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Protocol registration

& Complete timely registration of protocols!

¢ Ensures adherence with World Health Organization (WHO)
policy required for clinical trials

& Promotes transparent and accessible reporting of studies
& Failure to do so will interfere with publishing efforts

& Key websites:

¢ Clinical trials: clinicaltrials.gov

& Systematic reviews, rapid reviews, umbrella reviews: Prospero
https://www.crd.york.ac.uk/prospero/



Reporting
guidelines

& Familiarize yourself
with reporting
guidelines based on
study type

& Useful to review
when planning
protocols and before
starting your study

& Checklists required
by some journals
when publishing
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Free resource for learning about applying
the reporting guidelines

| English | Portu
VIRTUAL
CAMPUS
FOR PUBLIC
HEALTH

HOME PAGE ABOUTUS ~ HELP DESK ~ CREATE ACCOUNT LOG IN

VIRTUAL COURSE Enhance the visibility and value of your research for
health with reporting guidelines

Introduction

https://campus.paho.org/en/course/researchreportingguidelines



Authorship

& Discuss early to set roles, responsibilities, and expectations

& Per the International Committee of Medical Journal Editors (ICMJE), authorship
requires:

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

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

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

& Familiarity with contributions of other co-authors and have confidence in the integrity
of their contributions.

https://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-the-role-of-authors-and-contributors.html



Authorship

& Acknowledge those who do not meet all key criteria for authorship
& Authorship order matters:
& First author —leads the work, completes first draft of manuscript
& Senior author — serves 1n the mentoring role
& Second author — leads analyses
& Alphabetize other authors by last name

& Be mindful of team size to allow rigorous conduct of the work, avoid diluting
contributions of team members

& Acknowledge use of artificial intelligence (e.g., ChatGPT) in cover letter and in the
submitted work

& Do NOT put someone’s name on your submitted work without first receiving their input
and permission

& Inform all co-authors of progress with the publication process

https://www.icmje.org/recommendations/browse/roles-and-responsibilities/ defining-the-role-of-authors-and-contributors.html
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How do you pick a target journal?

B O

WHO IS TARGET WHICH JOURNAL HAS WHAT IS THE TYPICAL WHAT ARE WHAT ARE THE COSTS
AUDIENCE? THE HIGHEST IMPACT PEER REVIEW TIMELINE? FORMATTING ASSOCIATED WITH
FACTOR? REQUIREMENTS PUBLICATION?

(E.G., WORD LIMIT,
AUTHOR LIMIT)?



Need help finding a target
journal?

Journal club articles

Check your reference list

List of journals in target
field by impact factor

JANE

https://jane.biosemantics.org/index.php?text=This%201s%20a%?20test



Need help finding a target
journal?

Journal club articles

= Check your reference list
= List of journals in target
field by impact factor
u JANE Find journals  Find authors  Find articles
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Literature search

‘ IIIIIIIIIIII )f WASHINGTON @ QuickLinks /53

& Use a reference manager (e.g., Endnote, Zotero, etc.)

PICKATHEORY,

& Highlight relevant clinical guidelines, systematic reviews - MODEL O

& Prioritize recent papers as relevant

Doing Research

& Consider Implementation Science frameworks that may guide

- Pick a Theory, Model, or
Framework

7’ Identify Implementation
P P Strategies
ange of discipl published

Select Research Method
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Review instructions for
the authors on target
journal website to
guide manuscript
preparation

Use submitted
conference abstracts
and talks as starting
points

Getting started

Start with section that
1s easiest for you

Create dedicated
writing blocks on your
calendar or write a few
minutes every day
(with a writing buddy)

Set fake deadlines
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Introduction

& Define the scope of the problem.
& Describe the current gap in the literature.

& Explicitly state your research question,
associated hypotheses (as applicable),
methods used to answer your question and
why this 1s important.




