tend to
spread rapidly among social networks of drug injectors
through the exchange of injection equipment including
needles, cotton, cookers, and syringes.3 The Center
for Disease Control and Prevention (CDC) reports
that 10% of HIV diagnoses and 68% of HCV infections
are attributable to injection drug users’ exchange of
equipment.4,5 Moreover, the CDC also warns that 75%
of injection drug users with HIV are co-infected with
hepatitis C, a deadly diagnosis which “triples the risk for
liver disease, liver failure, and liver-related death.”2 The
spread of infectious diseases like HIV and HCV poses
great threats and costs to our state that cannot be
overstated: during the decade from 2006 to 2015, 80
injection drug users in Nebraska were diagnosed with
HIV, resulting in lifetime treatment costs of approximately $29.7 million, according to the Department of
Health and Human Services (DHHS).6,7
Between 2011 and 2015, Nebraska witnessed
a 300% increase in reported hepatitis C cases.8 This
trend alarmingly mirrors the increase in HCV rates by
364% in the Appalachia region and 400% in Indiana
documented by researchers just years earlier.9
According to scientists, the acute escalation of HCV
and HIV prevalence in these areas has been conflated
with the growing opioid crisis as blood-borne diseases
are finding heightened opportunities to spread through
injection equipment used by opioid users and addicts.9–11
In fact, researchers who investigated the 2015 HIV
outbreak in Indiana found that 87.8% of new patients
diagnosed with blood-borne illnesses had injected an
opioid named oxymorphone.11 A 2016 study conducted
by REACH faculty Dr. Kirk Dombrowski, Devan Crawford, and Dr. Bilal Khan titled “Current Rural Drug Use

in the US Midwest” uncovered similar underlying risks
present in Nebraska communities that are increasingly
impacted by intravenous drug use.12 An epidemic that
has ravaged much of Appalachia and the East Coast, the
opioid crisis and opiate-related overdoses have devastated Nebraska as well; REACH faculty found that
substance abuse treatment admissions for heroin and
prescription opiates increased by 1407% from 2000
to 2015, and overdose deaths caused by opiates are
quickly approaching the number of deaths caused by
automobile accidents.12,13,14 As the opioid crisis spreads
and worsens throughout Nebraska and the Midwest,
our state must be properly positioned to address the
public health risks it presents.

HCV and HIV pose great risks to both rural and
urban Nebraska communities. REACH lab has
found that rural drug use presents additional
risks as the rate of methamphetamine use
is higher, more users prefer injection, more
users report risk behaviors like sharing
equipment, and less users have access to
medical services.12
Though the use of commonly injected drugs like opioids,
heroin, and methamphetamine poses a great risk to our
state, scientists warn that Nebraska is still not situated
to successfully prevent an outbreak of blood-borne
infectious diseases.12 The Center for Disease Control
and Prevention (CDC) Prevention Status Report of
2015 states that Nebraska is failing on a number of
national HIV and prescription drug-related policy
goals.15 As a result of Nebraska’s lack of a sufficient
prescription drug monitoring program and noncompliance with the CDC’s suggested HIV testing guidelines,
our state is at a higher risk for drug-related epidemics
and outbreaks, the report advises.15 Moreover, the
annual Outbreaks report from the Trust for America’s
Health and Robert Wood Johnson Foundation has
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consistently rated Nebraska troublingly low on prevention indicators related to infectious diseases.16 Though
this rating has improved in recent years, researchers
remain weary that a significant contributor to our
state’s high risk of outbreaks and epidemics has not
been addressed: Nebraskans’ lack of access to clean
syringes and needles.15–18
Experts at organizations including the CDC,
DHHS, World Health Organization (WHO), and the
American Foundation for AIDS Research (AmfAR),
have all endorsed increasing access to clean syringes
and needles through syringe services programs,
also known as SSPs.10,19–23 The CDC defines SSPs as
“community-based programs that provide access to
sterile needles and syringes free of cost and facilitate
safe disposal of used needles and syringes.”23 In the face
of increasing risks and costs of drug use and the spread
of infectious diseases, research suggests that Nebraska
must act quickly to authorize the implementation of
syringe services programs in the state.

