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A BRIEF OVERVIEW OF SYRINGE EXCHANGE IN HAWAIʻI  

The Hawaiʻi State Department of Health’s (HDOH) started a pilot syringe exchange program 
in 1989 as part of its response to the growing Human Immunodeficiency Virus and 
Acquired Immunodeficiency Syndrome (HIV/AIDS) crisis in the state. The project goal was to 
reduce the acquisition and/or transmission of HIV among persons who inject drugs (PWID) 
through peer educators who were former PWID and were knowledgeable of PWID in the 
state.  

Another pilot program was established in 1990 when former Hawaiʻi Governor John 
Waiheʻe signed Act 280 into law, which led to Hawaiʻi’s first syringe exchange program 
(SEP). Located at the Rubber Room in Downtown Honolulu, the SEP was operated by 
members of the Life Foundation, the largest and oldest AIDS organization in the Pacific. 
After the two-year pilot period demonstrating safety and efficacy of the program, the state 
legislature passed Act 152 in 1992. Act 152, codified as Chapter 325, Part VII of Hawaiʻi 
Revised Statues (HRS §325-111 through §325-117), enabled HDOH to operate SEP to 
prevent transmission of HIV, hepatitis B (HBV), hepatitis C (HCV), and other blood-borne 
pathogens, and to refer PWID with appropriate health and social services. HRS §325-115 
requires HDOH to appoint an oversight committee to monitor the progress and 
effectiveness of the SEP and to examine available data compiled by the program. HRS §325-
116 requires the HDOH to report annually to the oversight committee, including the 
number and demographics of participants, the impact of the program on HIV infection, an 
assessment of the cost-effectiveness of the program, the strengths and weaknesses of the 
program, the advisability of its continuation, and ways to improve the SEP. This evaluation 
fulfills the syringe exchange program’s obligations under these two statutes.  

 
The legislature named Community Health Outreach Work to Prevent AIDS (CHOW Project) 
as the coordinating agency for the statewide SEP in 1993. The CHOW Project extended the 
SEP services beyond Oʻahu to the islands of Kauaʻi, Maui, and Hawaiʻi island in 1994. In 
2018, the CHOW Project merged with Life Foundation continues to operate the SEP under 
its new organizational name, Hawaiʻi Health & Harm Reduction Center (HHHRC). Today, 
HHHRC operates five mobile vans which cover each of Hawaiʻi’s four counties and provides 
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a variety of services beyond syringe exchange. Outreach workers establish contact and 
trust with PWID who access SEP to encourage safer injection and sexual behaviors. 
Outreach workers provide health education, HIV and HCV testing and counseling, linkages 
to housing navigation and other services, wound care, overdose prevention education 
(including naloxone training and distribution), and harm reduction supplies, such as 
condoms, hygiene kits, health education materials, and pipe covers, which are used to 
prevent cuts and burns from smoking substances with a glass pipe.  

In 2018, HHHRC exchanged 1,177,421 syringes statewide, a 3229% increase since 1993 
when it exchanged only 35,365 syringes. Currently, the Hawaiʻi statewide SEP is one of the 
larger programs in the United States and was the first program in the U.S. to be fully state-
funded to offer coordinated services statewide. As of September 2019, there were 349 SEPs 
operating in in 40 states, the District of Columbia, and Puerto Rico.1  

SEP OPERATIONS  
Hawaiʻi’s SEP began in a fixed location which provided the opportunity to offer 
comprehensive services to participants accessing the SEP. Currently, HHHRC operates its 
SEP through mobile sites and Syringe Exchange Appointments (SEA) where outreach 
workers meet participants at locations convenient for the participant. While this model 
provides flexibility, it limits the services that may be provided, such as HIV and HCV 
outreach, testing, and linkage activities, wound care, or other activities, although the SEP 
continues to find innovative ways to provide these services in the field. The downtown 
Honolulu mobile exchange has a regular schedule with the van parked in the same location 
five days a week, and a second van that visits other parts of the island each day of the week 
to see participants who cannot make it into downtown Honolulu. The Neighbor Islands 
have a mix of fixed sites where the vans are parked at a location regularly and SEA visits. 

Figure 1. Map of syringe exchange program coverage and subcontractors 
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In 2016, the SEP began a collaborative relationship with the Hawaiʻi Island HIV/AIDS 
Foundation (HIHAF) in Kailua-Kona. HIHAF conducts syringe exchange out of their office on 
Palani Road. The HIHAF outreach workers do not exchange outside of their office, so the 
Hawaiian Ocean View Estates (HOVE) area continues to be served by SEP outreach workers 
from Hilo. In 2017, the SEP also partnered with Mālama Pono Health Services to provide 
additional syringe exchange services on Kauaʻi in order to provide more services to PWID 
who may not normally have contact with the SEP (see Figure 1).  

INJECTION DRUG USE, RISK BEHAVIORS AND OVERDOSE IN HAWAIʻI 

PREVALENCE OF INJECTION DRUG USE AND OTHER RISK BEHAVIORS 
AMONG YOUTH  
Nationally in 2017, 1.5% of high school aged youth reported ever injecting illegal drugs, 
with more males students reporting having ever injected drugs than female students (2.0% 
versus 0.8%).2 During the same time period, 2.8% of Hawaiʻi public high school students 
reported ever injecting drugs, again with higher proportions of male students (4.0%) 
reporting ever injecting compared to female students (1.2%). Black students (7.9%), other 
Pacific Islander students (5.3%), and Native Hawaiian students (3.5%) were most likely to 
have reported injecting between 2013-2017. Over time, the percentage of female students 
injecting has gone down from 2.7% in 2013. Hawaiʻi County high school students were most 
likely to report ever injecting drugs between 2013-2017 (3.7%), followed by Maui County 
(3.5%), Kauaʻi County (3.4%), and Honolulu County (2.6%).3 

Lesbian, gay, and bisexual youth disproportionately report having ever injected an illegal 
drug (8.9%) compared to their heterosexual counterparts (1.8%).4 Additionally, 12.2% of 
high school youth and 6.8% of middle school students in 2017 reported misusing 
prescription pain medication,3 which has been associated with future injection drug use 
among younger people.5-7 Significantly more transgender youth report ever having injected 
drugs compared to their cisgender (a person whose gender identity corresponds with their 
sex assigned at birth) counterparts (25% vs. 1%, respectively).8 These statistics show that 
youth in Hawaiʻi, especially LGBTQ youth, are at risk for injection drug use. 

PREVALENCE OF DRUG USE AND OTHER RISK BEHAVIORS AMONG 
ADULTS 
Measures of injection drug use among adults are less available compared to data related to 
youth. The Substance Abuse and Mental Health Services Administration (SAMSHA) 
conducts the National Survey on Drug Use and Health annually across the country and 
provides state-level prevalence estimates of drug use among youth and adults. While this 
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data provides a snapshot of substance use in the state, no question asked about how these 
substances were used (i.e., injection use). SAMHSA estimated 7.0% of adults over 18 in the 
state had a substance use disorder in 2016-2017. During the same time period, an 
estimated 3.4% of adults misused pain relievers in the past year, but only 0.5% had pain 
reliever use disorder. Prevalence of heroin use among Hawaiʻi adults was 0.3% while an 
estimated 0.8% used meth or ice in the past year and 2.0% had used cocaine.9 Continued 
monitoring and data collection by HHHRC helps to fill gaps in our understanding of PWID in 
the state, their needs, and how best to develop and implement interventions related to 
harm reduction and/or prevention.  

OVERDOSES NATIONALLY AND IN HAWAIʻI   
Nationally, data from the CDC WONDER database the number of opioid overdose deaths 
has steadily increased from 8,048 in 1999 to 47,600 in 2017. At the same time, the number 
of overdoses due to prescription opioids also has increased, from 3,442 to 17,029 over the 
same time period. Figure 2 shows two slides from CDC which shows these national trends 
over time.10  

  

Figure 2. National opioid death and prescription opioid death data, 1999-2017. Slides via 
the National Institute on Drug Abuse, Data from CDC Wonder Database.  