Readiness to Provide Medications for Addiction Treatment
in HIV Clinics: A Multisite Mixed-Methods Formative
Evaluation

E. Jennifer Edelman, MD, MHS, abe Geliang Gan, PhD, 4 James Dziura, PhD,*¢ Denise Esserman, PhD,”"
Kenneth L. Morford, MD.“? Elizabeth Porter, MBA,” Philip A. Chan, MD,* Deborah H. Cornman, PhD,”
Benjamin J. Oldfield, MD, @b Jessica E. Yager, MD, " Srinivas B. Muvvala, MD,"" and
David A. Fiellin, MD""<¢

INTRODUCTION

Substance use disorders threaten the health of people
with HIV (PWH). Opioid use disorder (OUD) has been a
driver of premature death among PWH in the past decade.!
Alcohol use disorder (AUD) adversely affects each stage of stakeholders?*2> as well as whether and how to best integrate
the HIV care continuum and contributes to morbidity, MAT into HIV clinics.2¢
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MAT implementation,?'"%3 few previous studies have sought

to understand the range of factors impacting MAT imple-

mentation in HIV clinics from the perspectives of diverse Edelman et al. JAIDS 2021
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Scope of the problem
Why this 1s an important problem that merits
attention

stakeholders?42° as well as whether and how to best integrate
MAT into HIV clinics.?¢

To address this gap and as part of an implementation

study, we conducted a formative evaluation to identify
barriers and facilitators to readiness to provide MAT in
HIV clinics from the perspectives of prescribers and non-
prescribers. We conducted this work in 4 clinics in the

northeastern United States

involving both academic and

community hospital-affiliated settings to directly inform
future implementation efforts.
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Goals of study, brief mention of approach, and
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Methods

& Brief overview of study design
& Settings and participants

¢ Recruitment strategies

¢ Inclusion and exclusion criteria

& Ethical approval, reimbursement
& Procedures and data collection

& Outcome(s): primary vs. secondary vs. exploratory

¢ Independent variable of interest and covariates

¢ Details of intervention vs. control conditions (as applicable)
& Statistical analyses

& Sample size considerations

& Secondary analyses, sensitivity analyses, post-hoc analyses
& Role of the funding source

& Implementation studies commonly have multiple samples and integrate
different types of data and outcomes




Methods
describing
mixed-
methods
formative
evaluation

stakeholders?*7 as well as whether and how to best integrate
MAT into HIV clinics.?®

To address this gap and as part of an implementation
study, we conducted a formative evaluation to identify
barriers and facilitators to readiness to provide MAT in
HIV clinics from the perspectives of prescribers and non-
prescribers. We conducted this work in 4 clinics in the
northeastern United States involving both academic and
community hospital-affiliated settings to directly inform
future implementation efforts.

METHODS
Overview of WHAT-IF?

We conducted a mixed-methods formative evaluation®’
in the context of the Working with HIV clinics to adopt
Addiction Treatment using Implementation Facilitation?
(WHAT-IF?) study.®® In brief, the study used a hybrid type
3 effectiveness-implementation design® with a stepped-
wedge approach® ! to evaluate the impact of implementation
facilitation®> on promoting provision of evidence-based
counseling and MAT to address OUD, AUD, and TUD in
HIV clinics. The study protocol was approved by the
Institutional Review Boards of Yale University and each
participating site. Participants provided assent for the surveys
and verbal informed consent for the focus groups.

The formative evaluation was guided by the Promoting
Action on Research Implementation in Health Services
(PARIHS) framework,** a commonly applied framework to
support systematic evaluation of how perspectives regarding
the evidence for a particular intervention may interact with the
context for delivering that intervention and facilitation needs.

Settings and Participants

WHAT-IF? was conducted in HIV clinics located in
New Haven and Hartford, Connecticut; Brooklyn, New York;
and Providence, Rhode Island. The patient population across
clinics ranges from approximately 375 to 1700 active
patients. To obtain a broad perspective on factors that might
affect implementation, prescribers (medical directors, nurse
practitioners, physicians, and physician assistants) and non-
prescribers (eg, nurses and counselors) who had been
employed at the participating sites for at least 6 months
before the study were invited to participate in a confidential,
online survey and follow-up in-person focus group. Individ-
uals were provided meals, or the equivalent (ie, gift card for
restaurant), for their participation in these research activities.

