Concept Note Writing Webinar

Monday 318t March 2025



About INHSU

O We are the International Network on Health and
Hepatitis in Substance Users.

O Each year we host an annual conference
welcoming hundreds of researchers, healthcare
providers, harm reduction experts, policymakers,
advocates and most importantly people with living
and lived experience of drug use

O This year's conference will take place in Cape
Town, South Africa from 14-17 October

O Earlybird registration is now open, take advantage
of discounted rates before they close on 27 July

O Late breaker abstract submissions open on 12 May




Get involved

Join INHSU as a member and access discounted rates for
INHSU 2025 and other benefits:

Free for people with lived experience, students, and post-
docs

30 Euros for nurses, allied health, low-middle-income
countries and community workers

90 Euros for researcher and clinicians

Join the Early-Mid-Career researchers’ group — a group of
researchers from across the globe interested in the health
and wellbeing of people who use drugs




Research Writing Workshop Cape Town

Aim: Support participants to advance research paper to the next stage

To be considered for participation, applicants must submit a concept note outlining their proposed research
output.

Concept Note Assessment Criteria

1. Background clarity

2. Articulation of aims and objectives

3. Appropriateness of the study design / methodology

4. Appropriateness of the proposed mock tables/figures or qualitative results outline



Key Dates & Next Steps:

Concept Note Submission Deadline: 25 April 2025

Selected Participants Paired with a Mentor: June 2025

Paper Outline Writing Webinar: June 2025

Draft Paper Outline Provided to Mentor: June — July 2025
In-Person Research Writing Workshop: 12 & 14 October 2025

If you have not already expressed an interest in the workshop but are interested in attending please contact
emma.day@inhsu.org

Note participants must have submitted an abstract to the INHSU Conference (late breakers will be considered)


mailto:emma.day@inhsu.org

Our speakers

Scientia Professor Carla
Treloar

Professor Jason Grebely

Dr. Andrew Scheibe

President of INHSU Scientia Professor Carla Treloar, Technical Advisor at TB HIV
the Centre for Social Research Care and Researcher at the

Head of the Hepatitis C and in Health and the Social Policy University of Pretoria

Drug Use Group at the Kirby Research Centre at UNSW

Institute, UNSW Sydney Sydney INHSU board member




Housekeeping

Please keep cameras off and microphones muted
Use the text box for questions — we will have a Q&A after all speakers have presented

If you see a question in that chat box that you would like answered, use the ‘like’ or ‘thumbs up’ button and
we will try and prioritise this

Any questions we do not get to, we will aim to answer via an FAQ which we will circulate with a recording of
the webinar






Preparing a concept note for a paper ‘

My journey, things | wish | had done ditferently and how | do things
NOW

Why write a concept sheet?
General guidance on concept sheets

Key components of a successful concept sheet

Common pitfalls to avoid

INHSU



My PHD journey

OPhD in Pharmacology and
Therapeutics

OSupervisor - busy MD with little
protected academic time

OFound a way to get myself to
conferences to present my research




My journey

Analyse Submit
data Abstract

l l

Prepare Review Re-do and
Abstract data for data with present
accepted! presentation supervisor analyses

l l l L,

Apr-May June

INHSU

Aug Sept Oct Nov

ERICAN ASSOCIATION FOR
THE STUDY OF LIVER DISEASES




The dreaded concept sheet/analysis plan

Think of it as a blueprint for each publication
What is it?
Brief intro
Aims/hypotheses
Define study population — this is crucial
Proposed methods/statistical analyses
Proposed tables and figures

Does not need to exceed 2-3 pages (not including tables/figures)

A
INHSU



Why have a concept sheet/analysis plan?

Provides you with a clear guide as to a plan for the analyses to be included

Allows you and the senior author (supervisor, collaborator, etc) to agree on
the proposed analyses before you start

Reduces replication of work

Allows your potential co-authors to comment and contribute

INHSU



Authorship order on concept sheet

List first and senior author
Jason Grebely (first), Gregory J. Dore (senior)

Moved towards listing the other authors in alphabetical order
Author A, Author B, Author C, etc. OR no authors listed

Allows for you to easily allocate the authorship order based on contributions

INHSU



What should determine authorship?
(ICJME)

2. Who Is an Author?

The ICMJE recommends that authorship be based on the following 4 criteria:

» Substantial contributions to the conception or design of the work; or the
acquisition, analysis, or interpretation of data for the work; AND

» Drafting the work or revising it critically for important intellectual content; AND
» Final approval of the version to be published; AND

o Agreement to be accountable for all aspects of the work in ensuring that
questions related to the accuracy or integrity of any part of the work are
appropriately investigated and resolved.