 

In Hawaiʻi, the CDC WONDER database shows unintentional drug overdoses have steadily 
increased, once accounting for 3.0 deaths per 100,000 in 1999 to 11.1 deaths per 100,000 
in 2017.11 From 2010-2014, 91% of poisoning deaths in Hawaiʻi were caused by drugs or 
medications, surpassing deaths from motor vehicle traffic-related incidents. Pain relievers, 
such as oxycodone, contributed to 35% of drug related deaths.12 from the state’s first 
opioid initiative response plan shows 73% non-fatal overdoses in the state between 2012-
2016 involved opioid pain relievers.13 More recent data from August 2017 through the 
beginning of August 2018 shows that 59 opioid-related fatal overdoses occurred in the 
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state, along with 384 non-fatal overdoses. In addition, 1,332 persons were treated with 
naloxone to reverse an overdose by EMS.14 

While there has been increased federal regulation of prescription opioids nationally, new 
guidelines for providers in prescribing pain medication,15 and increased lawsuits against 
pharmaceutical companies that manufacture pain relievers,16 many persons still addicted 
have moved over to the illegal drug market where supplies have been found to be tainted 
with the cheaper and stronger drug Fentanyl.17 Additionally, self-reported fentanyl use has 
increased over time.18 HHHRC began offering trainings and education on overdose 
prevention/reversal in 2016. More information on this program are included in the section 
on Naloxone and Naloxone Refill Databases (pg. 12). 

NATIONAL AND LOCAL HIV/STAGE 3 HIV (AIDS) SURVEILLANCE 
OVERVIEW: PROGRAM EFFECTIVENESS 

To estimate the effectiveness of HHHRC syringe exchange program, we compared HIV and 
AIDS cases among PWID in Hawaiʻi to national surveillance data. At the beginning of the 
epidemic, only AIDS data was available as HIV was not a reportable condition during the 
first 20 years of the epidemic. This limits comparison of historical data as some people may 
never progress to Stage 3 HIV (AIDS) given advances in pharmaceutical therapy. Therefore, 
examining Stage 3 HIV (AIDS) cases likely does not reflect current trends. However, this 
data can help in understanding the epidemiology of HIV, especially risk factors for 
transmission and acquisition.  

Since the start of the epidemic through 2017, there have been 1,281,787 cases of AIDS or 
Stage 3 HIV as defined by the US Centers for Disease Control and Prevention in the US plus 
6 dependent areas, which include American Samoa, Guam, the Commonwealth of 
Northern Mariana Islands, Puerto Rico, the Republic of Palau, and the US Virgin Islands. 
Approximately 729,796 (56.9%) of persons who have ever been diagnosed with AIDS/Stage 
3 HIV have died. In 2017, there were 17,803 incident Stage 3 HIV/AIDS cases nationally, of 
which 9.7% were attributed to injection drug use (IDU) (968) or combined men who have 
sex with men (MSM)/IDU (766).19 In Hawaiʻi, the incidence rate of Stage 3 HIV/AIDS was 2.9 
per 100,000 persons in 2017. Of the 41 cases with an AIDS diagnosis in 2017, only one case 
was related to IDU (2.4%). No Stage 3 HIV/AIDS cases related to MSM/IDU risk were 
reported in 2017. Since reporting began in 1983, 16% of all incident Stage 3 HIV/AIDS cases 
in Hawaiʻi were attributable to IDU or MSM/IDU.20 

Hawaiʻi changed its reporting requirement for HIV cases in 2008,21 which led to the 
reporting of HIV cases by name and provides a more precise picture of those living with HIV 
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in Hawaiʻi. At the end of 2016, CDC estimates there were 1,100,000 persons living with HIV 
in the United States, of whom 14% were unaware of their status.22 In Hawaiʻi, a reported 
2,393 people were living with HIV through the end of 2016, while in 2017, there were 104 
new HIV cases reported in the state (7.3 per 100,000).20 Nationally in 2017, there were 1,373 
new HIV cases related to IDU and 1,252 related to MSM/IDU, or 6.8% of all infections that 
year.19 In contrast during the same time period, 5 of Hawaiʻi’s 104 incident HIV cases (4.8%) 
were attributable to either IDU or MSM/IDU. Through 2017, 8% of incident HIV cases have 
been attributable to IDU while 6% were directly related to MSM/IDU.20  

Hawaiʻi had slightly lower incidence of new HIV diagnoses and Stage 3 HIV/AIDS among its 
IDU and MSM/IDU populations in 2017, which could be attributed to the state’s proactive 
efforts to implement a SEP starting in 1989. Starting SEP can limit the transmission of HIV,23 
particularly in areas with low seroprevalence of HIV.24 Results from previous HHHRC HIV 
seroprevalence studies found a HIV+ seroprevalence between 0.0% and 5.8% among study 
cohorts. Together, the evidence of HIV transmission in the state among PWID suggests that 
the provision of sterile syringes, injection equipment, and other services through the SEP 
project assists in reducing HIV prevalence among PWID and transmission to sexual 
partners and children. Not only has the HIV prevalence among PWID accessing the SEP 
continued to be low, having lower numbers of active PWID living with HIV decreases the 
infection risk for other PWID (and their partners). Access to sterile syringes and other 
equipment decreases HIV-related risk behaviors, such as sharing used needles.23,25-26  

The provision of sterile syringes and injection equipment does not erase injection-related 
risk completely. Maintaining low HIV prevalence among PWID lower the risk for HIV 
infection among other PWID should they engage in high risk activities such as sharing 
equipment. Studies show SEP participation decreases risky drug preparation behaviors and 
repeated reuse of syringes, and less likelihood to share equipment.27 Secondary exchange 
(also known as “gatekeeping”), or exchanging syringes for others, is another method shown 
to reduce risk practices. One study found those participating in gatekeeping had lower 
odds of risk practices such as syringe reuse or receptive needle sharing compared to PWID 
who did not participate in a SEP.28  

In addition to helping prevent the spread of HIV, syringe exchange programs have been 
found to also decrease the spread of other blood borne pathogens, such as HCV.29-30 
Nationally, the CDC estimates that in 2017 there were 3,186 reported acute HCV infections, 
with an estimated 44,300 cases that have gone unreported. CDC also estimates 2.4 million 
people had a chronic HCV infection between 2013-2016.31 Local data on the prevalence of 
HCV were not available, but one figure from 2016 indicates an estimated 23,000 people 
living in Hawaiʻi were living with chronic HCV.32 Results from previous seroprevalence 
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evaluations found 65% to 89% of clients screened positive for HCV since testing began in 
2007. 

Other factors likely help to maintain the low prevalence of HIV among HHHRC SEP 
participants. In addition to providing sterile syringes, SEP staff also assist in the distribution 
of condoms which can prevent sexually transmitted infections. Newer services, such as 
HHHRC Wound Care Clinic provide additional touchpoints and supports for the state’s 
PWID community. Wound care services help to prevent other skin and soft tissue infections 
which have been increasing nationally among PWID.33 

Perversely, the efficacy of needle exchange is demonstrated by locations without policies in 
place for SEP. The HIV outbreak in Scott County, Indiana that started in late 201434 and 
increased HCV infection across Appalachia between 2006-201235 provide examples. The 
HIV outbreak in Indiana was originally reported in the Morbidity and Mortality Weekly Report 
found 84% of HIV cases were co-infected with HCV. In addition, the epidemiological 
investigation conducted in Scott County found drug use in the community was 
multigenerational, and practices included crushing and cooking oxymorphone tablets not 
meant for injection.36 Ultimately, 190 persons contracted HIV37 in a county of 4,200 at the 
time of the outbreak.36  

In Appalachia between 2006 and 2016, cases of HCV increased 364% among people 30 
years and under in Kentucky, Tennessee, Virginia, and West Virginia. Researchers found 
73% of cases were attributable to IDU.38 Government sponsored syringe exchange only 
began in 2015 in Kentucky, and in 2017 in Tennessee and Virginia.39 West Virginia has 
spotty coverage for SEP,39 including the suspension of SEP in some jurisdictions leading to 
self-reports of increased risk-taking regarding IDU.40 These examples provide stark 
evidence of the importance and value of continued SEP and harm reduction practices in 
Hawaiʻi.  