Data Collection

Consistent with the stepped-wedge design, data were
collected sequentially every 6 months at each site and during
a 6-week interval from June 15, 2017, to February 5, 2019,
before initiation of any study-related implementation activi-
ties. Using a sequential explanatory approach’* we first
collected quantitative data followed by focus groups to
contextualize and triangulate study findings.*

960 | www.jaids.com

Quantitative

The quantitative assessment collected self-reported data
on demographic characteristics, training, and experiences
with MAT. Ratings on a visual analog scale were used to
assess readiness to provide MAT for each substance. For
example, to assess readiness to provide medications for TUD,
we asked: “How ready are you to prescribe or refer patients
for medications (ie, nicotine replacement therapy, bupropion,
and varenicline) for the treatment of tobacco use disorder?”
where response options ranged from 0 (not ready) to 10
(ready) on a continuous scale and were dichotomized as less
ready (0—<7) vs. more ready (=7-10).>® Consistent with our
previous work® in which we identified those who were most
likely to benefit from intervention based on the distribution of
the data (only top quintile considered “ready™), and to pro-
mote comparability across studies, we chose this cutoff of 7.

Using an adapted version of the Organizational Read-
iness to Change A .7 we d ratings on the
perceived evidence supporting the use of MAT for each
substance and the HIV clinic context for providing new
practices. For example, for the evidence subscale regarding
opioid treatment medications, we asked: “In my opinion
prescribing of medications in my HIV clinic to decrease
opioid use will improve health outcomes among patients with
an opioid use disorder;” response options included a 5-point
Likert scale, ranging from 1 (strongly disagree) to 5 (strongly
agree). The context scale contains 5 subscales: leadership
culture, staff culture, leadership practice, evaluation account-
ability, and opinion leader culture; response options include a
5-point Likert scale, ranging from 1 (very infrequently) to 5
(very frequently) An additional item assessed “slack
resources’ to that support practice change. Subscale response
options also included “do not know” or “not applicable,”
which were recoded as “neither agree nor disagree™ or
“neither frequently nor infrequently” to allow computation
of subscale scores.*®

Finally, to assess perspectives on the most feasible
model for improving addiction treatment in the HIV clinic,
we asked: “In your opinion, which approach do you think
would be most feasible to improve treatment for [opioid/
alcohol/tobacco] use disorder?” with options including that
each clinician provides treatment to patients in their panel for
the given substance use disorder (“all trained™); one current
clinician is appointed as the specialist (“designated on-site
specialist™); a specialist is brought into the clinic (“outside on-
site specialist™); no treatment is provided on-site and patients
are referred out (“refer out”); or other.*®

Qualitative

Qualitative data were collected through a focus group at
each site for a total of 4 focus groups, consistent with the
number typically required to reach thematic saturation.®
Participants were invited by the local study team through
emails and announcements at routinely scheduled clinician
and staff meetings. The focus group facilitators included
members of the investigative team who did not work at the
local site and identified themselves to the group as physician
researchers trained in internal medicine, psychiatry, addiction,

Copyright © 2021 Wolters Kluwer Health, Inc. All rights reserved.

and/or HIV. Grand tour (ie, broad) questions and probes were
grounded in the PARIHS framework to assess perspectives on
the evidence for MAT, the HIV clinical context’s organiza-
tional readiness for providing evidence-based practices, and
potential facilitation opportunities.®® Focus groups were
digitally recorded and professionally transcribed.

Data Analyses

Quantitative

First, participants’ characteristics were summarnzed
using mean, SD, median, and interquartile range (IQR) for
continuous variable and frequency and percentage for cate-
gorical variables. Second, differences on readiness to provide
MAT for OUD, AUD, and TUD were tested using general-
ized estimating equations controlling for sites and prescriber
status. Third, differences between those who are more ready
and less ready to provide medications were assessed using the
¢ test or Wilcoxon rank sum test for continuous variables and
the 2 or Fisher exact test for categorical variables. Compar-
isons of evidence and context subscale scores by readiness
status were then conducted adjusting for site and prescriber
status. Finally, we examined preferred models of care for
providing MAT for each substance overall and by readiness
status. Two-sided P values <2 0.05 were considered statisti-
cally significant. All analyses were performed using SAS 9.4
(SAS Institute, Cary, NC).