In one study —following the implementation of syringe
programs—HCV rates among injection drug users
decreased from 90% to 63% and co-infection of HIV and
HCV, an especially threatening diagnosis, decreased
from 53% to 13%.24,26 The success of SSPs in preventing
HIV and HCV has been seen in replicated scientific
results in over thirty states across the country.26,27
Public health experts advise that SSPs also act as a
medical gateway to treatment and screening for users at
risk of contracting HIV and hepatitis C.4,29 Among other
public health benefits of SSPs, programs also provide
hepatitis A and B vaccination, disposal of dirty needles
and syringes, condoms, PreP (HIV prevention medication), and overdose treatment.4,24,30 The success of SSPs’
prevention and harm reduction programs in effectively
improving the public health of the community cannot
be overstated. The findings of medical experts greatly
indicate that Nebraska would see a decrease in HIV and
HCV prevalence, greater protection against outbreaks,
and further benefits to the health of our state if we
were to authorize SSPs.

POLICY IMPLICATIONS

DRUG USE AND ADDICTION
According to researchers, services provided through
SSPs discourage drug use and reduce the personal and
societal risks associated with addiction and substance
abuse. Contrary to popular myths, scientists have found
that syringe services programs do not increase drug
use and are often the first step toward treatment for
participants.24,29,31–35 The CDC reports that participants
of SSPs are five times more likely to enter treatment
for substance use than those who have not attended
a syringe program.10 The importance of referrals to
treatment is emphasized by experts and researchers
due to the many barriers which normally prevent injection drug users from seeking medical advice outside of
SSPs.34,36,37
The holistic design of syringe services programs
also prioritizes advising participants on the various
risks and externalities of substance use. According to
experts, participants of SSPs learn vital information
about a variety of issues including how to seek treatment, prevent overdoses, find mental health and social
services, and reduce risk behaviors that detriment their
health.4,24,29,30 Education and treatment facilitated by
SSPs have already proved to be successful: research
has shown that participants of syringe programs
report less frequent drug use and a reduction in risk

Research suggests that improving access to clean
syringes, needles and other resources in Nebraska
through the authorization of syringe services programs
will benefit the public safety, health, and welfare of the
state in numerous ways.
INFECTIOUS DISEASE AND PUBLIC HEALTH
Scientists have found that implementing syringe
services programs is an effective policy response to the
devastating spread of infectious diseases across the
country.4,10,20,21 In 2014, the New York Department of
Health reported that HIV prevalence among injection
drug users had fallen from 54% at the height of the
AIDS epidemic to just 3% in 2012.24 In 2012, Hawaii
reported having 0 new diagnoses of HIV attributable
to injection drug use while thousands of cases were
reported throughout the nation.25 Researchers have
directly attributed these states’ success in preventing
the spread of HIV/AIDS to years of SSP implementation.24–27
According to researchers at REACH, in Midwestern
states like Nebraska and Indiana hepatitis C poses an
even more probable threat among injection drug users
who generally view the diagnosis as inevitable.12 Extensive scientific literature consistently shows that SSPs
lead to significant decreases in the prevalence of HCV.
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behaviors following their attendance at SSPs.24,32,38 For
instance, a study found that New York witnessed an 8%
decrease in frequency of injection drug use and a 63%
decrease in syringe sharing among SSP participants in
the years following the programs’ initiation.24 These
results consistently confirmed by researchers suggest
that Nebraska would not see an increase in drug use
following the authorization of such programs, but that
more drug users would enter treatment in the state.