2018 SYRINGE EXCHANGE PROGRAM EVALUATION 

DATA SOURCES AND METHODS  
The timeframe for the annual report is January 1, 2018 through December 31, 2018. During 
2018, HHHRC Syringe Exchange Program staff collected data which was entered into 
different databases and these databases comprise the data used in this report. Below is a 
list of these databases, followed by the analysis plan to answer evaluation questions, plus 
information about the statistical analyses.   
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HHHRC maintains databases from the following sources for this evaluation: 

• Daily Logs: Daily logs are used to capture information about number of syringes 
exchanged daily; supplies for harm reduction, including pipe covers, hygiene kits, 
first aid supplies, and condoms; and, types of outreach contacts related to youth 
and gay men. Additional data, including participant card number and participant 
demographics are also collected. Lastly, information about secondary exchange, or 
“gatekeeping,” is collected to better measure the reach of the program.  

• Participant Card Registry: Starting in 2012, HHHRC began to distribute participant 
cards with a unique alphanumeric identifier (“participant ID”). Registering a card is 
optional, but even with a card, participants remain anonymous. Registrants provide 
basic demographic data and report on their injection drug practices. The card bears 
information related to Hawaiʻi Revised Statutes §325-114 which legalized syringe 
exchange in the state and allow for amnesty for syringes if participants are stopped 
by the police. For more information, see Figure 3. Participant IDs are also captured 
in the Daily Logs, which when linked together provides a snapshot of who 
exchanged during the program year. In SEP2016, 1,085 participants exchanged 
using a card, which increased to 1,274 in SEP2017. When reporting below, “SEP2018” 
refers to participants who exchanged using a participant ID in 2018.  

• Naloxone and Naloxone Refill Databases: In September 2016, HHHRC began its 
naloxone program, first providing group and individual trainings with PWID on 
injectable naloxone during outreach or syringe exchange. Trainings were expanded 
to include social service providers, law enforcement, friends and family of PWID, and 
other community members. Data collected during trainings include demographics, 
overdose risk factors and history. In a naloxone refill event, information about use 
and circumstances, loss, or dosage expiration are collected.  

• Outreach, Testing, and Linkage (EvaluationWeb Databases): HHHRC provides 
HIV and HCV outreach, testing, and linkage (OTL) as part of its portfolio of services. 
These services are offered through the main office on Oʻahu. HHHRC also hosts 
health fairs around Honolulu where HIV/HCV screening is provided along with a host 
of other services. On neighbor islands, participants who wish to get tested are 
referred to HDOH testing sites. During testing, demographic, risk factors, screening 
results and referrals are reported to HDOH’s EvaluationWeb database. As 
EvaluationWeb does not collect referral information, it is not possible to report on 
neighbor island testing activity driven by HHHRC SEP workers. Thus, information 
provided in this evaluation reflect OTL on Oʻahu only.  
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Figure 3. HHHRC SEP Participant Identification Card. The identification card 
summarizes the Hawaiʻi Revised Statute that allows participants to carry syringes to and 
from the exchange: “The person bearing this card has registered with the Hawaiʻi Health & 
Harm Reduction Center, a statewide syringe exchange program funded by the Hawaiʻi 
Department of Health. This participant is carrying syringes to and from the exchange because 
it has been proven to prevent the transmission of HIV, hepatitis, and other blood-borne 
pathogens. Hawaiʻi Revised Statutes §325-114 provides that exchanges under this program 
shall not constitute an offense for the participant.” The participant card has been reported 
to offer participants limited amnesty when they are stopped by police and allows them 
to keep syringes they have in their possession. 

Analysis Plan & Statistical Analyses 
To understand syringe exchange program participation, data from the Daily Logs are used. 
Frequencies were reported to provide process data and give a snapshot of exchange 
volume and other pertinent information from 2018. To examine demographic differences 
among participants, data from the Daily Log and Participant Card Registry were linked and 
bivariate analyses performed, using both t-tests and chi-square tests for differences when 
appropriate. Descriptive statistics from the naloxone registry and refill databases, and HIV 
and HCV screening data from the EvaluationWeb system are reported. All analyses were 
run in Stata 15.1 (StataCorp, College Station, TX). Statistical significance was set at α = 0.05. 

Race and Ethnicity Reporting in Hawaiʻi 
This report uses HDOH’s methods to report Native Hawaiians, wherein any person 
reporting Native Hawaiian ancestry is reported as Native Hawaiian.41 Participants who 
indicated being of two or more racial groups (other than Native Hawaiian) were coded as 
multiracial. In 2018, participants were provided with a multiracial category to report under 
if so desired.  
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SYRINGE EXCHANGE ACTIVITY IN 2018  
A record 1,177,421 syringes were exchanged in 2018, up from 1,068,621 syringes 
exchanged in 2017, reflecting a third year of growth after a small dip in 2015 (Figure 4). In 
terms of visits, November 2018 was the busiest month with 1,235 visits, but April had the 
heaviest volume of syringes exchanged at 111,945.  

Figure 4. The total number of syringes exchanged statewide from 1993-2018.  

 

The number of visits increased in 2018 to 13,381, a 6.7% increase over the 12,543 visits in 
2017 (Table 1). Participants exchanged an average of 88 syringes per visit. Of all visits, only 
2,709 (20.25%) reported gatekeeping, down from 3,696 in 2017, a 26.7% decrease in 
gatekeeping exchanges. By volume, a total of 634,059 gatekept syringes were exchanged, 
down 11.6%. Those who gatekept reported exchanging for a possible 8,575 additional 
people, up 28.5% from 2017, which shows the continued importance of the SEP in 
providing gatekeeping services for PWID that HHHRC may not reach directly. 

There were 288 participants who registered for a participant ID card in 2018, of whom 171 
people indicated it was their first time visiting the program. Among first time visitors, 49 
were between 19 and 25 years old, over double the number of new youth exchangers in 
2017.   

By site, Oʻahu had the largest number of exchanges (10,382) and handled the largest 
volume of syringes exchanged (522,870). While the average number of syringes exchanged 
had dropped from a high of 86 syringes exchanged in 2014 to 47 syringes exchanged in 
2017, this number ticked up to 50 syringes exchanged per visit in 2018. Moderate increases 
in visits and exchange volume occurred on Maui but increased by 41% on Kauaʻi. In East 
Hawaiʻi, a 24% increase in exchange volume occurred, likely related to a staffing delay in 
2017.  
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Table 1. Number of exchange visits, first visits, syringes exchanged, and average number of 
syringes exchanged from 2016-2018 

Exchange 
Site Year 

Total Visits First Visits 
Syringes 

Exchanged 
Average Number of 
Syringes Exchanged 

Per Visit 

N (%)* N (%)* N (%)* N** 

Statewide 2018 13,381 173 (1%) 1,177,421 88 

2017 12,967 135 (1%) 1,068,621 83 

2016 11,120 133 (1%) 1,020,286 92 

Oʻahu 2018 10,382 (78%) 94 (<1%) 522,870 (44%) 50 

2017 10,401 (80%) 60 (<1%) 487,041 (46%) 47 

2016 8,591 (77%) 41 (<1%) 455,022 (45%) 53 

East 
Hawaiʻi 

2018 597 (4%) 15 (3%) 233,867 (20%) 392 

2017 526 (4%) 13 (2%) 188,824 (18%) 339 

2016 636 (6%) 8 (1%) 220,220 (22%) 347 

West 
Hawaiʻi 

2018 1,046 (8%) 35 (3%) 125,151 (11%) 120 

2017 1,024 (8%) 10 (<1%) 139,139 (13%) 136 

2016 836 (8%) 34 (4%) 113,266 (11%) 136 

Maui 2018 765 (6%) 13 (2%) 176,685 (15%) 231 

2017 505 (4%) 22 (4%) 170,669 (16%) 338 

2016 690 (6%) 31 (5%) 159,114 (16%) 231 

Kauaʻi 2018 591 (4%) 16 (3%) 118,548 (10%) 201 

2017 511 (4%) 30 (6%) 83,908 (7%) 165 

2016 367 (3%) 19 (5%) 72,264 (7%) 197 

*Percentages reflect column percentages, except for the “first visits” column, which represents the 
percent of total visits that were first visits. **The average number of syringes have been rounded up to 
the nearest whole integer. 