Qualitative

Informed by the PARIHS framework, we used a rapid
assessment process®” followed by an inductive process of
iterative coding to identify themes using content analysis.*!
Members of the investigative team independently reviewed
each transcript line by line to develop and refine the codebook
and reach consensus on codes?® One investigator then
applied these codes consistently to all transcripts, using
NVivo software to facilitate data organization and retrieval.
Themes were then generated based on coded quotations and
discussion  with  the research team  within  the
PARIHS framework.

Role of the Funding Source

The study was funded by the National Institute on Drug
Abuse that had no role in data collection, analysis, interpre-
tation, or reporting.

Edelman et al. JAIDS 2021
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an opioid use disorder;” response options included a 5-point
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options also included “do not know™ or “not applicable,”
which were recoded as “neither agree nor disagree™ or
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of subscale scores.*®

Finally, to assess perspectives on the most feasible
model for improving addiction treatment in the HIV clinic,
we asked: “In your opinion, which approach do you think
would be most feasible to improve treatment for [opioid/
alcohol/tobacco] use disorder?” with options including that
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The quantitative assessment collected self-reported data
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with MAT. Ratings on a visual analog scale were used to
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Participants were invited by the local study team through
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local site and identified themselves to the group as physician
researchers trained in internal medicine, psychiatry, addiction,
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and/or HIV. Grand tour (ie, broad) questions and probes were
grounded in the PARIHS framework to assess perspectives on
the evidence for MAT, the HIV clinical context’s organiza-
tional readiness for providing evidence-based practices, and
potential facilitation opportunities.®® Focus groups were
digitally recorded and professionally transcribed.
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cally significant. All analyses were performed using SAS 9.4
(SAS Institute, Cary, NC).

Qualitative

Informed by the PARIHS framework, we used a rapid
assessment process®” followed by an inductive process of
iterative coding to identify themes using content analysis.*!
Members of the investigative team independently reviewed
each transcript line by line to develop and refine the codebook
and reach consensus on codes?® One investigator then
applied these codes consistently to all transcripts, using
NVivo software to facilitate data organization and retrieval.
Themes were then generated based on coded quotations and
discussion  with  the research team  within  the
PARIHS framework.

Role of the Funding Source

The study was funded by the National Institute on Drug
Abuse that had no role in data collection, analysis, interpre-
tation, or reporting.
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stakeholders?*7 as well as whether and how to best integrate
MAT into HIV clinics.?®

To address this gap and as part of an implementation
study, we conducted a fommative evaluation to identify
barriers and facilitators to readiness to provide MAT in
HIV clinics from the perspectives of prescribers and non-
prescribers. We conducted this work in 4 clinics in the
northeastern United States involving both academic and
community hospital-affiliated settings to directly inform
future implementation efforts.

METHODS
Overview of WHAT-IF?

We conducted a mixed-methods formative evaluation®’
in the context of the Working with HIV clinics to adopt
Addiction Treatment using Implementation Facilitation?
(WHAT-IF?) study.®® In brief, the study used a hybrid type
3 effectiveness-implementation design® with a stepped-
wedge approach® ! to evaluate the impact of implementation
facilitation®> on promoting provision of evidence-based
counseling and MAT to address OUD, AUD, and TUD in
HIV clinics. The study protocol was approved by the
Institutional Review Boards of Yale University and each
participating site. Participants provided assent for the surveys
and verbal informed consent for the focus groups.

The formative evaluation was guided by the Promoting
Action on Research Implementation in Health Services
(PARIHS) framework,** a commonly applied framework to
support systematic evaluation of how perspectives regarding
the evidence for a particular intervention may interact with the
context for delivering that intervention and facilitation needs.

Settings and Participants

WHAT-IF? was conducted in HIV clinics located in
New Haven and Hartford, Connecticut; Brooklyn, New York;
and Providence, Rhode Island. The patient population across
clinics ranges from approximately 375 to 1700 active
patients. To obtain a broad perspective on factors that might
affect implementation, prescribers (medical directors, nurse
practitioners, physicians, and physician assistants) and non-
prescribers (eg, nurses and counselors) who had bgfi
employed at the participating sites for at least 6 pfnths
before the study were invited to participate in a cogfidential,
online survey and follow-up in-person focus grgfp. Individ-
uals were provided meals, or the equivalent 4¢, gift card for
restaurant), for their participation in thesgsesearch activities.