reported that, in 2009 alone, the lifetime costs of 105
new diagnoses of HIV in Nebraska amounted to $39
million.6 Scientists warn that the costs of treating HCV
and HIV/HCV co-infection present additional expenses
to the state.2,49
Consequently, HIV and HCV prevention is an
essential cost-saving venture: experts at the CDC
advise that preventing one case of HIV could save
Nebraska over $400,000.6,10 These researchers have
also shown that preventing one case of HIV through the
operation of an SSP costs only $4,000–$12,000.6 Thus,
the return on investment from implementing SSPs is
substantial as the programs are proven to be life-saving
and cost-saving.
Reducing the costs of implementing SSPs to the
state are the various sources for funding syringe
programs available to Nebraska including resources
from the CDC, Health Resources and Services Administration (HRSA), Substance Abuse and Mental Health
Services Administration (SAMHSA), National Institutes
of Health (NIH), North American Syringe Exchange
Network (NASEN), and AIDS United.50 Since 2016,
the federal government has also freed funds to be
granted directly to state syringe programs. The financial support available to the state further demonstrates
that Nebraska’s taxpayers would not bear the fiscal
burden of implementing SSPs.30

CRIME AND PUBLIC SAFETY
According to scientists, crime does not increase in areas
which have implemented syringe programs.10,35 Over
twenty years of evidence from researchers and public
officials supports the fact that areas with SSPs are not
associated with increased crime, and may even benefit
from reduced rates of criminal activity.10,22,35,39 For
instance, researchers found that Baltimore experienced
an 11% decrease in robberies and burglaries—crimes
largely associated with the economic needs of drug
users—in areas that had recently implemented syringe
programs compared to an 8% increase in such rates in
areas without SSPs.39 Consequently, law enforcement
have often been on the front lines of proposing and
supporting syringe programs.40,41
Not only are crime rates unaffected by the
programs, but SSPs also promote the safety of the public
and police by taking dirty syringes and needles off the
streets and promoting the safe disposal of equipment.40
Experts say this greatly reduces the risk of accidental
needle-stick injuries among the general population
which can result in the spread of blood-borne illness.10
Researchers in Connecticut found that the implementation of SSPs was followed by a 66% decrease in
needle-stick injuries to police in the state, a significant
improvement given that law enforcement are often
at a higher risk for such injuries.42,43 Thus, evidence
suggests that the public safety of all Nebraskans would
be furthered by the authorization of syringe services
programs which do not increase crime but result in an a
safer environment for Nebraska communities.

Authorizing SSPs to be implemented in
Nebraska would reduce the cost of treating
new patients diagnosed with HIV and HCV by
millions if only 3 cases of HIV were prevented
through an SSP, assuming higher estimates of
program costs.6,10

POLICY RECOMMENDATIONS

The first step toward enacting effective harm reduction policy to prevent the spread of HIV, hepatitis C,
and other infectious diseases is to amend the state’s
paraphernalia statute. Nebraska Revised Statute
§28-439 currently defines possession of a hypodermic
needle or syringe as paraphernalia subject to §28-441,
which, in turn, makes it unlawful for an injection drug
user to possess a syringe even if it was obtained knowingly through a medical professional with the intent to
prevent the spread of infectious diseases.51, 52
Since the 1990s, multiple doctors, pharmacists,

