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OXFORD CITY COUNCIL 
Work Session Minutes 

 
Tuesday, July 19, 2022 

 

Roll Call  

William Snavely Mayor Chantel Raghu Vice Mayor 

Jason Bracken Amber Franklin 

Alex French Glenn Ellerbe 

David Prytherch  

 

 

A work session meeting of the Oxford City Council was called to order by Vice-Mayor Chantel Raghu 
on Tuesday, July 19, 2022 at 6:32 p.m. Members in attendance were Amber Franklin, Glenn Ellerbe, Alex 
French, David Prytherch, and Jason Bracken. William Snavely was excused.  

 

Staff Members in Attendance  

Mr. Doug Elliott, City Manager; Ms. Jessica Greene, Assistant City Manager; Mr. Mike Dreisbach, 
Service Director; Mr. John Jones, Police Chief, and Ms. Heather Barbour, Clerk of Council.  
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Approval of the Agenda   

 

Motion – To Adopt   

(Voice Vote) 1st Ms. Franklin  2nd  Ms. French  

          AYE #6 

          NAY #0 

          ABS #0  

 

 

Presentation- Harm Reduction Program Review (All slides will be available online) 

Ms. Amy Macechko, Health and Wellness Coordinator for the Talawanda School District, and Project 
Coordinator for the Coalition for a Healthy Community started off the presentation with a round of 
introductions. Ms. Joanna Lowry, Associate Executive Director of Alcohol & Drug Addiction Services of 
the Butler County Mental Health and Addiction Recovery Services Board. Mr. Daryl Hams RN, Project 
Director of the Regional Harm Reduction Collaborative. Mr. Jordan Meyer MPH, Harm Reduction 
Epidemiologist with Butler County General Health District. Ms. Tyrina Taylor MPH, Drug Overdose 
Prevention Coordinator for Butler County General Health District. Ms. Cecilie McGhehey, HRSA Grant 
Project Director Miami University. Ms. Macechko explained that this team makes up the Consortium for 
the federal HRSA Grant. To address rural opioid and substance use, from prevention, treatment, and 
recovery. Within the City of Oxford and Oxford Township.  

Ms. McGhehey presented an update on what the team has been working on since the Council 
presentation in February.  Ms. McGhehey spoke about what the next steps would look like. Ms. 
McGhehey shared slides and needs for Phase Three: Care Delivery.  

Mr. Meyer presented slides and data that show support for establishing a syringe service program or 
SSP in Oxford. Mr. Meyer shared some of the benefits that these programs have already offered 
Butler County. Mr. Meyer offered to answer any questions.  

Ms. Franklin asked what support from the City of Oxford would look like.  

Ms. Taylor answered by referring to the data that was shared the Consortium deems it necessary to 
establish a bloodborne pathogen program. Ms. Taylor advised that a complete harm reduction 
program was shared during the February presentation to Council. Ms. Taylor and the Consortium 
request that a Resolution is amended, and approved by the City Council. Ms. Taylor shared a draft so 
that Council can make revisions, and recommendations suited to the City of Oxford. Ms. Taylor offered 
to answer any questions. 
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Mr. Elliott mentioned that he will share the draft Resolution with the Law Director depending on the 
majority of the Council’s support for the program.  

Mr. Bracken asked about fentanyl testing being a separate option from bloodborne pathogen testing. 
Ms. Taylor answered that it would be included, they can provide testing strips. Mr. Hams mentioned 
that one problem the team is facing is that fentanyl test strips are still classified as drug 
paraphernalia. Mr. Hams noted that two bills are stuck at the state level, so to distribute them they are 
coved under a bloodborne pathogen prevention program. Mr. Bracken asked about medication-
assisted treatment. Mr. Hams answered that is part of the problem because they don’t have people in 
Oxford, and the need to connect people to treatment. Mr. Hams referred to the data on how 
successful bloodborne pathogen programs can be when they have support. Ms. Macechko added the 
long-term goal would be a brick-and-mortar facility that could be shared with other social service 
agencies and other addiction recovery providers, to have a place to bring folks in once a week to 
provide these services. Ms. Macechko noted financial support would also be needed. Mr. Ellerbe asked 
what can the City provides resource-wise to help you reach that goal or the complete care goal. Mr. 
Hams answered they are having difficulty finding someone to invest in a bricks-and-mortar and take 
that risk. Mr. Hams mentioned funding issues as well. Mr. Ellerbe asked the City Staff what zoning rules 
apply to a facility like this? Mr. Elliott answered that commercial zoning would work, but staff would 
look into this. Ms. Franklin asked about the relationship between the harm reduction program and law 
enforcement, and best practices. Mr. Hams answered that harm reduction programs started as more 
of a grassroots type of program and has evolved. Mr. Hams noted that it would be good to figure out 
what that looks like and to develop a relationship. Chief Jones added that he would like to stop by 
when the harm reduction team is out there with the van, but the OPD purposely doesn’t. Chief Jones 
noted the OPD would not want to deter anyone, and that relationship would take some time to build. 
Ms. Raghu asked if it is still fiscally responsible to help fund medication treatment vs incarceration. Mr. 
Hams answered that every dollar spent on harm reduction is around seven/ten dollars saved 
downstream healthcare funding. Chief Jones refocused on what the Consortium is asking for tonight a 
Resolution to start the program. Mr. Prytherch asked if the short term was the permission to start the 
mobile program and the long term was a facility. Mr. Hams answered yes, that is the request. Vice-
Mayor Raghu thanked the Consortium for the presentation.  