http://www.icmje.org/



What should determine authorship? ‘

Assessment and Treatment of Hepatitis C Virus
Infection Among People Who Inject Drugs in
the Opioid Substitution Setting: ETHOS Study

Maryam Alavi,' Jason Grebely,' Michelle Micallef,' Adrian J. Dunln:)p,z'3 Annie C. Balcomb,’ Carolyn A. Day,>®

Carla Treloar,’ Nicky Bath,® Paul S. Haber,>? and Gregory J. Dore;' on behalf of the Enhancing Treatment for Hepatitis C
in Opioid Substitution Settings (ETHOS) Study Group

Person who does Joint first and senior
all the work Person who supervises author contributions is
this particular analysis acceptable and is

Other major becoming more common
contributors



Introduction for a concept sheet

Paragraph 1
Why is this topic important?

Paragraph 2
What is known about this topic?
What are the limitations in the work to date?
What are the gaps in knowledge that this research will address?

Paragraph 3

Two options
Concise introduction (spend little time with references, etc)
Write the introduction as if you are writing the introduction for the paper

A
INHSU



Aims/objectives

Important to clearly describe:
Outcome
Any interventions
Study population

Try to be concise

Example: QOutcome Intervention

To evaluate the proportion of people who initiated treatment for hepatitis C
infection within 12 weeks|of point-of-care HCV testing among people who
have injected drugs >daily in the previous month | Study population

To evaluate factors associated with initiation of treatment for hepatitis C
infection



Methods

Methods — Follow whatever guidelines are appropriate for your study:

STROBE — Cohort studies

CONSORT - Clinical trials

STARD — Diagnostic studies

EQUATOR — Qualitative studies

PRISMA — Systematic Reviews and Meta analyses



Methods

Study design, study setting, and population O

Important to clearly define your study population for all analyses
Can save a lot of work down the road

Describe the procedures for your study

Clearly describe the endpoints and how you will define them

Clearly describe any statistical analyses
Define all variables (including how you will categorise them)
Develop mock tables/figures to help guide analyses (can be blank)

Consider writing your methods as it you would for a paper




Concept sheets - Common pitfalls to avoi

Have a very long background section (2-3 paragraphs)

Objective/aims are too long and overly verbose

Endpoints are not clearly defined

Variables for analyses are not clear or well-defined

Not all key variables are included

Statistical analyses are not well described (e.g. describe model building a priori)

Poor attention to detail with formatting, rounding of numbers - this stuff matters



Example concept sheet

Concept sheet

Opioid overdose and naloxone in latent classes of people who inject opioids in Australia:

the ETHOS Engage Study
Authors: To be decided

Study rationale

Globally, the number of people who inject drugs (PWID) 1s ~15.6 million and ~115.500 in
Australasia (Degenhardt et al., 2017). A systematic review estimated that 11.9% of PWID in
Australasia had experienced non-fatal overdose in the previous year (Colledge et al., 2019).
In 2017, the most common class of drug involved in drug-induced deaths among Australians
aged 15-64 was opioids with 1,084 deaths at a rate of 6.7 deaths per 100,000 people
(Chrzanowska et al., 2019). Non-fatal opioid overdose is thus a major determinant of
morbidity among PWID (Degenhardt et al., 2019; Warner-Smith et al., 2002). Non-fatal -
overdose 1s a predictor of subsequent overdose (Caudarella et al., 2016; Coffin et al., 2007;
Forsyth et al., 2018), therefore people who have experienced non-fatal overdose are a key
population to be targeted for overdose prevention interventions.

Naloxone is a short-acting opioid antagonist which rapidly reverses opioid overdoses,
preventing deaths and decreasing morbidity resulting from overdose. Take-home naloxone
programumes train PWID and their friends and family to administer naloxone in the
community setting. Such training programmes have shown to successfully increase overdose
knowledge and give participants the skills to reverse an overdose (Chronister et al., 2018;
Dietze et al., 2018; Lintzeris et al., 2020; Neale et al., 2019). Having access to naloxone can
give a degree of autonomy to PWID, as the continued criminalisation of drug use may make
some people reticent to call emergency services to the scene of an overdose for fear of
criminal charges or eviction (Kolla & Strike, 2019). In Australia, take home naloxone
programmes have been proven effective in NSP, aleohol and other drug treatment services
and related healthcare settings (Chronister et al., 2018; Dietze et al., 2018; Lintzeris et al.,
2020). However, coverage of naloxone training in Australia remains regionally dependent,
estimated to be 30% of all current PWID nationally in 2019 but as high as 51% in Victoria
(Peacock et al., 2019). It is unclear if naloxone training is reaching the PWID most at risk of
overdose.