COST-EFFECTIVENESS AND COST-SAVINGS
According to economists, SSPs are a cost-effective and
cost-saving policy response for preventing the spread
of infectious diseases.6,44-47 Blood-borne infections like
HIV and hepatitis C cost the United States millions of
dollars in healthcare costs each year.6,46,48 The CDC
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and other medical professionals have disclosed to
lawmakers that they willingly provide clean needles and
syringes to drug users.53 These healthcare providers
are aware of the likelihood that dirty equipment will
spread infectious diseases and, thus, see it as their
duty to prevent an injection drug user from contracting
blood-borne diseases.53 Acknowledging this, the legislature passed LB 398 which was signed into law by
Governor Mike Johanns in 2001.54 This bill amended
criminal statute §28-442—which makes unlawful the
distribution of paraphernalia, including syringes and
needles—so that the law now reads: “this section shall
not apply to pharmacists, pharmacist interns, pharmacy
technicians, and pharmacy clerks who sell hypodermic
syringes or needles for the prevention of the spread of
infectious diseases.”54,55
Recognizing that access to clean injection equipment is vital to public safety and the prevention of
infectious diseases, the Nebraska legislature should
amend statute §28-441 to exempt from paraphernalia
charges those users who obtain a syringe or needle
from a medical professional. This would increase access
to and use of clean equipment by injection drug users,
which research suggests would prevent the spread of
HIV and HCV. Such a move would be aligned with other
perceptive harm reduction strategies of the unicameral
including the Good Samaritan provisions which have
recently allowed for exemptions from §28-441 in situations of overdoses.52
Secondly, REACH faculty suggest that the legislature should further implement oversight of this
distribution of clean syringes by medical professionals.
According to testimony by doctors and pharmacists,
medical professionals in the state are already legally
distributing syringes and needles under the amended
statute §28-442.53 To ensure this distribution isn’t
abused and properly aids the public health and safety
of our state, Nebraska legislators should statutorily
support the distribution and regulate it thusly.
Beginning in the early 1990s, over 35 states have
authorized syringe service programs to operate legally,
demonstrating a growing consensus in support of legalizing such life-saving medical services.57 Lawmakers
have implemented SSPs in many distinct ways, but
popular regulations for syringe distribution include
those listed below.57–63 Providing such support and
regulation would further ensure the efficacy and over-

sight of these programs.
COMMON REGULATIONS OF SSPs
• Ensuring required education of participants on
prevention, safety, and addiction
• Requiring the referral of participants to drug addiction and abuse treatment services
• Enforcing safe disposal of used syringes and needles
• Requiring participants to obtain a waiver, prescription, or other authorization in order to use SSP
services
• Allowing access only to those over the age of 18
• Creating an oversight body
• Ensuring required reporting of the program’s use
and results

FURTHER READING

1. AIDSWatch, “Syringe Exchange Programs: Critical
to Public Health and Public Safety,” 2014
2. American Foundation for AIDS Research (AmfAR),
“Public Safety, Law Enforcement, and Syringe
Exchange,” 2013
3. AmfAR, “Syringe Services Programs: Myth v. Fact”
Presentation, 2013
4. HHS, “Implementation Guidance to Support Certain
Components of Syringe Services Programs”, 2016
5. CDC, “Program Guidance for Implementing Certain
Components of Syringe Services Programs”, 2016
6. CDC, “Syringe Services Programs (SSPs) Developing, Implementing, and Monitoring Programs,”
2016
7. CDC, “Reducing Harms from Injection Drug Use
& Opioid Use Disorder with Syringe Services
Programs” Info Sheet, 2017
8. CDC, “HIV and Injection Drug Use: Syringe Services
Programs for HIV Prevention,”2016
9. Policy Surveillance Program, Law Atlas: Syringe
Distribution Laws Map, Website
10. WHO, “Policy Brief: Provision of Sterile Injecting
Equipment to Reduce HIV Transmission,” 2004
11. WHO, “Effectiveness of Sterile Needle and Syringe
Programming In Reducing HIV/AIDS Among
Injecting Drug Users,” 2004
12. WHO, “Guide To Starting and Managing Needle
and Syringe Programmes,” 2007
4