Adjournment 

Motion to Adjourn Meeting at 7:06 p.m.   

(Voice Vote) 1st Ms. Franklin   2nd  Mr. Prytherch   

           AYE #6 

           NAY #0 

           ABS # 0 

 

 

 



Hope Lives Here



Butler County 
Mental Health 
and Addiction 
Recovery Service 
Board

Talawanda 
School District

Miami University

Coalition for a 
Health 
Community- 
Oxford area

TriHealth 
McCullough-Hyde 
Memorial 
Hospital

Epiphany 
Community 
Services

Additional support:

The Regional Harm 
Reduction 
Collaborative 

Butler County General 
Health District

Consortium 
Members



Phase One: Connection

● Pre COVID-19 meeting with City of Oxford
● Harm Reduction site
● Peer Recovery Specialist at TriHealth McCullough-Hyde
● Medication Take Back Days 
● Permanent Medication Drop Box at Oxford Township
● Medication Deactivation Bags in Community
● Mental Health Guide Online
● Oxford Hope Campaign



● Identifying providers and partners
● Growing the Peer Recovery 

community
● Offering HIV/HEP C testing
● Broadening the MH Guide to cover 

SUD
● Adapting to Oxford, Complete Harm 

Reduction

Phase Two: Capacity 



Phase Three: Care Delivery
BRICK & MORTAR

Identify accessible 
building options

JOIN US! PROVIDERS

Solidifying and lowering 
the stigma for substance 
use care

COMPLETE HARM 
REDUCTION

Meeting people where 
they are

Where do you see 
yourself and Oxford in 
the future?

This initiative was supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and 
Human Services (HHS) as part of an award totaling $1 million with 100% financed with non-governmental sources. The contents of 
this article are those of the author(s) and do not necessarily represent the official views of, nor an endorsement, by HRSA, HHS, or 
the U.S. Government. For more information, please visit HRSA.gov.

https://www.hrsa.gov/


The Opioid Epidemic 
in Butler County, Ohio



Source: Butler County Coroner’s Office, Data obtained March 18, 2022, Data is provisional and subject to change



Source: Butler County Coroner’s Office, Data obtained March 18, 2022, Data is provisional and subject to change



Source: Butler County Coroner’s Office, Data obtained July 5, 2022, Data is provisional and subject to change
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Fatal Overdose Incidents Occuring in Oxford City/Township by 
Year for Butler County



Source: Butler County Coroner’s Office, Data obtained March 18, 2022, Data is provisional and subject to change

Substance
# % # % # % # %

Fentanyl 0 0.00% 3 100.00% 3 100.00% 6 100.00%
Heroin 1 100.00% 1 33.33% 1 33.33% 0 0.00%
Methamphetamine 0 0.00% 1 33.33% 0 0.00% 3 50.00%
Morphine 0 0.00% 0 0.00% 1 33.33% 0 0.00%
Total Overdoses

Frequency of Primary Substances Contributing to Overdose Fatalities For Oxford City/Township from 2018 - 2021

1 3 3 6

2018 2019 2020 2021



Source: Ohio Department of Health – Ohio Disease Reporting System, Data obtained May 2, 2022, Data is provisional and subject to change



Source: Ohio Department of Health – Ohio Disease Reporting System, Data obtained May 2, 2022, Data is provisional and subject to change