Since 2016, naloxone has been available in Australian pharmacies over-the-counter to
purchase without a prescription or prior training (Lenton et al., 2016). Shortly after the policy
change, only 40.8% of surveyed pharmacists reported willingness to supply naloxone over
the counter (Nielsen et al., 2016) and more recently pharmacists have reported poor
knowledge of this policy (Olsen et al., 2019). Australian PWID have demonstrated high
willingness to obtain take home naloxone from community pharmacies (Lintzeris et al., 2020)
but the 2016 change in rules have not resulted in a notable increase in over-the-counter
naloxone sales (Tse et al., 2020). Cost may impact uptake of over-the-counter naloxone, as a
small increase in distribution was seen after naloxone was made available for free without
prescription (Tse et al., 2020).

Studies have identified various sociodemographic and behavioural factors which increase risk
of overdose, including polysubstance use (Al-Tayyiba et al., 2017; Barocas et al., 2019; Betts
et al., 2016; Schneider et al., 2019, 2020). The definition of polysubstance use varies between
studies; some describe it as use of multiple drugs on the same occasion (Barocas et al., 2019)
while others describe it as using multiple drugs over a period of time (one or six months)
(Schneider et al., 2019, 2020). Latent Class Analysis (LCA) allows the detection of
meaningful subgroups within a population which are not directly observable, such as
different classes of polysubstance use. Several studies have used LCA to explain
heterogeneity within groups of drug users (Chan et al., 2020; Gjersing & Bretteville-Jensen,
2018; Schneider et al., 2019, 2020) and used these latent classes to explain health outcomes,
such as overdose.

ETHOS Engage is a national cohort of PWID recruited from drug treatment elinics and
needle and syringe programmes (NSPs) in Australia. The ETHOS Engage study provides an
opportunity to better understand factors associated with overdose, naloxone uptake, and

naloxone training to enhance the delivery of interventions to reduce drug-related harms
among PWID.



Example concept sheet

Aims

To determine if polysubstance use is associated with recent non-fatal drug overdose, access to
take-home naloxone and receipt of naloxone training.

Study population and design

ETHOS Engage is an observational cohort study, enrolling participants with a history of
injecting drug use, and recent injecting drug use (previous six months) or receiving OST,
attending drug and alcohol treatment clinics, needle and syringe programs in Australia. The
study procedures have been described elsewhere (Valerio et al., 2020). Briefly, participating
sites are chosen to ensure appropriate representation across rural, outer-metropolitan, and
metropolitan areas and a diverse range of clinic sizes (e.g. total number of clients attending
the clinic). To be included in the study, participants had to give informed consent, be 18 or
over, have a history of injecting drug use and report injecting drug use in previous six months
or be currently receiving OST. Local staff advertised ETHOS Engage in the weeks preceding
recruitment with posters, information cards included with the distribution of injecting
equipment. and by word of mouth. Recruitment spanned two to five days in each site. Peer-
support workers were on-site to encourage participation.

After self-completing a tablet-based questionnaire, participants provide a finger-stick whole
blood sample to test for HCV RNA and then fibrosis stage is assessed using transient
elastography (FibroScan®). Participation was compensated with a shopping voucher
(AUDS$30). Wave 1 of the study recruited 1,468 participants, 5 (<1%) had insufficient
questionnaire data, 16 (1%) withdrew participation, and 4 (<1%) duplicate enrolments were
identified across sites, resulting in 1,443 participants (98%) eligible for analysis. Participants
were enrolled between 28 May 2018 and 06 September 2019 from 25 sites, including opioid
agonist therapy (OAT) clinics (n=21) and N5Ps (n=4): in New South Wales (n=17),
Queensland (n=4), South Australia (n=2) and Western Australia (n=2).

Sociodemographic variables

Based on the literature, demographic and behavioural factors hypothesised to be associated
with overdose and naloxone access and training: (1) gender (2) age at survey (18-29, 30-39,
>=40), (111) Being of Aboriginal and/or Torres Strait Islander descent, (iv) homelessness, (v)
prison (In last year, =1 year ago, never), (x) Current OST status (Less than 6 months, 6
months — 2 years, >2 years, not currently on OST), injecting frequency in last month (Daily,
<daily, no injecting in last month).

Past six months drug use

Participants were asked if they had taken heroin, methadone, buprenorphine, morphine,
oxycodone, tramadol, fentanyl, amphetamines, cocaine or benzodiazepines in the last 6
months and the method of administration (injection or non-injection). Opioids other than
heroin were combined into “other opioids™. Amphetamines and cocaine were combined into
“stimulants”. Over 80% of participants who reported non-injecting of heroin or other opioids
also reported injecting the same, therefore non-injecting is not reported for these drugs.