AUTHORIZATION AND IMPLEMENTATION OF SYRINGE SERVICES PROGRAMS

SOURCES
1. Garfein RS, Vlahov D, Galai N, Doherty MC,
Nelson KE. Viral infections in short-term injection
drug users: the prevalence of the hepatitis C,
hepatitis B, human immunodeficiency, and human
T-lymphotropic viruses. Am J Public Health.
1996;86(5):655-661.
2. Center for Disease Control and Prevention. HIV
and Viral Hepatitis. June 2017. https://www.cdc.
gov/hiv/pdf/library/factsheets/hiv-viral-hepatitis.
pdf. Accessed December 19, 2017.
3. Thorpe LE, Ouellet LJ, Hershow R, et al. Risk
of Hepatitis C Virus Infection among Young
Adult Injection Drug Users Who Share Injection
Equipment. Am J Epidemiol. 2002;155(7):645-653.
4. Center for Disease Control and Prevention. HIV
and Injection Drug Use: Syringe Services Programs
for HIV Prevention. December 2016.
5. Center for Disease Control and Prevention.
2014 Surveillance Data for Viral Hepatitis.
CDC. https://www.cdc.gov/hepatitis/
statistics/2014surveillance/commentary.htm.
Published September 20, 2017. Accessed February
14, 2018.
6. Center for Disease Control and Prevention. HIV
Cost-Effectiveness. CDC. https://www.cdc.gov/hiv/
programresources/guidance/costeffectiveness/
index.html. Accessed December 22, 2017.
7. Nebraska DHHS. Nebraska Integrated HIV
Prevention and Care Plan 2017-2021.
8. Leschinsky D, Athey-Graham M, Jackson S, et al.
2015 Nebraska Epidemiological Profile for HIV/
AIDS, Sexually Transmitted Diseases and Hepatitis
C. 2016.
9. Zibbell JE, Iqbal K, Patel R, et al. Increases in
Hepatitis C Virus Infection Related to Injection
Drug Use Among Persons Aged ≤30 Years
— Kentucky, Tennessee, Virginia, and West
Virginia, 2006–2012. Morb Mortal Wkly Rep.
2015;64(17):453-458.
10. Center for Disease Control and Prevention.
Reducing Harms from Injection Drug Use & Opioid
Use Disorder with Syringe Services Programs.
2017.

11. Conrad C, Bradley HM, Broz D, et al. Community
Outbreak of HIV Infection Linked to Injection
Drug Use of Oxymorphone — Indiana, 2015. Morb
Mortal Wkly Rep. 2015;64(16):443-444.
12. Dombrowski K, Crawford D, Khan B, Tyler K.
Current Rural Drug Use in the US Midwest. J Drug
Abuse. 2016;2(3). https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC5119476/. Accessed February
12, 2018.
13. Department of Health and Human Services,
Substance Abuse and Mental Health Services
Administration. Treatment Episode Data Set
(TEDS) 1995-2005.; 2007.
14. Department of Health and Human Services,
Substance Abuse and Mental Health Services
Administration. Treatment Episode Data Set
(TEDS) 2005-2015.; 2017.
15. Center for Disease Control and Prevention.
Prevention Status Report for Nebraska, 2015.
16. Trust for America’s Health, Robert Wood
Johnson Foundation Outbreaks: Protecting
Americans from Infectious Diseases, 2015. http://
healthyamericans.org/assets/files/TFAH-2015OutbreaksRpt-Fnl-2017Rv-01.pdf. Accessed
December 12, 2017.
17. Robert Wood Johnson Foundation, Trust
for America’s Health. Outbreaks: Protecting
Americans from Infectious Diseases, 2013.
18. Nebraska DHHS. Nebraska One of Top 11 Scoring
States for Preventing and Controlling Disease
Outbreaks.; 2016.
19. Department of Health and Human Services.
Determination That a Demonstration Needle
Exchange Program Would be Effective in Reducing
Drug Abuse and the Risk of Acquired Immune
Deficiency Syndrome Infection Among Intravenous
Drug Users. Fed Regist. 76(36).
20. World Health Organization. Effectiveness of
Sterile Needle and Syringe Programming in
Reducing HIV/AIDS Among Injection Drug Users.
2004.
21. World Health Organization. Provision of Sterile
Injection Equipment to Reduce HIV Transmission.
2004.