Source: Ohio Department of Health – Ohio Disease Reporting System, Data obtained May 2, 2022, Data is provisional and subject to change



Source: Ohio Department of Health – Ohio Disease Reporting System, Data obtained May 2, 2022, Data is provisional and subject to change



Source: Ohio Department of Health – Ohio Disease Reporting System, Data obtained May 2, 2022, Data is provisional and subject to change



Source: Ohio Department of Health – Ohio Disease Reporting System, Data obtained July 5, 2022, Data is provisional and subject to change



Source: Ohio Department of Health – Ohio Disease Reporting System, Data obtained July 5, 2022, Data is provisional and subject to change



Legal requirements to set up a Bloodborne 
Pathogen Program (according to ORC 3707.57)

• Board of Health must approve the establishment of a BBPP 
• Program must meet certain established standards (existing 

program meets the standards)
• Funding must be found 
• Certain individuals/groups must be consulted
• Location must be secured
• City, township or village where BBPP will be located must be 

notified by the Board of Health
• Political and other forces must be in agreement
• Populace must be in agreement
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Contact Info

Erik Balster, MPH, REHS, RS, Health Commissioner
Tyrina Taylor, MPH, Drug Overdose Prevention Coordinator

Jordan Meyer, MPH, Harm Reduction Epidemiologist
Katie Brehm, Harm Reduction Specialist 

Butler County General Health District
513-863-1770

www.butlercountyohio.org/health
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Questions?

15



Background
The nation is currently experiencing an opioid crisis involving the misuse of 
prescription opioid pain relievers as well as heroin and fentanyl.1,2 The increase 
in substance use has resulted in concomitant increases in injection drug use 
across the country.3 This has caused not only large increases in overdose 
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Summary of Information on the 
Safety and Effectiveness of Syringe 
Services Programs (SSPs)

Appropriations language from Congress in fiscal 
years 2016-2018 permits use of funds from the 
Department of Health and Human Services (HHS), 
under certain circumstances, to support SSPs 
with the exception that funds may not be used 
to purchase needles or syringes.14 State, local, 
tribal, or territorial health departments must first 
consult with CDC and provide evidence that their 
jurisdiction is experiencing or at risk for significant 
increases in hepatitis infections or an HIV outbreak 
due to injection drug use.15 CDC has developed 
guidance and consults with state, local, or tribal 
and territorial health departments on determining 
if they have adequately demonstrated need 
according to federal law. Decisions about use of 
SSPs to prevent disease transmission and support 
the health and engagement of people who inject 
drugs are made at the state and local level.

deaths,4 but also tens of thousands of viral hepatitis infections annually5 and is threatening recent progress made in HIV 
prevention.6 The most effective way for individuals who inject drugs to avoid the negative consequences of injection 
drug use is to stop injecting.7,8 However, many people are unable or unwilling to do so, or they have little or no access 
to effective treatment. Approximately 775,000 Americans report having injected a drug in the past year.9 In 2017, 14% 
of high school students reported using opioids without a prescription and 1.5% reported having ever injected drugs.10

Syringe services programs (SSPs) are proven and effective community-based prevention programs that can provide 
a range of services, including access to and disposal of sterile syringes and injection equipment, vaccination, testing, 
and linkage to infectious disease care and substance use treatment. 8, 11 SSPs reach people who inject drugs, an 
often hidden and marginalized population. Nearly 30 years of research has shown that comprehensive SSPs are 
safe, effective, and cost-saving, do not increase illegal drug use or crime, and play an important role in reducing the 
transmission of viral hepatitis, HIV and other infections.11,12 Research shows that new users of SSPs are five times 
more likely to enter drug treatment and about three times more likely to stop using drugs than those who don’t use the 
programs.13 SSPs that provide naloxone also help decrease opioid overdose deaths. SSPs protect the public and first 
responders by facilitating the safe disposal of used needles and syringes.



Prevention of Infectious Diseases
Viral hepatitis, HIV, and other blood-borne pathogens 
can spread through injection drug use if people use 
needles, syringes, or other injection materials that were 
previously used by someone who had one of these 
infections. Injecting drugs can also lead to other serious 
health problems, such as skin infections, abscesses and 
endocarditis. The best way to reduce the risk of acquiring 
and transmitting disease through injection drug use is to 
stop injecting drugs. For people who do not stop injecting 
drugs, using sterile injection equipment for each injection 
can reduce the risk of infection and prevent outbreaks.