Participants were asked how often they had a drink containing alcohol in the last year, how
many drinks they had on a drinking day and how often they drank more than six drinks on
one occasion in the last year. The responses were scored according to the Aleohol Use
Disorders Identification Test (AUDIT-C). Alcohol intake is considered hazardous if score 15
equal to or more than 3 for women and 4 for men. Transgender people were not assigned a
score as the tool is not validated for transgender people.

The final four variables describing drug use in the last 6 months are opioids (heroin injecting,
other opioid injecting, both heroin and other opioid injecting), stimulants (injecting or non-
mjecting). benzodiazepines (injecting or non-injecting), hazardous alcohol use. A variable
was created to characterise polysubstance use — number of drugs (stimulants,
benzodiazepines or hazardous alcohol consumption) used in addition to opioids in last 6
months (categories: 0, 1, 2, 3).
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Opioid overdose and naloxone outcomes

Participants were asked if they had accidentally overdosed on any opioids (heroin,
methadone, buprenorphine, morphine, oxycodone. fentanyl) in the last year.

Participants were asked if they had ever completed a naloxone training programme.

For naloxone access. participants were asked if they had ever obtamned a prescription for
naloxone from their healthcare provider or obtained naloxone over-the-counter without a
prescription. Participants were also considered to have naloxone access if they reported use of
their own supply to reverse their own or someone else’s overdose.

Statistical Analysis

We describe the study population overall and two subgroups: those who injected opioids in
the last 6 months and those who did not inject opioids in the last 6 months. The study is then
limited to people who injected opioids in the last 6 months.

Individuals were categorised according to the combination of drug use they reported, and for
each category the proportion of recent opioid overdose was reported.

Univariate and multivariate logistic regression models assess the association between
sociodemographic characteristics and drug use and each of the overdose and naloxone
outcomes.

After identifying the drug type that most increases odds of opioid overdose in opioid
mjectors. we investigated the effect of other drugs in combination with this drug. We created
four variables to examine the effect of heroin in combination with the following opioids,
stimulants. benzodiazepines or report hazardous alcohol use. A univariate logistic regression

model was performed to understand interaction in these combinations of polysubstance use.

The proportion of opioid overdose in the last 12 months, naloxone training and naloxone
access according to polysubstance use is presented in Fig. 1. Chi-square statistics are used to
assess differences between categories of polysubstance use for each outcome.

Stata 14.0 (StataCorp, College Station. TX. USA) 1s used for all analysis.

Table 1. Sociodemographic characteristics and drug use behaviours according to recent (6 months)

injecting of opioids — ETHOS IT Wave I

Injected Not injected
opicidz lazt 6 opioids lazt 6
All months monthz
N i n % n %
Total 1443 | 100% [ 778 1007 667 100%
Gender Mhals 932 63% | 518 67% 414 62%
Femals 308 33% | 256 33% 232 38%
Transgerdsy 3 0% 2 0% 1 0%
Age 15-2¢ 122 B% [ 8% 61 2%
30-39 418 2% | 231 0% 187 28%
==4( 903 63% | 484 62% 419 63%
Aboriginal Torres Sirait
Islander Fas 337 23% | 148 19% 191 29%
No 1106 | 7% | 630 B1% 476 T1%
Homeless Fas 157 11% B4 11% 7 11%
No 1286 | 8%% | 652 B9% 394 39%
Yz, in last
Prizon year 238 18% | 134 20% 103 16%
Yas, =1 year
ago 715 0% | 352 1% 323 48%
Never 465 33% | 230 0% 138 36%
Site location Matro 704 45% | 419 4% 283 43%
Outer mstro 422 2% | 216 28% 206 31%
Regional 317 2% [ 141 18% 176 26%
Yz, lszs than ¢
Current 05T miohths 232 16% | 168 21% 66 10%%
Yz, Gmonth-2
vear 212 15% | 123 16% 85 13%
Yas, =] yoar 626 43% | 327 42% 294 45%
No 373 26% | 180 21% 213 3%
Injecting frequency lazt month =Diily 484 4% | 332 43% 162 4%
==Daily 427 0% | 304 39% 12 18%
Nowg 322 6% | 140 18% 382 IT%
Heroin/opioids (injecting)last & Omly other
monf opicids 263 18% | 265 4%
Only harom 265 18% | 265 4%
Heroin and
ather opicids 248 17% | 24§ 3%
No 667 46% 667 100%
Stimulants (any) last § months Fas 323 3T% | 511 66% 312 47%
No 620 43% 263 34% 3335 3%
Benzodiazepine uze last §
months Ves 326 36% | 356 48% 170 25%
No 917 64% | 420 4% 497 T3%
Hazardous alcohol intaks Vs 325 6% | 282 8% 233 33%
No 915 63% | 482 62% 433 63%
Any overdose in last 12 months | Fas 166 12% | 121 16% 43 %
No 1277 | 88% | 633 B4%g 622 93%
Opicid overdose in last 12
months Fas o % 79 10% 15 2%
No 1349 | 03% | 657 0% 632 98%
Naloxone access Vs 230 16% | 134 20% 6 11%
No 1213 | 84% | 623 BO%G 391 85%
Naloxone training Yes 177 2% | 119 13% 38 ]
No 1266 | 83% | 637 B3% 609 51%
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Table 2. Odds of oproid overdose m last 12 months in people who recently injected oproids (6 months)