5

AUTHORIZATION AND IMPLEMENTATION OF SYRINGE SERVICES PROGRAMS
22. The Foundation for AIDS Research. Syringe
Services Programs: Myth vs. Fact. Presented at the:
http://www.amfar.org/uploadedFiles/_amfarorg/
Articles/On_The_Hill/2013/Syringe%20
Services%20Programs%2010232013.pptx.
23. Center for Disease Control and Prevention. Syringe
Services Programs. CDC. https://www.cdc.gov/
hiv/risk/ssps.html. Published September 28, 2017.
Accessed February 14, 2018.
24. New York Department of Health AIDS Institute.
Comprehensive Harm Reduction Reverses the
Trend in New HIV Infections.; 2014. https://www.
health.ny.gov/diseases/aids/providers/reports/
docs/sep_report.pdf. Accessed December 15, 2017.
25. Vogt RL, Breda MC, Des Jarlais DC, Gates S,
Whiticar P. Hawaii’s statewide syringe exchange
program. Am J Public Health. 1998;88(9):14031404.
26. Jarlais DCD, Arasteh K, Friedman SR. HIV Among
Drug Users at Beth Israel Medical Center, New
York City, the First 25 Years. Subst Use Misuse.
2011;46(2-3):131-139.
27. Jarlais DCD, Marmor M, Paone D, et al. HIV
incidence among injecting drug users in New York
City syringe-exchange programmes. The Lancet.
1996;348(9033):987-991.
28. Abdul-Quader AS, Feelemyer J, Modi S, et al.
Effectiveness of Structural-Level Needle/Syringe
Programs to Reduce HCV and HIV Infection Among
People Who Inject Drugs: A Systematic Review.
AIDS Behav. 2013;17(9):2878-2892.
29. AIDSWatch. Syringe Exchange Programs: Critical
to Public Health and Public Safety. 2014.
30. Department of Health and Human Services.
Implementation Guidance to Support Certain
Components of Syringe Services Programs. 2016.
31. Henderson LA, Vlahov D, Celentano DD, Strathdee
SA. Readiness for cessation of drug use among
recent attenders and nonattenders of a needle
exchange program. J Acquir Immune Defic Syndr
1999. 2003;32(2):229-237.
32. Hagan H, McGough JP, Thiede H, Hopkins S, Duchin
J, Alexander ER. Reduced injection frequency and
increased entry and retention in drug treatment
associated with needle-exchange participation
in Seattle drug injectors. J Subst Abuse Treat.
2000;19(3):247-252.

33. Strathdee SA, Beyrer C. Threading the Needle —
How to Stop the HIV Outbreak in Rural Indiana.
N Engl J Med. 2015;373(5):397-399. Strathdee
SA, Celentano DD, Shah N, et al. Needle-exchange
attendance and health care utilization promote
entry into detoxification. J Urban Health Bull N Y
Acad Med. 1999;76(4):448-460.
34. Des Jarlais DC, Fuller C. The Nonimpact of the
Expanded Syringe Access Program upon Heroin
Use, Injection Behaviours, and Crime Indicators
in New York City and State. Justice Res Policy.
2006;8(1):27-49.
35. McCoy CB, Metsch LR, Chitwood DD, Miles C. Drug
Use and Barriers to Use of Health Care Services.
Subst Use Misuse. 2001;36(6-7):789-804.
36. Drumm RD, McBride DC, Metsch L, Page JB,
Dickerson K, Jones B. “The Rock Always Comes
First”: Drug Users’ Accounts About Using
Formal Health Care. J Psychoactive Drugs.
2003;35(4):461-469.
37. Ouellet L, Huo D, Bailey SL. HIV risk practices
among needle exchange users and nonusers in
Chicago. J Acquir Immune Defic Syndr 1999.
2004;37(1):1187-1196.
38. Marx MA, Crape B, Brookmeyer RS, et al. Trends
in crime and the introduction of a needle exchange
program. Am J Public Health. 2000;90(12):19331936.
39. The Foundation for AIDS Research. Public Safety,
Law Enforcement, and Syringe Exchange. 2013.
40. North Carolina Harm Reduction Coalition. North
Carolina Law Enforcement Guide to Syringe
Exchange Programs.
41. Groseclose SL, Weinstein B, Jones TS, Valleroy
LA, Fehrs LJ, Kassler WJ. Impact of increased
legal access to needles and syringes on practices
of injecting-drug users and police officers-Connecticut, 1992-1993. J Acquir Immune
Defic Syndr Hum Retrovirology Off Publ Int
Retrovirology Assoc. 1995;10(1):82-89.
42. Lorentz J, Hill L, Samimi B. Occupational
needlestick injuries in a metropolitan police force.
Am J Prev Med. 2000;18(2):146-150.