During the last decade, the United States has seen an 
increase in injection drug use — primarily the injection 
of opioids. Outbreaks of hepatitis C, hepatitis B and 
HIV infections have been correlated with these injection 
patterns and trends.16,17 The majority of new hepatitis C 
virus (HCV) infections are due to injection drug use, and 
the nation has seen a 3.5-fold increase in reported cases 
of HCV from 2010 to 2016, reaching a 15- year high.5 

New HCV virus infections are increasing most rapidly 
among young people, with the greatest incidence among 
individuals under 30.

Until recently, CDC had observed a steady decline since 
the mid-1990s in HIV diagnoses attributable to injection 
drug use. However, recent data show progress has stalled. 
Notably, new HIV infections among white people who 
inject drugs, the group most affected by the expanding 

opioid epidemic, increased 10% from 2014 to 2015.18 The 
estimated lifetime cost of treating one person living with HIV is 
near $450,000.19 Hospitalization in the US due to substance- 
use related infections alone costs over $700 million annually.20 
In the United States, the estimated cost of providing health 
care services for people living with chronic HCV infection is 
$15 billion annually.21 SSPs can help reduce these healthcare 
costs by preventing viral hepatitis, HIV, endocarditis and other 
infections.

SSPs are a tool that can help reduce transmission of viral 
hepatitis, HIV, and other blood-borne infections. SSPs are 
associated with an approximately 50% reduction in HIV and 
HCV incidence.11 When combined with medications that 
treat opioid dependence (also known as medication-assisted 
treatment) HIV and HCV transmission is reduced by more than 
two-thirds.22,23

When two similar cities were 
compared, the one with an SSP had 
86% fewer syringes in places like 

parks and sidewalks.

Law enforcement benefits from 
reduced risk of needlesticks, no 

increase in crime, and the ability to 
save lives by preventing overdoses. 

SSPs save lives by lowering
the likelihood of deaths from 

overdoses. 

New users of SSPs are 
five times more likely 
to enter drug treatment.

Testing and counseling prevents  outbreaks 
of other diseases. For example, communities 
with SSPs generally have half as many new 

cases of HIV and Hepatitis C.

Users of SSPs were three 
times more likely to stop 

injecting drugs.



Linkage to Substance Use 
Treatment, Naloxone, and Other 

Public Safety
Syringe services programs can benefit communities 
and public safety by reducing needlestick injuries and 
overdose deaths, without increasing illegal injection of 
drugs or criminal activity. Studies show that SSPs protect 
first responders and the public by providing safe needle 
disposal and reducing community presence of needles.34–38 
As many as one in every three officers may be stuck by 
a used needle during his or her career.39 Needle stick 
injuries are among the most concerning and stressful 
events experienced by law officers.40,41 A study compared 
the prevalence of improperly disposed of syringes and 
self-reported disposal practices in a city with SSPs (San 
Francisco) to a city without SSPs (Miami) and found eight 
times as many improperly disposed of syringes in Miami, 
the city without SSPs.34 People who inject drugs in San 
Francisco also reported higher rates of safe disposal 

practices than those in Miami. Data from CDC’s National 
HIV Behavioral Surveillance system in 2015 showed that 
the more syringes distributed at SSPs per people who 
inject drugs in a geographic region, the more likely people 
who inject drugs in that region were to report safe disposal 
of used syringes.42

Evidence demonstrates that SSPs do not increase illegal 
drug use or crime.43,44 Studies in Baltimore44 and New York 
City43 have found no difference in crime rates between 
areas with and areas without SSPs. In Baltimore, trends in 
arrests were examined before and after a SSP was opened 
and found that there was not a significant increase in 
crime rates. The study in New York City assessed whether 
proximity to an SSP was associated with experiencing 
violence in an inner city neighborhood and found no 
association.

Healthcare Services
Syringe services programs serve as a bridge to other 
health services including, HCV and HIV diagnosis and 
treatment and MAT for substance use.24 The majority of 
SSPs offer referrals to MAT,25 and people who inject drugs 
who regularly use an SSP are more than five times as likely 
to enter treatment for a substance use disorder and nearly 
three times as likely to report reducing or discontinuing 
injection as those who have never used an SSP.13,26,27 
SSPs facilitate entry into treatment for substance use 
disorders by people who inject drugs.26,28 People who use 
SSPs show high readiness to reduce or stop their drug 
use.29 There is also evidence that people who inject drugs 
who work with a nurse at an SSP or other community-
based venue are more likely to access primary care than 
those who don’t,36 also increasing access to MAT.30 Many 
comprehensive community-based SSPs offer a range of 
preventative services including vaccination, infectious 
disease testing, and linkage to healthcare services.