Opioid overdose in
last 12 monthy Odds of opioid overdoze in last 17 months
N 1 % COE. 05% CI 20F, 03% CI
Total T8 i 103
Gender Male 318 53 103 1 1
Femals 138 pd 103 002 {0LE0-1.63) 0.82 {0.48-1.43)
Transzendsr 3 ] 0% - -
Age 1838 [ g 13% (0.84-3.95) 134 (0 63-3.74)
3-8 131 bt 1213% (0L87-2.41% 1.2 {0.69-2.08)
=40 484 41 2% 1
Aboriginal Torres Strait Islander Yes 144 11 B3 (0.40-1.43) 143 (0.70-2.88)
No 630 a7 11% 1
Homeles: Yes 84 13 13% {0.81-3.30) 0.60 (023-1.25)
Na 82 il 103 1
Prizon Yes, in st year 134 17 11% (043-1.78) 0T {0.37-1.67)
Yes, =] year ago 382 33 2% {0.43-1.25) 0.76 (0.42-1.3%)
Never 130 27 13 1
Site location Azra 413 44 1% 1
Chuter memra 114 bt 13% 127 {0U77-2.10) 163 {0.02-2.07y
Regional 141 7 5% 045 {020 057 {034-1.36)
Corrent 05T Yes, less tham o months 168 30 183% 1.86 {0.08 145 (0.71-291%
Yes, Smonti-2 year 133 11 103 0.61 (042-1.08) 0.53 {022-1.27)
317 2_ g% 033 (0.28-1.08) 045 Table 3. Odds of ever having access to naloxone, ever receiving naloxone training in pecple recently (§ monthe) injecting opicids (n=776) — ETHOS II Wave I
1 | 17 1% s € S ! Jechug op
jectine 3 3 % g MDET-31 7
Injecting frequency last month ]:2 30 ‘3: 1[::- :D' 1 _.]]\- l.;_‘l Nalozone acces Nalorons iz
3[4; 40 ]55: ~-1~1 {1.04-4 68) l-1=4 [ & OF, (95% CT) a0E.[95% CT) x| W <OR, (95% CT) S0EL (955 CT)
L)
Hernin/opioids (injecting)last § months Oy prher gpisids M5 o 3% Total 134 118
Oniy heroin 265 bl 103 3.0e {1.42-6.74) 333 Gender Mals 101 1 1 (] 1 1
Heroin and other apioids 248 44 18% 6.20 (2.95.12.007 634 Feamals 53 1.080.74-1.56) 1.00 (0.56-1 43} 39 0.08 (0.63-1.40) 0.05 (0.61-1.40)
Stimulants (anv) last 6 months Tes 31| 50 1% 132 [(083-13T) | 085 Transgendsr 0 ___ 0 ____
No 265 o) B Age 1821 %] S_Es -'0.4;-1.24] _l\l] 105 :]-;.lE‘-
— - . - = = 30.35 50 0.0% (0.63-1 48) 33 0.89 (0.57-138)
Benzodiszepine nse last § months Yes 336 a0 142 2.07 {1.39-3.35) 1.68 4] 5 7 = 1 1
Nz 420 ] 7% Aboriginal Torves Strait Isbander Tex 34 1.9 (0.54-1.68) 158 (0.56-2.20) 15 058 (0.33-1.03) .61 (0.33-1.17)
Hazardons alcohol nze Yer 182 37 13% 1.52 [0.85-2.43) 143 Na 120 1 1 104 1 1
Nz 452 5] 03 Homeles: Ter 14 0.79 (0.43-1.49) 0.75 (0.30-1 44) [ 0,53 (0.26-1.17} 040 (0.22-1.00)
Paolvsubstance nse last § months Herpinother apioias oniy 117 7 % Fron ;:5 T ]i: L 1080 il 187 “~1 052 0 134 13 DY) 15] 1601
i + 1 B BT 8y T . [ last ye 37 D5 (0.53-187) A7 (0.54- (9.51-L68)
g::::gﬁ: j; ;ﬁ =5 ;Eﬁl 5 e L'“; Tei > jewr aeo & 071 (046-117) E 062 (0.40-0.9T) D61(03T038]
— = = NEVET
Heroiniother apigias + § 122 19 16% 180 Site location Adera 18 [ 1
Outer mere 47 28 0,66 (0.40-1.00)
Ragional 29 a1 081 (0.45-1.45)
Current 05T Yes, less than § months il 1.00 (0.94-3.83) 2 142 (0.70-3.16)
Yes dmonth-2 vear 37 457 {22563 2 222 (106-406)
Yes, =1 year 12 3.05 (1.61- b 159 (1.38-4 8B} 153 (1.30-4.52)
No 14 1 1 1 1
How manv davs injecting last month <Dy ] 43 0.65 (0.39-1.08)
==Dinily 57 B 0.61 (0.36-1.03)
None i1 i 1
Heroin. opivids (injecting)last § months Omiy orher opinids 45 29
Oniy herain 2 0.82 (0.50- 39 140 (0.B4-235)
Heroin and other apigids 67 1.48 (0.94- il 113 -3.40)
Stimulants (anv) last § months Yes 118 | 23% 1881 a7 1.42{0.27-231%
No 36 | 14% 1 32
Benzodiazepine use last § months Ter 84 | 4% 1.65(1.16-2.35} 13900 58 115 (0.97-1.68% 004 (0.62-143)
No 68 [ 16% 1 61
Hazardous slcohol use Tes 65 | 37% 1246 (0.88-1.81} 112(0.81-1.73} 45 1.0 (0.67-1.30% 0,08 (0.54-1.4%)
Y \ No B0 [ 18% 1 14
! Polvsubstance nse last § months Oniy heroin or other opivids 13 | 1% 1 13
Herpindother opigias + | 50 | 18% | 4 3 145 (0.75-280%
Heroiniother ap +31 4 | 3% 14 (1.12-4. 10} 4 % 157 (0.B1-3.03)
Heroinother apigias + § 37 | 0% 8 (1.74-6.07} 2 T 1646 (0.79-3.50%
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Table 4. Univariate logistic regression analyses of the associations betwesn opioid overdose and drug use in last 6 months, and accounting for interaction of injected heroin
with ezch dmg of interest, among people recently (6 months) injecting opioids (n=776) - ETHOS I Wave I