Outreach workers also provide other services to participants such as the distribution of 
safe injection equipment. In 2018, condoms were passed out during 2,215 (17%) visits, pipe 
covers at 1,204 (9%) of visits, hygiene kits at 2,373 (18%) visits, and first aid kits at 4,185 
(31%) of visits.  

DEMOGRAPHICS AND SELECTED RISK FACTORS  
In 2018, participants presented a Participant ID Card or unique identifier at 11,455 
exchange visits, or on 86% of exchanges, representing 1,483 unique participants. Of these 
individuals, 1,349 (91%) were matched to the Participant ID Card database. This section of 
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this report discusses demographic and risk factor differences between these 1,349 
individuals who exchanged in 2018 (hereafter referred to as “SEP2018”) compared to those 
who registered but did not exchange in 2018 (n = 1,423). 

The number of SEP2018 visits by participants who exchanged using an ID Card ranged from 
one to 215 visits, with an average of 33 visits exchanging a total of 1,040,271 syringes over 
the year. Those who did not use a Participant ID Card in 2018 exchanged an average of 55 
syringes per visit while SEP2018 on average exchanged 96 syringes per visit. Those 
exchanging with a Participant ID Card reported gatekeeping on nearly 21% of visits while 
19% of visits for those exchanging without a card reported gatekeeping. The average 
number of syringes exchanged by an SEP2018 participant was 268.  

In 2018, 289 card registration occurred. These individuals plus previous registrants since 
2012 comprise the unique participants in SEP2018. Interestingly, 34 participants with 
participants cards accessed SEP services at multiple sites, with only 4 (12%) of these visiting 
the West and East Hawaiʻi locations. The remainder would exchange mostly on Oʻahu or 
Kauaʻi.  

Among those who registered for a Participant ID Card in 2018, 171 (62%) said they were 
first time visitors to the SEP. Compared to last year, less participants who accessed the 
program for five or more years registered for a Participant ID Card (10% in 2018 versus 
20% in 2017). This may reflect that more long-term participants may have already 
registered for the card, but further data collection is needed to examine whether this is a 
trend.  

Those who exchanged as part of SEP2018 were between 19 and 79 years of age. The 
average age of a client in 2018 was 43 years which was not significantly different from 
those who did not access the exchange in 2018. Traditionally the SEP population has been 
an aging population, but many of the sites anecdotally report an increase in youth 
participants. As mentioned previously, 49 first time visitors in 2018 were ≤25 years of age.  

Among those for whom we had demographic data, SEP2018 participant gender did not 
vary significantly when compared to those who did not access the exchange. In 2018, 65.3% 
were male, 33.5% were female, and 1.2% were transgender. Again, participants who 
accessed SEP versus those who did not access in 2018 did not significantly vary in terms of 
the racial/ethnic groups. Most SEP2018 participants were White (45.2%), followed by Native 
Hawaiian/Part Native Hawaiian (25.2%), multiracial (13.8%), or Asian (7.0%; Figure 5). 
SEP2018 participants were mainly from the continental US (50.4%), but 43% were born in 
Hawaiʻi. Just under 6% were foreign born, and less than 1% were from other Pacific Islands.  
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There were significant differences between those who accessed the program in 2018 and 
those who did not in terms of housing (p < 0.01). Larger proportions of those who were 
homeless (36.8%) or temporarily/unstably housed (21.5%) accessed the program compared 
to those who did not (31.7% and 19.5%, respectively). HHHRC has partnered with social 
service organizations who outreach to those who are homeless or marginally housed to get 
them into housing. Of note, 49% of those who did not access the program in 2018 reported 
being permanently housed, which may play a role in syringe access.  

 

Figure 5. Race/ethnicity breakdown for participants who were in contact with the 
SEP in 2018 

For those who 
reported their 
employment 
status, 64.5% of 
participants 
reported not being 
employed 
compared to 
56.2% of those 
who did not access 
the program (p < 
0.001). Among 
those who were 
employed, 

45%

25%

7%

1%
2%
1%

14%

4%

White

Native Hawaiian

Asian

American Indian/Alaska Native

Other Pacific Islander

Black

Multiracial

Other Race/Ethnicity

Table 2. Differences in most preferred drug by those who exchanged and 
did not exchange in 2018  

Exchanged in 2018 
 

 
Yes No 

 

Total 1338 (48.74) 1407 (51.26) 2745 (100) 
Heroin 590 (44.1) 485 (34.47) 1075 (39.16) 

Meth/Ice 423 (31.61) 359 (25.52) 782 (28.49) 

Pills (Opioids) 203 (15.17) 265 (18.83) 468 (17.05) 

Other 44 (3.29) 142 (10.09) 186 (6.78) 

Not inj (GATE) 35 (2.62) 51 (3.62) 86 (3.13) 

Not inj (NARCAN) 13 (0.97) 69 (4.90) 82 (2.99) 

Opioid (Other) 10 (0.75) 9 (0.64) 19 (0.69) 

Cocaine/Crack 9 (0.67) 5 (0.36) 14 (0.51) 

Speedballs 5 (0.37) 1 (0.07) 6 (0.22) 

Polydrug Use 4 (0.30) 8 (0.57) 12 (0.44) 

Refused 2 (0.15) 13 (0.92) 15 (0.55) 
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significantly more reported being in labor (29.8%), service (18.4%) or in professional/office 
field (19.8%) than those who did not access the program (p < 0.001). This significance is 
likely due to the number of participants who indicated they were in the social services field 
but did not access the program in 2018 (2.3% vs. 15.9%, respectively). Some of these 
people may have registered to gatekeep and have since moved onto a different job or 
registered for naloxone but may not access the SEP, which may account for the statistically 
significant differences.  

An overwhelming majority of those who accessed the program had health insurance in 
2018 (96.6%). Although nearly all SEP2018 participants were insured, previous HHHRC SEP 
evaluations indicated program participants had high emergency room utilization and low 
preventive and regular health checkups,42 which led to the HHHRC Wound Care Program. 
Open wounds are a major issue for SEP participants. Evaluation findings from the Wound 
Care Program demonstrate that for each nickel spent on Wound Care at HHHRC was equal 
to a dollar spent in emergency room care.43 

Table 3. 2018 Naloxone training participants and 
selected demographics and risk factors. 
 

Number of 2018 
Trainees: 259 

Demographics 
 

Female 50.19% 
Male 48.65% 
Transgender 1.16% 

Race/Ethnicity 
 

White 36.68% 

Native Hawaiian 20.46% 
Asian 15.44% 
Multiracial 12.74% 
Other Pacific Islander 5.79% 

Other 4.25% 
Any substance use in the past 30 days 

 

Yes 52.12% 
No 47.88% 

Current Substance Use (Past 30 days)* 
 

Heroin 78.23% 
Methamphetamine/Ice 45.16% 
Other Opiates (e.g. Pills) 28.23% 

Benzodiazepines 20.16% 

Significantly more SEP2018 
participants reported their 
most often injected drug 
was heroin (44.1%) 
compared to those who did 
not access the program 
(34.5%; p < 0.001). The 
proportion reporting 
methamphetamines or ice 
were their most frequently 
injected drug was 31.6%, 
compared to 25.52% among 
those that did not access 
the program. Less than 4% 
of those who exchanged on 
a card in 2018 reported 
gatekeeping or accessing 
naloxone (see Table 2). 
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NALOXONE TRAINING 
AND REFILLS  
Since September 2016 
through the end of 2018, 
HHHRC trained 717 people on 
overdose prevention, 
including rescue breathing 
and naloxone administration, 
of whom 259 were trained in 
2018 (Table 3). In 2018, we did 
not have a question asking 
participants specifically if they 
were a service provider, 
meaning the data presented 
combines both SEP 
participants and service 
providers together. In future 
evaluations we will be able to 
disaggregate these groups.  