Syringe service programs can reduce overdose deaths 
by teaching people who inject drugs how to prevent and 
respond to a drug overdose, providing them training 
on how to use naloxone, a medication used to reverse 
overdose, and providing naloxone to them. Many SSPs 
provide “overdose prevention kits” containing naloxone 
to people who inject drugs.31,32 SSPs have partnered 
with law enforcement, providing naloxone to local police 
departments to help them keep their communities safer.33



SSP Implementation
Not all SSPs are alike. Programs differ in size, scope, 
geographic location, and delivery venue (e.g., mobile 
vs. fixed sites). Community acceptance and legality also 
impact program success. Prior to establishing an SSP, 
it is important for public health agencies (or others) to 
assess the needs of potential clients, their families, key 
stakeholders, law enforcement, and the community 
at large.

The decision to incorporate SSPs as part of a 
comprehensive prevention program is made at the state 
and local level. Laws vary by state and can either increase 
or reduce access to SSPs. CDC created a guidance 
document to aid state and local health departments 
in managing HIV and hepatitis C outbreaks among 
people who inject drugs, which provides best practices 
to consider when establishing an SSP.45 Conducting a 
needs assessment prior to the establishment of an SSP, 
developing evaluation tools, and careful planning of the 
operational tasks can increase the chances the SSP will be 
successful in a community.

HHS guidance states that SSPs should be part of 
a comprehensive service program that includes, as 
appropriate,46

• Provision of sterile needles, syringes, and other drug
preparation equipment (purchased with non-federal
funds) and disposal services.

• Education and counseling to reduce
sexual, injection and overdose risks.

• Provision of condoms to reduce
risk of sexual transmission of
viral hepatitis, HIV or other
sexually transmitted diseases.

• Provision of HIV, viral hepatitis,
STD and tuberculosis screening.

• Provision of naloxone to
reverse opioid overdoses.

• Referral and linkage to HIV, viral
hepatitis, STD, and TB prevention, 
treatment, and care services, including 
antiretroviral therapy for HCV and HIV, pre-exposure 
prophylaxis (PrEP), post-exposure prophylaxis (PEP), 
prevention of mother-to-child transmission, and 
partner services.

• Referral and linkage to hepatitis A virus (HAV) and
hepatitis B virus vaccination.

• Referral and linkage to and provision of substance
use disorder treatment, including MAT for opioid use
disorder, which combines drug therapy (e.g., methadone,
buprenorphine, or naltrexone) with counseling and
behavioral therapy.

• Referral to medical care, mental health services, and other 
support services.

Emerging Issues
In addition to the concerning increases in hepatitis and HIV 
rates, CDC has also identified additional emerging infectious 
disease risks related to injection drug use, including increases 
in methicillin-resistant staphylococcus aureus (MRSA) infection 
rates, which increased 124% between 2011 and 2016 among 
people who inject drugs.47 In addition, people who inject drugs 
are 16 times as likely as other people to develop invasive 
MRSA infections.

Rates of endocarditis, a life-threatening infection of the heart 
valves that can occur in people who inject drugs, has also 
increased. For example, in North Carolina alone, the rate of 
hospital discharge diagnoses for endocarditis related to drug 
dependence increased more than 12-fold from 2010 to 2015, 
with unadjusted hospital costs increasing from $1.1 million in 
2010 to over $22 million in 2015.48 Identifying and responding 
to these emerging infectious disease threats is critical to 
alleviate the subsequent harms of opioid misuse and abuse. 
These infections have been linked to frequency of injecting 
and to syringe sharing.49 SSPs may help reduce bacterial 
infections by providing sterile injection equipment and linkage 
to substance use treatment.

When two similar cities were
compared, the one with an SSP had 
86% fewer syringes in places like 

parks and sidewalks.

Law enforcement benefits from 
reduced risk of needlesticks, no

increase in crime, and the ability to 
save lives by preventing overdoses. 

SSPs save lives by lowering
the likelihood of deaths from 

overdoses.

New users of SSPs are 
five times more likely
to enter drug treatment.