Drug of interest OR 95%CI Interaction term n n overdose | % overdose OR 95%CI
- heroin, + other opioids (injected) 265 9 3% 1
Other opioids . .
(injected) 12 (0.80-1.34) | + heroin, —other opioids {injected) 265 26 10% 3.00 (1.42-6.74)
+ heroin, +_other opioids (injected) 246 44 18% 6.20 {2.95-12.99)
- heroin, - stimulants (any) 92 2 2% 1
- heroin, + stimulants (any) 173 T 4% L
Stimulants (any) 1.39 (0.83-2.32) 1.90 (0.39-9.33)
+ heroin, - stimulants (any) 173 20 12% 588 (1.34-25.75)
+ heroin, + stimulants {any) 338 50 15% 7.81 (1.86-32.74)
- heroin, - benzodiazepines 154 4 3% 1
T
o - heroin, + benzodiazepines 111 5 5% 177
Benzodiazepines 207 (1.29-3.35) * . : L. - . .
+ heroin, - benzodiazepines 266 26 10% 405 Tigure 1. Proportion of recent opioid overdose, naloxone access and naloxone training according to polysubstance use in last § months
+ heroin, + benzodiazepines 245 44 18% 821 *Chi square test p-value <0.03
- heroin, - hazardous alcohol 156 & 4% + substances: stimulants, benzodiazepines or hazardous alcohol consumption
- heroin, + hazardous alcohol 109 3 3% 0.71
Hazardous alcohol 1.52 (0.85-2 43) - *
+ heroin, - hazardous alcohol 326 36 1% 3.10 Ovioid d
; proid overdose .
+ heroin, + hazardous alcohol 183 34 19% 570 in last 12 months* Naloxone access® Naloxone training
30+ 30+ _— 30+