A majority of those trained 
were female (50.2%), followed 

by men (48.7%), and transgender women (1.2%). Over a third were White (36.7%), while 
20.5% were Native Hawaiian, 15.4% were Asian, and 12.7% were multiracial.  

Trainees are asked about their overdose risk or overdose risk to others. One of these 
questions is on current substance use. Over 47.88% reported not using any substances in 
the previous 30 days; many of whom were social service providers or family members or 
loved ones of PWID. Among those reporting substance use, 37.1% reported monodrug use 
while the 62.9% reported polydrug use. Polydrug use has been associated with an 
increased risk for overdose44 and associated with increased risk for HIV.45 Of those who 
reported using any substances in the past 30 days, the most popular was heroin (78.2%) 
followed by methamphetamine or ice (45.2%). Other opiates (28.2%), methadone, and 
benzodiazepines (20.2% each) rounded out the top five substances reported used.  

Nearly a third of participants (32.2%) reported using a private location such as a home, 
apartment, or hotel room. A large proportion (61.86%) reported using in either a public or 
private location. Public locations included parks, public restrooms, cars, or on the streets. 

Methadone 20.16% 
Alcohol 12.90% 

Suboxone 10.48% 
Other 8.06% 
Crack/Cocaine 3.23% 

Injection Practices** 
 

Always inject in Private Location 32.20% 
Always inject in Public Location 5.93% 
Inject in Either Location 61.86% 

Use Alone**  

Never 16.95% 
Sometimes 65.25% 
Always 17.80% 

Time off from using substances (past 
year)*** - Yes 

53.98% 

At-risk for overdose*** 59.83% 

*Among participants who reported using substances in the 
last thirty days (n=124).  
**Among participants who reported using any substances 
in the last thirty days who 
responded to this question/were assessed (n=118). 
***Among those who answered this question (n=113).  
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Over three-quarters of participants reported using alone always (17.8 %) or sometimes 
(65.3%). More than half (54.0%) of participants reported taking time off from using during 
the past year because of going to jail or treatment, or simply cutting down use. Cutting 
down or taking time off can be dangerous since tolerance decreases during the time off, 
leading to an increase in one’s risk for overdose.46-47 Among those who were using, nearly 3 
in 5 were at risk for overdose.   

Overdose History 
During training sessions, HHHRC collects data on overdose history, either personal 
overdose or witnessing an overdose. In 2018, over a third of participants had never 
witnessed an overdose (39.68%). The remaining 60% had either witnessed an overdose, 
had an overdose, or both. For this analysis, those who had both witnessed and had 
overdosed themselves were categorized as having overdosed previously. Out of 152 
trainees, 61.8% had witnessed an overdose while 38.2% had overdosed previously  
(Table 4).  

Trainees reported experiencing between one and 20 overdoses, with a median number of 
2 overdoses and an average of 3 overdoses. Among trainees who knew why they 
overdosed, 22% reported mixing drugs, 15% taking too much or overindulging, 15% 
reported attempted suicide, and 14% reported the strength of the drugs. Over half of 
trainees (53.5%) who had previously overdosed reported that naloxone was used, while 
nearly a third who had witnessed an overdose (30.9%) reported naloxone was used. 
Among those who did overdose when naloxone was used, 48.4% reported EMT personnel 
administered the dose, followed by a layperson (32.3%), and lastly emergency room  
staff (19.4%).  

Among those participants who had previously overdosed, nearly two-thirds (65.52%) 
reported having used heroin during their last overdose, while 10.3% reported prescription 
opioids or benzodiazepines, and 12.1% reported using methamphetamines/ice. One-in-five 
participants reported polydrug use (22.4%). Similar proportions of participants who had 
witnessed an overdose reported heroin (60.6%) or multiple drugs (22.3%) were used. More 
reported other opioids or benzodiazepines (19.2%) and less reported methamphetamines 
or ice (5.2%). Only 5% reported their overdose was due to fentanyl. For those who 
overdosed, 27.8% reported having CPR performed on them, followed by being physically 
hit or slapped (13.0%). Among those who witnessed an overdose, 31.9% reported physically 
slapping or hitting the person who was experiencing the overdose, followed by CPR 
(27.7%), and having a medic revive the person (14.9%). More troubling, 12.8% of people 
who witnessed an overdose reported nothing was done; providing naloxone training can 
help to remediate this inaction. Among those who reported a previous overdose, locations 
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included in public including cars or on the street (36.4%), one’s own residence (32.7%), in a 
hotel (14.6%), or someone else’s home (12.7%). 

Table 4. Participants who experienced one or more overdoses, and participants who 
witnessed one or more overdoses, by select demographics, risk factors, and protective 
actions.  

Trainee-Witnessed 
Overdose 

Trainee Previously 
Overdoseda 

  94 (61.84) 58 (38.16) 
Demographics 

  

Female 53.19% 65.52% 
Male 44.68% 32.76% 
Transgender 2.13% 1.75% 

Race/Ethnicity 
  

White 38.30% 44.83% 
Native Hawaiian 14.89% 22.41% 
Multiracial 14.89% 18.97% 
Asian 15.96% 5.17% 

Other Pacific Islander 5.32% 3.45% 
Missing 4.26% 5.17% 
Other 6.38% 0.00% 

Drug(s) Used 
  

Heroin (alone or with another substance) 60.64% 65.52% 
Multiple 22.34% 22.41% 
Meth (alone or with another substance) 5.20% 12.07% 
Other Prescription opioids or benzos 
(alone or with another substance) 

19.15% 10.34% 

Naloxone Use 
  

Yes 30.85% 53.45% 
Other Actions 

  

CPR 27.66% 27.78% 

Physically Slap/Hit 31.91% 12.96% 
Medic Revive 14.89% 5.56% 
Did nothing 12.77% 3.70% 
Cold Shower/Ice 11.70% 3.70% 

aIncludes those who both witnessed and previously experienced an overdose.  
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Lastly, participants are asked if they knew anybody at risk of overdose. Over half (53.3%) 
reported that a friend was at risk for overdose, followed by an SEP participant that they 
knew (36.8%), a family member (19.1%), or a partner (13.2%).  

Naloxone Refills 
Upon completing the naloxone training, participants are provided two units of 4ml nasal 
naloxone. If the naloxone is used, given away, lost, stolen, or expired, participants are 
welcome to access refills through the SEP. In sum, 361 refill naloxone units were 
distributed in 2018 to 161 participants who used a Participant ID Card or some other 
identifier, or 22.5% of all those HHHRC has trained since the start of the naloxone training 
program. Of the 361 units distributed to those who were registered in 2018, the reasons 
for replacement were lost, stolen, or given away (30.1%), used (31.0%), or both (3.9%). The 
remainder had no reason provided. A total of 79 participants reported at least one of their 
doses were stolen, 35 reported distributing at least one dose, and 32 reported losing at 
least one dose. In future evaluations we plan to ask participants to estimate how many 
doses were lost, distributed, or stolen.  

Table 5. Demographic, risk factors, location, 
and results of naloxone administration by 
HHHRC overdose prevention-trained 
participants requesting a refill, 2018.  