6

43. Lurie P, Gorsky R, Jones TS, Shomphe L. An
economic analysis of needle exchange and
pharmacy-based programs to increase sterile
syringe availability for injection drug users. J Acquir
Immune Defic Syndr Hum Retrovirology Off Publ
Int Retrovirology Assoc. 1998;18 Suppl 1:S126132.
44. Nguyen TQ, Weir BW, Des Jarlais DC, Pinkerton
SD, Holtgrave DR. Syringe Exchange in the United
States: A National Level Economic Evaluation of
Hypothetical Increases in Investment. AIDS Behav.
2014;18(11):2144-2155.
45. Holtgrave DR, Pinkerton SD, Jones TS, Lurie
P, Vlahov D. Cost and Cost-Effectiveness of
Increasing Access to Sterile Syringes and Needles
as an HIV Prevention Intervention in the United
States. JAIDS J Acquir Immune Defic Syndr.
1998;18:S133.
46. Laufer FN. Cost-Effectiveness of Syringe Exchange
as an HIV Prevention Strategy. JAIDS J Acquir
Immune Defic Syndr. 2001;28(3):273.
47. Schackman BR, Fleishman JA, Su AE, et al. The
Lifetime Medical Cost Savings from Preventing HIV
in the United States. Med Care. 2015;53(4):293301.
48. Razavi H, ElKhoury AC, Elbasha E, et al. Chronic
Hepatitis C Virus (HCV) Disease Burden and
Cost in the United States. Hepatol Baltim Md.
2013;57(6):2164-2170.

49. Center for Disease Control and Prevention.
Syringe Services Programs (SSPs) Developing,
Implementing, and Monitoring Programs. 2016.
50. Nebraska Revised Statute 28-439.
51. Nebraska Revised Statute 28-441.
52. Health and Human Services Committee Public
Hearing on LB 285, LB 398, LB 511, and LB 612.;
2001.
53. Legislative Research Division, Nebraska
Legislature. A Review: Ninety-Seventh Legislature
First Session, 2001.; 2001.
54. Nebraska Revised Statute 28-442.
55. Health and Human Services Committee Public
Hearing on LB 736 and LB 742.; 1999.
56. LawAtlas. Syringe Distribution Laws. The Policy
Surveillance Program. http://lawatlas.org/datasets/
syringe-policies-laws-regulating-non-retaildistribution-of-drug-parapherna. Published 2017.
Accessed December 12, 2017.
57. Burris S, Finucane D, Gallagher H, Grace J. The
legal strategies used in operating syringe exchange
programs in the United States. Am J Public Health.
1996;86(8 Pt 1):1161-1166.
58. Hawaii Revised Statute 325-21.
59. Hawaii Revised Statute 325-115.
60. New York Public Health Law 338.
61. Illinois Criminal Offense 720 ILCS 635.
62. California Business and Professions Code 4145.5.

Statements and suggestions made by the REACH Lab
do not necessarily express the views of the University
of Nebraska.
The University of Nebraska does not discriminate
based on race, color, ethnicity, national origin, sex,
pregnancy, sexual orientation, gender identity, religion, disability, age, genetic information, veteran
status, marital status, and/or political affiliation in its
programs, activities, or employment.

CONTACT US:
E MAI L | reach@unl.edu
WE BS I T E | reach-lab.org