= 204

20
= ® ®
104 I 104 10-] | \
ﬂ-j T T 0- T T 0- T T
+0 +1 +2 +3 +0 +1 +2 +3

+0 # +2  +3

Number of substances used in last 6 months in addition to opioids
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Supplementary table 1 Proportion of opioid overdose in last 12 months according to

combinations of drug use in last 6 months

n opioid | % opioid
N overdose | overdose
Hergin (injecting) _Benzodiazepines, Hazardous alcohol 15 4 27%
Heroin (injecting), Opioid (injecting), Stimulants (injecting),
Benzodiazepines, 62 16 26%
Heroin (injecting), Opioid (injecting), Stimulants (injecting),
Benzodiazepines, Hazardous alcohol 53 12 23%
Heroin (injecting), Opioid (injecting),_Benrodiarepines, Hazardous alcohol 9 2 22%
Heroin (injecting), Opicid (injecting), Stimulants (injecting),_Hazardnus
alcohol 23 4 17%
Heroin (injecting),_Stimulants (injecting), Benzodiazepines, Hazardous
alcchol 26 4 15%
Hergin (injecting)_Stimulants (injecting), Hazardous alcohol 27 4 15%
Hergin (injecting), Opioid (injecting) _Hazardous alcohol 7 1 14%
Hergin (injecting), Opioid (injecting) __ 16 2 13%
Herain (injecting)_ Hazardous alcohel 23 3 13%
Hergin (injecting), Opioid (injecting)_Benzodiarepine 17 2 12%
Hergin (injecting), Opioid (injecting), Stimulants (injecting), 58 5 9%
Hergin (injectingl__Benzodiazepines 27 2 7%
Hergin (injecting) 58 4 7%
Opioid {injecting), Stimulants (injecting), Benzodiazepines, Hazardous
alcohol 43 3 7%
Hergin (injecting) _Stimulants (injecting), Benzodiazepines, 36 2 6%
Hergin (injecting)_Stimulants (injecting), 52 3 6%
Opioid [injecting), Stimulants {injecting), 58 3 5%
Opioid [injecting)_Benrndiazepine 22 1 5%
Opioid (injecting), Stimulants (injecting), Benzodiazepines 34 1 3%
Opioid {injecting) __ 42 1 2%
Opioid {injecting), Stimulants {injecting),_Harardous alcohol 38 4] 0%
Opioid [injecting)],_Benrndiarepines, Hazardous alcohol 12 4] 0%
Opioid {injecting]l_Hazardous alcohol 16 4] 0%
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A note on language

The words we use can be fundamental in shaping the
realities and opportunities of people who use drugs and

importantly, in influencing health behaviours, health equity
and health outcomes. Always:

Use people-first language

Use empowering and strengths-based language
Avoid jargon and slang

Be specific, avoid generalisations

Use inclusive language

Engage with people and respect their preferences

Be mindful of context and take care with language
choice




Scientia Professor
b Carla Treloar




Example concept note

Title:
Stigma reduction as quality health care: A qualitative study of existing structural level
mechanisms useful for stronger action on stigma reduction in health care

Authors: To be determined

Introduction/rationale

The negative impact of stigma on health care access and outcomes is well-documented
(Nyblade et al., 2019). Interventions to address stigma in health care have typically focused
on providing health practitioners with information, skills and contact with particular
stigmatised groups (Rao et al., 2019). The organisational and structural levels of stigma have
received less attention (Cook et al., 2014). Other authors have drawn attention to the need
for strategic collusion between stigma reduction initiatives and the “already well accepted
processes and priorities for health-care providers and organisations” to improve quality care
(Knaak et al., 2015) (p864). In this paper, we explore what key stakeholders identify as
stigma reduction opportunities in light of practices, policies and structures that already exist
for strengthening quality in the Australian health care system.

- Costs of quality care, drive to quality care - (Institute of Medicine, 2001).
- Stigmatised groups at risk of low quality care (Kruk et al., 2018}

- Many types of health conditions, identities and practices that are stigmatised
(Pachankis et al., 2018)

- Can'tdo silo-ed approach for stigma reduction (Treloar et al., 2022)

- More feasible - identifying systems-level mechanisms to which stigma can be written in
(Maher et al., 2024) for system-wide action

- where to look for these mechanisms?

- accreditation Livingston (2020) (Gershuni et al., 2023; Travaglia et al., 2017).

- Continuous quality improvement processes (Scrivens, 1997). (Goodall et al., 2024;

lkeda et al., 2019; Tendo-Bugondo et al., 2023).

<last paragraph of intro/ research question>
In this study, we examined the perspectives of key stakeholders in the blood-borne virus and
sexually transmissible (BBV/STI) sector in relation to the universal systems-level processes
that could be adapted to include a stigma reduction focus. We chose this sector as a focus

noting the salience in the BBV/STI sector of the root causes of stigma (concealability, course,
disruptiveness, aesthetics, origin, and peril) (Jones 1984). That is, blood-borne viruses such
as HIV have historically been stigmatised both due to perceptions of peril around the virus
itself (e.g., fear of infection, misinformation) and negative attitudes (such as disgust; origin
and blame; aesthetics etc) towards potential transmission routes (e.g., injecting drug use,
unprotected sex) (Best & Arseniev-Koehler, 2023). In this way, features of the health system
that were identified as useful for BBVs/STls may be applicable and adaptable for other
conditions, identities and practices.