Refill Requests 
Due to Use 

Total n = 82 
Gender 

 

Male 60.98% 
Female 23.17% 

Multiple Persons 7.32% 
Relationship 

 

Friend 67.07% 
Partner 8.54% 

Other 8.54% 
Stranger 7.32% 
Self 3.66% 

Age 
 

Under 40 37.80% 
40 and Over 59.76% 

Drug used before overdose 
 

Heroin 92.68% 

A total of 65 people using an identifier 
reported using naloxone across 82 
refills, or 126 doses. Because 
participants are provided multiple doses 
and could have used one or both doses 
of naloxone or reversed multiple 
overdoses, it is more difficult to tease 
out how many actual overdose incidents 
occurred. The data in Table 5 provides 
more information the people who 
overdosed where an HHHRC naloxone 
dose was used (based on the 82 refill 
requests processed across the 65 
participants). Nearly 61% of those who 
received a naloxone dose were men, 
23.2% were women, and the remainder 
of the doses were distributed to multiple 
people. Most people reported using 
their naloxone on a friend (67.1%), while 
smaller proportions reported providing 
to a partner (8.5%), stranger (7.3%), or 
some other person (8.54) like an SEP  
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client or a family member. Three refills 
(3.7%) were due to participants using the 
naloxone on themselves. Most people 
who received a dose were 40 or over in 
age (59.8%).  

In nearly all cases of naloxone use 
(92.7%), participants reported heroin was 
the drug used before the overdose event, 
while benzodiazepines and/or 
methamphetamines or ice were reported 
in 19.5% of overdose incidents. Naloxone 
was mainly used in homes or other 
residences (54.9%), followed by some 
other setting (21.95%), which included 
names of towns or a treatment facility. 
Just over one-in-ten (12.2%) reported the 
application of naloxone in a public place 
or restroom. Other actions taken during 
an overdose included rubbing the 
person’s sternum (32.9%), rescue 
breathing (30.5%), and/or calling 911 
(24.39%). Number of naloxone doses 
used in an overdose ranged from 1 to 3 
doses, with an average of 1.68 
administered. Most people awoke after 5 
or more minutes of application of 
naloxone (28.1%).  

Three-quarters of overdose reversals 
(75.6%), were due to the naloxone trainee’s help, representing a possible 62 lives saved. 
Still, two people reported some issues using injectable naloxone, which were separation of 
the needle from the syringe or difficulty in performing the injection. Those needing a refill 
due to naloxone use reported that in nearly a quarter of cases that the person whose 
overdose was reversed awoke angry (23.2%), while less than a tenth reported the person 
being dopesick (8.5%) or vomiting (4.9%). Compared to last year’s report where 4% of 
participants reported being harassed by police and 1.2% being arrested, no participants 
were harassed by police or EMT staff, nor were arrested in 2018.  

Benzodiazepines 19.51% 
Methamphetamines/Ice 19.51% 

Alcohol 3.66% 
Opioids (other) 2.44% 

Overdose location 
 

Private residence 54.88% 

Other setting 21.95% 
Public Park/Restroom 12.20% 
SRO/Hotel Room 3.66% 

Other Actions Taken 
 

Sternum rub 32.93% 
Rescue breathing 30.49% 
Call 911 24.39% 

Doses Administered 
(average) 

1.68 

Duration of Naloxone Use 
 

<1 minute 17.01% 

1 to 3 minutes 23.17% 
3 to 5 minutes 15.85% 
>5 minutes 28.05% 

Outcome of Overdose 
 

Woke up because of 
trainee 

75.61% 

Woke up because of 
health professional 

4.88% 

Died 1.22% 
Results After Reversal 

 

Anger 23.17% 
Dopesick 8.54% 

Vomiting  4.88% 
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HIV AND HCV OUTREACH, TESTING, AND LINKAGE SERVICES  
In sum for 2018, 59 people were screened for HIV and 60 were screened for HCV, with 40 
persons screened for both infections. 

HIV Outreach, Testing, and Linkage 
Of the 59 HIV screenings conducted in 2018, the most were with those aged 30 to 39 years 
(33.9%), equal proportions were 20 to 29 years old or 50 to 59 years old (22%). The average 
age of those who accessed the SEP was 43, but only 17% who tested in 2018 were between 
40 to 49 years old. The majority of those who received an HIV test with SEP identified as 
White (28.8%) or multiracial (28.8%), followed by Native Hawaiian or other Pacific Islander 
(22.0%). The majority of those who were tested in 2018 identified as male (52.5%), followed 
by female (32.2%), and transgender (15.3%). Over two-thirds (69.5%) of those who were 
screened in 2018 reported having an HIV test, down from 76.2% of 2017 participants. 
Everyone who had reported being previously tested reported their results were negative. 
Just over one-tenth (10.2%) identified as MSM, nearly half (47.5%) reported usually having 
sex without a condom, and 17% reported having sex with PWID. Nine of those who were 
tested (15.3%) reported injection drug use, and 4 of these people (44.4%) reported sharing 
injection drugs. Everyone who was tested for HIV by SEP was negative.  

HCV Outreach, Testing, and Linkage 
Of the 60 persons tested for HCV, 40 were also tested for HIV. Among those who were 
screened, just over half were 40 years of age or older (51.7%), which is older than the 
population screened for HIV. Exactly one-fifth (20%) of screenings were with those between 
20 and 29 years old, and 28.33% were between 30 and 39 years old. A third of participants 
identified as Native Hawaiian or other Pacific Islander (35.0%), 21.67% were White, and one-
fifth were multiracial (20.0%). Half of those tested identified as male (50.0%), followed by 
female (36.7%) and transgender (13.3%). More than half (56.7%) of participants reported 
previously being screened for HCV, of whom 91.2% reported they had tested negative 
previously and three (8.8%) had tested positive for HCV previously. Just over 43% of 
participants didn’t know their HCV status or had not been previously tested. Regarding 
risks for HCV, only 4 people tested identified as MSM and only 6 reported having sex with 
someone who injects drugs. Again, only 6 people reported injecting drugs, half of those 
reported sharing injection drugs equipment.  

Despite the low reported risk factors, 28.3% of those tested (n = 17) were positive for HCV, 
of whom all were referred to medical care and confirmatory HCV testing. Three of these 
people were previously positive, one did not recall the outcome of their previous test, and 
two who had not tested previously were positive. Eleven (35.5%) of those who reported 
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their previous HCV test was negative tested positive in 2018. This is more than in 2017 who 
had HCV, but relatively less than in 2015 where 65% of evaluation respondents were 
positive for HCV. Further HIV and HCV testing of SEP participants is planned which should 
yield a better sense of the overall prevalence of both conditions among participants.  

COST/BENEFIT ANALYSIS OF HAWAIʻI SEP  
The average lifetime cost of HIV treatment was $367,134 in 2009,48 or $430,989 in 2018 
dollars when using the consumer price index calculator.49 CDC estimated that Hawaiʻi spent 
$26,000,000 annually on HIV-related healthcare costs in 2009.50 Several studies have 
estimated the cost savings from new HIV cases averted through SEP efforts, although none 
of those studies have been conducted in Hawaiʻi. One study from Washington, DC 
estimates that 120 HIV cases were averted in the two years after the city instituted SEP.51 
Another study estimated that Philadelphia’s SEP program averted 10,592 new HIV cases 
and Baltimore’s SEP program averted 1891 new HIV cases over ten years; authors 
estimated that the two programs had a combined one-year return on investment of $305.8 
million.52 Previous Hawaiʻi SEP evaluations posit that if the SEP were to avert as few as two 
new HIV infections per year, that would provide cost savings to the state.53 

CONCLUSIONS  

HIV/AIDS among PWID remains a major public health problem in many countries 
throughout the world and in the United States. Through 2017, the number of Stage 3 HIV 
infection (AIDS) attributable to injection drug use was 30.2%.54 Hawaiʻi’s decision to 
establish a syringe exchange program in 1989 targeting PWID has likely kept new 
diagnosed HIV cases related to injection drug use at less than the national average. The 
HHHRC HIV testing studies conducted between 2007 and 2016 found both a low prevalence 
and a low incidence (likely to be less than 1% per year) among PWID participating in the 
SEP.55 The potential reach of sterile syringes to PWID across the state, given the volume of 
syringes exchanged, the number of participants, and the number of participants who 
report gatekeeping indicate that SEP reaches PWID who do not directly access the 
program. Providing consistent syringe exchange and access to participants via a variety of 
means likely contributes to low HIV infection from injection drug use in Hawaiʻi. Examples 
from Indiana34-36 and Appalachia35,37 provide stark reminders of how harm reduction 
principles and programs can avert HIV and HCV infection.  