Testing and counseling prevents  outbreaks
of other diseases. For example, communities
with SSPs generally have half as many new

cases of HIV and Hepatitis C.

SSPs save lives by 
lowering the likelihood of 
deaths from overdose. 
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Ohio Revised Code 
Section 3707.57 Bloodborne infectious disease prevention programs. 
Effective: July 1, 2017
Legislation: Senate Bill 319 - 131st General Assembly
 
 

(A) As used in this section:

 

(1) "Bloodborne pathogens" means the human immunodeficiency virus (HIV), hepatitis B virus, and

hepatitis C virus.

 

(2) "Board of health" means the board of health of a city or general health district or the authority

having the duties of a board of health under section 3709.05 of the Revised Code.

 

(B) A board of health may establish a bloodborne infectious disease prevention program. The cost of

the program is the responsibility of the board of health.

 

(C) A board of health that establishes a bloodborne infectious disease prevention program shall

determine the manner in which the program is operated and the individuals who are eligible to

participate. The program shall do all of the following:

 

(1) If resources are available, provide on-site screening for bloodborne pathogens;

 

(2) Provide education to each program participant regarding exposure to bloodborne pathogens;

 

(3) Identify health and supportive services providers and substance abuse treatment programs

available in the area served by the prevention program and, as appropriate, develop and enter into

referral agreements with the identified providers and programs;

 

(4) Encourage each program participant to seek appropriate medical care, mental health services,

substance abuse treatment, or social services and, as appropriate, make referrals to health and

supportive services providers and substance abuse treatment programs with which the prevention

program has entered into referral agreements;
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(5) Use a recordkeeping system that ensures that the identity of each program participant remains

anonymous;

 

(6) Comply with applicable state and federal laws governing participant confidentiality;

 

(7) Provide each program participant with documentation identifying the individual as an active

participant in the program.

 

(D) A bloodborne infectious disease prevention program may collect demographic information about

each program participant, including the zip code applicable to the participant's address, and the

participant's comorbidity diagnosis, if any. The program may report the information to the

department of mental health and addiction services.

 

(E)(1) Before establishing a bloodborne infectious disease prevention program, the board of health

shall consult with all of the following:

 

(a) Interested parties from the health district represented by the board, including all of the following:

 

(i) Law enforcement representatives;

 

(ii) Prosecutors, as defined in section 2935.01 of the Revised Code;

 

(iii) Representatives of community addiction services providers whose alcohol and drug addiction

services are certified under section 5119.36 of the Revised Code;

 

(iv) Persons recovering from substance abuse;

 

(v) Relevant private, nonprofit organizations, including hepatitis C and HIV advocacy organizations;

 

(vi) Residents of the health district;

 

(vii) The board of alcohol, drug addiction, and mental health services that serves the area in which

the health district is located.



Page 3

 

(b) Representatives selected by the governing authority of the city, village, or township in which the

program is proposed to be established.

 

(2) If the board of health, after consulting with the interested parties and representatives listed in

division (D)(1) of this section, decides to establish a bloodborne infectious disease prevention

program, the board shall provide written notice of the proposed location to the governing authority of

the city, village, or township in which the program is to be located. The governing authority retains

all zoning rights.

 

(F)(1) If carrying out a duty under a component of a bloodborne infectious disease prevention

program would be considered a violation of any of the following, an employee or volunteer of the

program, when carrying out the duty, is not subject to criminal prosecution for the violation:

 

(a) Section 2923.24 of the Revised Code;

 

(b) Section 2925.12 of the Revised Code;

 

(c) Division (C)(1) of section 2925.14 of the Revised Code regarding the prohibition against illegal

possession of drug paraphernalia;

 

(d) Division (C) or (D) of section 3719.172 of the Revised Code regarding the prohibition against

furnishing a hypodermic needle to another person.

 

(2) If participating in a component of a bloodborne infectious disease prevention program would be

considered a violation of any of the following, a program participant who is within one thousand feet

of a program facility and is in possession of documentation from the program identifying the

individual as an active participant in the program is not subject to criminal prosecution for the

violation:

 

(a) Section 2923.24 of the Revised Code;

 

(b) Section 2925.12 of the Revised Code;



Page 4

 

(c) Division (C)(1) of section 2925.14 of the Revised Code regarding the prohibition against illegal

possession of drug paraphernalia.

 

(G) A board of health that establishes a bloodborne infectious disease prevention program shall

include details about the program in its annual report prepared under section 3707.47 of the Revised

Code.
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