Methods

Exam p le co n ce pt n ote - Interviews: 20 key stakeholders who have extensive experience working in the BBV/STI

sector.

- Method of recruitment
- Data collection procedures
- Data management

- Data analysis approach
o pragmatic approach (Ramanadhan et al., 2021) to examine existing structural
levers that could be used for stigma reduction initiatives in health care.
o guided by the Consolidated Framework for Implementation Research (CFIR)
(Damschroder et al., 2022)
o focused on the “outer setting” construct (Table 1)

»  deductively identify existing structural mechanisms in health system
governance that were aligned with and could be used in support of future
stigma reduction programs.

= CFIR constructs — categorise activities of health care organisations that are
linked to higher level (“outer”) governing processes eg accreditation

" Inductive - how participants’ perceived the usefulness and application of
these mechanisms to support stigma reduction interventions, particularly
identifying where participants were critical or sceptical of the usefulness
of these aspects of the “outer setting”.

- Ethics statement
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hesults
- Sample description

- CFIR Performance Measurement Pressure - “lot of overlap” between stigma reduction
initiatives within the workplace and legal responsibilities for the organisation to create

Accreditation to national safety and quality standards “respectful workplaces”. For example, P7 (tertiary, management) described that a

- Featured in narratives — CFIR Policies and Laws, Performance Measurement Pressure “whole ecosystem” action against “bullying and disrespect” has the effect of “[creating]
- Quality standards; ‘the bible’, providing benchmarks of ‘best practice’ (P1, research, respect between our colleagues and then we also create respect between our clients
educati?nftraining}l, and accreditation was understood as ‘a rigorous formal and legal and providers
process. o [in performance appraisals] there is nothing there about “what do you feel

- “cascade effect” to tertiary education, organisational codes of conduct, policies such as
diversity and inclusion, and quality improvement processes, including client/patient

evaluations in practice.

around judgement and stigmatisation?” Maybe that could be woven into a
general annual performance appraisal, because that would then give the
manager a right then to be able to address it then and there on the spot; “Well
actually you have written that you think you are really good and in fact | am
hearing patients of the service or other colleagues that behind patient’s backs

- CFIR construct of Partners and Connections - current quality standards: Partnering
you have actually been quite, you know, discriminating” (P16, Tertiary health

Consumers.
o P7 (tertiary setting, management) noted that this standard was “One of the promotion)
maore useful ones [...] when as part of the evaluation they ask about services
and stakeholder engagement and whether or not they do interact with their
client groups and with other marginalised communities”.
o ‘well respected’ consumer group with a ‘great voice’ [...] that ‘enabled change’
(P13, University, research and teaching).

- CFIR construct of Local Attitudes, such as sociocultural values and beliefs, - more critical
perspective of some participants who indicated that accreditation processes were
ineffective to support real change.

o ‘tick and flick’ exercise, unable to ‘change attitudes’ or get “to the heart of a

service’,

INHSU



Example concept note

Discussion

In this study, we examined the narratives of experienced health workers in relation to
structural-level governing mechanisms that could be “put to use” to support stigma
reduction efforts in health care. Participant narratives support the argument for a strategic

and processes of the “outer structure” of health organisations to which organisations are
legally and financially beholden. Structural levers aligned with the goal of stigma reduction

and Policies and Performance Measures.

- Accreditation

- General industrial laws

o

Bystander stigma interventions (Bagchi et al., 2022)

- Complaints — absence of Social Pressure

o

o

o

o

Onerous, power imbalances (Ahmed, 2021)

esp when reliant on for ongeoing care (Lenton et al., 2024)

CFIR - relative absence of Social Pressure as a driver of stigma reduction
initiatives

refer back to Fraser’s conceptualisation of stigma and power (Fraser et al., 2017)

- also not in data — CFIR Market pressure
- Strengths/limitations

-  Gaps
o

What do consumers want?

< conclusion paragraph=>

-  To be drafted



Dr. Andrew Scheibe:

Joining our Q&A




Q&A time

Use the text box for questions

If you see a question in that chat box that you would like answered, use the ‘like’ or ‘thumbs up’ button and
we will try and prioritise this

Any questions we do not get to, we will aim to answer via an FAQ which we will circulate with a recording of
the webinar
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