Prevalence of HCV has fluctuated over the course of HHHRC SEP. Past HHHRC evaluations 
reflect this, with a high prevalence of 88.7% in 2007 and 68% in 2016.53 These findings fall 
within the worldwide range of 60% to 80% among PWID.56 In 2018, 17 individuals tested for 
HCV were found to be infected; however, it should be noted that this number is based on 
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HCV testing data and not part of HHHRC’s traditional prevalence estimates. The actual 
number of PWID with HCV in Hawaiʻi may be higher. More troubling, of those who had 
reported having a negative HCV test, 35% tested positive in 2018, and many of these new 
positives did not report risky behaviors. Continued monitoring of HCV among Hawaiʻi’s 
PWID is required. As more pharmaceutical treatments and cures for HCV come online, 
identification of new infections and referral to treatment should remain a priority. 
Regardless, syringe exchange remains an effective way to minimize transmission of HCV.  

Nearly a third (31.6%) of those who exchanged in 2018 reported their favored drug was 
methamphetamines or ice. State data shows 4.8% of public high school students currently 
use meth.3 Data from the 2016-2017 National Survey on Drug Use and Health estimates 
8,000 adults in Hawaiʻi has used meth in the past year.57 Anecdotally, meth and ice use has 
been long part of Hawaiʻi’s drug culture, so much so that two news organizations did 
multiple reports on the issue in 2016.58 Meth’s reemergence has also drawn national 
attention.59 Meth use has been linked to lack of personal care,60 violence,61-63 and 
houselessness among both youth64 and adults.65 It is important to note that meth use is 
only one of multiple factors related to houselessness66 and/or violence. For example, 
another risk factor for both meth use and houselessness includes adverse childhood 
events,61 demonstrating the multifaceted nature of causes and effects of meth use. The 
intersection between houselessness and meth/ice use in Hawaiʻi is reflected in HHHRC SEP 
work as well. Among those who accessed the exchange in 2018, 56.7% who preferred meth 
were houseless, compared to 27.0% of those who reported favoring heroin or 29.1% who 
preferred other opiates (analysis not shown). While HHHRC will continue to get guidance 
from other harm reduction organizations on working with those who use meth, more 
needs to be done to understand the needs of this population.  

Overdose was more acute among heroin users. Among those who were trained in 
delivering naloxone in 2018, over 60% who had witnessed an overdose and nearly two-
thirds who experienced an overdose reported heroin as the main drug taken. In addition, 
among those who reported using naloxone distributed by HHHRC, over 90% reported 
heroin as the primary cause of the overdose. While these numbers represent a small 
subset of the SEP population, the Hawaiʻi Opioid Initiative reports that emergency medical 
services treated 1,332 patients in the state were treated with naloxone in 2017.67 In 2017, 
the proportion of non-heroin nonfatal overdoses was projected to be 5.78 times higher 
than the number of nonfatal heroin-related overdoses,68 while fatal overdoses due to 
prescription opioids accounted for 63.3% of overdoses.69 Estimates from the National 
Surveys on Drug Use and Health show approximately 3,000 youth between 12 and 17 years 
old and 36,000 adults in Hawaiʻi misused pain relievers in the past year between 2016-
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2017.57 Because naloxone reverses opioid caused overdoses, continuing to provide 
naloxone trainings and refills remains an important priority, especially for persons using 
prescription opioids.  

Lastly, 2018 saw a record high in syringes exchanged in Hawaiʻi. Data from the first three 
quarters of 2019 show that the SEP is on-track to exchange just as many syringes as in 
2018. Whether or not this indicates syringes exchange volume is about to plateau remains 
to be seen. However, by providing new, clean, sterile syringes, Hawaiʻi’s SEP reduces the 
risk of HIV and HCV transmission among PWID.  

Limitations 
There are limitations to the approach used in this evaluation. First, HHHRC provides 
multiple linkages to health and social service programs, but there is no way to accurately 
track those. Starting October 1, 2019, the Hawaiʻi Department of Health’s Alcohol and Drug 
Abuse Division will roll out its Community Addiction Resource Entry System, which may be 
able to provide monitoring of referrals of SEP clients to substance use disorder programs. 
Second, ID card registrations limit our ability to say exactly how many people are part of 
the SEP. Though 2,772 cards had been distributed to participants through 2018, some 
participants may lose cards or re-register, there may be more cards than actual registrants, 
or cards with the same ID number were distributed, meaning there may be less cards than 
actual participants. Third, participants may provide the wrong ID number when 
exchanging. To address this issue, we checked whether demographic data in the exchange 
record matched the ID card registry. In cases where the card ID registry did not match the 
exchange log, those exchanges were not linked to an ID. This evaluation presents the most 
accurate information HHHRC has on the SEP based on the data available. Some of these 
factors may limit the generalizability of our evaluation findings to all who access the SEP, 
while this evaluation may better describe those who were willing to share their 
demographic data and other information with HHHRC.  

RECOMMENDATIONS 
Based on the findings above, the HHHRC SEP and policymakers should consider the 
following recommendations. The first set of recommendations are related to the SEP 
program specifically. The second set of recommendations relates to the larger policy and 
institutional issues the SEP program and its clients are embedded in day-to-day.  

Recommendations directly related to SEP 
The following set of recommendations can aide or expand the SEP’s day-to-day functions.  

• At minimum, maintenance of current HHHRC SEP program 
components/portfolio should be continued, though record exchange volume 
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points to a need for expansion. Since 1993, Hawaiʻi’s syringe exchange program has 
shown itself successful in averting HIV infection among PWID. This can only continue 
with maintenance of SEP program components. This includes syringe exchange itself, 
plus distribution of injection equipment, condoms, first aid and hygiene kits, and 
other services provided by SEP. Exchange volume in 2018 hit a record high, and 
volume in 2019 is expected to be just as high. At minimum, policymakers and funders 
should continue to support the syringe exchange program, and even fund expansion 
of services to properly account for higher exchange volume. Expansion could also be 
achieved by reviving the gatekeeper program to train and compensate gatekeepers 
to extend the SEPs reach. 

• Naloxone trainings should be expanded to cover folks who are not typically 
perceived as SEP clients, including those who may be using prescription opioids. 
Estimates show roughly 1% of Hawaiʻi youth under 18 and 3% of Hawaiʻi adults 18 
and older have misused prescription pain killers. As the proportion of prescription-
based fatal overdoses has increased both statewide and nationally, it becomes more 
important to train more people in harm reduction techniques, including use of 
naloxone. Hawaiʻi quickly leapt to the forefront of syringe exchange programs 
through legislation passed in 1989. Similarly, the state can make further strides by 
recognizing that overprescription of opioids leads to overdose risk. Policymakers 
should consider expanding the naloxone program at HHHRC to overcome provider 
and patient stigma related to naloxone use, an issue well documented in the 
literature.70-71  

• Policymakers should work to increase funding for SEP-related programs, such 
as wound care, in order to increase capacity and address the aging SEP 
clientele. Currently, street outreach wound care is limited to Urban Honolulu twice 
weekly. Capacity to provide both street-based wound care and other street-based 
medical services could be supplemented through increased funding. This evaluation 
found the average age of SEP utilizers was 43, which did not greatly differ from the 
previous evaluation. As SEP utilizers age, other health problems may appear, making 
it more important to increase medical care capacity for PWID who access the SEP.  

• Increased outreach to youth for testing and prevention of HCV is needed, 
especially among sexual and/or gender minority youth. During the program year, 
SEP test 60 participants for HCV, but half were over 40. Of the 17 who tested positive, 
two identified as men who have sex with men (MSM) and were in their early thirties. 
In 2018, all HHHRC HCV testing efforts identified 22 persons who had HCV, of whom 
27% were 30 or under in age, and two were MSM. Regarding risk for injection drug 
use, data from Hawaiʻi show that lesbian, gay, and bisexual youth disproportionately 
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report having ever injected an illegal drug (8.9%) compared to their heterosexual 
counterparts (1.8%),4 as do transgender youth when compared to their cisgender 
counterparts.8 While HHHRC testing programs offer both HIV and HCV testing, 
increasing risk perception of HCV for PWID, especially sexual minority PWID, should 
be prioritized.  

• Expanded drug treatment programs referral efforts in the state are required, 
but drug treatment programs should offer additional public health services to 
those who do not access the SEP. Previously, the SEP was funded to provide 
referrals to drug treatment programs, however, that funding ceased. Funds should be 
allocated to provide treatment referrals to those wishing to engage in drug 
treatment. In this evaluation, we found of those accessing the SEP, 44% reported 
heroin as their drug of choice, followed by 32% who preferred methamphetamines or 
ice. Data from the Substance Abuse and Mental Health Services Administration’s 
(SAMHSA) Treatment Episode Data Set show that in 2017, while a combined 55 per 
100,000 people entered heroin- or opioid-related treatment, nearly three times that 
amount—163 per 100,000—entered methamphetamine-related treatment.72 Other 
SAMHSA data from the National Survey of Substance Abuse Treatment Services show 
that in 2017, of the 157 outpatient treatment sites that participated in data collection, 
only 3.6% of sites offered detoxification and 6.5% offered methadone maintenance, 
and only 5 of the 16 residential non-hospital sites that participated in the survey 
offered detoxification. Over 80% of treatment sites provide no pharmacotherapies as 
part of treatment. While 41% of sites provided HIV/AIDS education, counseling, or 
support, only 8.3% of sites offered HIV testing, only 8.9% of sites offered HCV 
screening, and only 5.4% offered STD testing.73 Because SEP does not necessarily 
reach all of those using drugs or engaging in treatment, treatment sites must help 
close a critical gap in HIV/HCV testing and treatment by linking/referring clients to 
HHHRC testing services or offer these types of services on-site.  

• Replication of studies using interrupted time-series analysis may provide 
glimpse at how many HIV infections were averted in Hawaiʻi. Other studies have 
estimated the number of HIV infections averted51-52 and cost savings from SEP 
efforts.51 Depending on the availability of data from the Hawaiʻi Department of 
Health, researchers should replicate peer reviewed methods used in other studies to 
estimate both the number of infections averted related to SEP and potential cost 
savings.  

• Drug checking pilot for SEP participants should be expanded. In 2018, the SEP 
provided fentanyl test strips in a pilot project to help participants identify if their 
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supply is adulterated with fentanyl to decrease overdose risk and this program 
should be funded in its entirety.  

Policy and institutional recommendations indirectly related to SEP 
To further prevent injection drug use, policymakers must start by addressing 
structural violence, environmental contexts, and social determinants of drug use, 
including, but not limited to stigma and adverse childhood events. Paul Farmer and 
colleagues define structural violence as “a social arrangement that put individuals and 
populations in harm’s way” (p. e449).74 Structural issues embedded in the social, political, 
and economic arrangements of our society, and the resulting violence of harms and injury 
to people74 are related to injection drug use. For indigenous communities, policies related 
to colonization and suppression of culture can result in historical, intergenerational, and 
complex trauma.75 

The public health framework for disease prevention starts with “primary prevention,” or 
stopping a disease before it starts. Two other levels of prevention exist: “secondary 
prevention” which is to intervene in the disease process before the disease clinically 
manifests, while “tertiary prevention” is the prevention of complications from the disease, 
or treatment.76-77 While harm reduction initiatives such as SEP can help reduce injury and 
disease through needle exchange, more must be done to address the structural issues and 
resulting environmental contexts created by structural violence. Thus, when viewed 
broadly through the public health prevention and structural violence frameworks, SEP 
represents “tertiary treatment,” that is, reducing the risk of HIV, HCV, or other infections 
due to syringe use. To affect the determinants of injection drug use and drug use generally, 
policy and institutional interventions at both the “primary prevention” and “secondary 
prevention” levels should be enacted. The following set of recommendations are 
specifically related to the social and political contexts that affect the work of SEP in Hawaiʻi 
at the primary and secondary levels of prevention.  

• Media and policymaker education to reduce stigmatization of PWID and people 
who are houseless in Hawaiʻi is needed. Media frames can often stigmatize 
PWID78 and/or houseless people.79 How the media frames and presents issues 
related to PWID and/or houselessness may cause readers or viewers to miscategorize 
structural/societal issues as ones related to individual responsibility.80 Previous SEP 
reports show that enforcement actions or “sweeps” of people who are houseless led 
to loss of naloxone doses,53 which could potentially result in unnecessary overdose 
deaths. Language around houselessness and use of words like “sweep”—a term 
synonmous with “cleaning”—can negatively inform the discourse on those who are 
houseless.78,81 Although studies are lacking on media framing of these issues in 
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Hawaiʻi, building the capacity of news media to understand how these two issues are 
intertwined can help the public better understand these issues, potentially reducing 
stigma against these two population groups. Policymakers or foundation funders 
should provide funds to increase capacity building efforts on these two fronts. 

• Housing First or other supportive housing interventions should be considered 
by policy makers as a means for treatment. Houselessness is related to injection 
drug use. One study found for those who have stopped injecting, houselessness was 
related to relapse in injection, while houselessness over one month in length was 
related to injection drug use.82 A different study found recent houselessness was 
significantly associated with dropping out of treatment.83 Housing interventions, such 
as Housing First, are differentiated from “treatment first” programs which may 
require sobriety and detoxification prior to housing. Supportive housing programs 
are related to reduction in emergency room usage among those experiencing 
houselessness84 and is related to reduced use of substances among those who are 
also diagnosed with severe mental illness.85 The evidence is mixed on whether 
Housing First interventions can increase adherence to addiction treatment, with one 
article finding no difference in treatment adherence,86 although another study found 
that enrollment in addiction treatment was associated with not being able to obtain 
stable housing which may imply instability.87 However, Housing First definitions vary 
and may not include harm reduction principles.88 Conflict between harm reduction 
and abstinence principles may lead to confusion about organizational policies for 
both staff and residents leading to conflict.89 Providing differentiated services to meet 
the needs of clients with complex, intersecting issues is called for in the literature90 
and would be appropriate in Hawaiʻi’s diverse environment.  

• Drug use is related to adverse childhood events, however, complex trauma, 
including historical and intergenerational trauma are related to adverse 
childhood events which would need to be remediated to avoid future adverse 
childhood events. In addition, environmental contexts that cause trauma for 
youth, specifically LGBTQ youth, should be addressed. Researchers argue 
historical trauma such as adverse childhood experiences, poverty, and discrimination 
can be transmitted epigenetically, which can lead to negative parental care, including 
a furtherance of adverse childhood experiences.91 A variety of adverse childhood 
events are associated with heroin and substance use in adulthood, though the type 
and severity of events differ by gender, and males were more likely to have post-
traumatic stress disorder.92 Age and access to prescriptions, plus physical and sexual 
abuse were related to earlier drug use.93 Another study found childhood sexual abuse 
significantly increased the odds of injection drug use among youth.94 Research 
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suggests that social stress, such as bullying or being threatened, can increase the 
likelihood that sexual minority youth inject drugs.95 Other studies find LGBT youth 
misuse prescriptions at a younger age compared to their heterosexual identified 
counterparts, though this was not true for opioids or tranquilizers specifically.93 Data 
also indicates more LGBTQ youth in Hawaiʻi inject compared to their heterosexual 
and/or cisgender counterparts.4,8 Anecdotally, SEP staff report participants are 
becoming younger. Just over 20% of SEP participants exchanged in 2018 were 30 
years old or younger, approximately 278 individuals. Policymakers should consider 
integrating trauma-informed care standards for health practitioners, including 
cultural humility;96 consider further childhood abuse prevention programs; and, 
school-level interventions to prevent bullying in order to stave off drug use among 
youth, particularly LGBTQ youth.  
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