Data Collection

Consistent with the stepped-wedge design, data were
collected sequentially every 6 months at each site and during
a 6-week interval from June 15, 2017, to February 5, 2019,
before initiation of any study-related implementation activi-
ties. Using a sequential explanatory approach,®® we first
collected quantitative data followed by focus groups to
contextualize and triangulate study findings.*
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Quantitative

The quantitative assessment collected self-reported data
on demographic characteristics, training, and experiences
with MAT. Ratings on a visual analog scale were used to
assess readiness to provide MAT for each substance. For
example, to assess readiness to provide medications for TUD,
we asked: “How ready are you to prescribe or refer patients
for medications (ie, nicotine replacement therapy, bupropion,
and varenicline) for the treatment of tobacco use disorder?”
where response options ranged from 0 (not ready) to 10
(ready) on a continuous scale and were dichotomized as less
ready (0—<7) vs. more ready (=7-10).>® Consistent with our
previous work® in which we identified those who were most
likely to benefit from intervention based on the distribution of
the data (only top guintile considered “ready™), and to pro-
mote comparability across studies, we chose this cutoff of 7.

Using an adapted version of the Organizational Read-
iness to Change Assessment,’’ we assessed ratings on the
perceived evidence supporting the use of MAT for each
substance and the HIV clinic context for providing new
practices. For example, for the evidence subscale regarding
opioid treatment medications, we asked: “In my opinion
prescribing of medications in my HIV clinic to decrease
opioid use will improve health outcomes among patients with
an opioid use disorder;” response options included a 5-point
Likert scale, ranging from 1 (strongly disagree) to 5 (strongly
agree). The context scale contains 5 subscales: leadership
culture, staff culture, leadership practice, evaluation account-
ability, and opinion leader culture; response options include a
5-point Likert scale, ranging from 1 (very infrequently) to 5
(very frequently) An additional item assessed “slack
resources’ to that support practice change. Subscale response
options also included “do not know™ or “not applicable,”
which were recoded as “neither agree nor disagree™ or
“neither frequently nor infrequently” to allow computation
of subscale scores.*®
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Qualitative

Qualitative data were collected through a focus group at
each site for a total of 4 focus groups, consistent with the
number typically required to reach thematic saturation.®
Participants were invited by the local study team through
emails and announcements at routinely scheduled clinician
and staff meetings. The focus group facilitators included
members of the investigative team who did not work at the
local site and identified themselves to the group as physician
researchers trained in internal medicine, psychiatry, addiction,
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and/or HIV. Grand tour (ie, broad) questions and probes were
grounded in the PARIHS framework to assess perspectives on
the evidence for MAT, the HIV clinical context’s organiza-
tional readiness for providing evidence-based practices, and
potential facilitation opportunities.®® Focus groups were
digitally recorded and professionally transcribed.

Data Analyses

Quantitative

First, participants’ characteristics were summarnzed
using mean, SD, median, and interquartile range (IQR) for
continuous variable and frequency and percentage for cate-
gorical variables. Second, differences on readiness to provide
MAT for OUD, AUD, and TUD were tested using general-
ized estimating equations controlling for sites and prescriber
status. Third, differences between those who are more ready
and less ready to provide medications were assessed using the
¢ test or Wilcoxon rank sum test for continuous variables and
the 2 or Fisher exact test for categorical variables. Compar-
isons of evidence and context subscale scores by readiness
status were then conducted adjusting for site and prescriber
status. Finally, we examined preferred models of care for
providing MAT for each substance overall and by readiness
status. Two-sided P values <2 0.05 were considered statisti-
cally significant. All analyses were performed using SAS 9.4
(SAS Institute, Cary, NC).
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stakeholders?*7 as well as whether and how to best integrate
MAT into HIV clinics.?®

To address this gap and as part of an implementatigss
study, we conducted a fommative evaluation to<@entify
barriers and facilitators to readiness to prgeifie MAT in
HIV clinics from the perspectives of p#€scribers and non-
prescribers. We conducted this»#0rk in 4 clinics in the
northeastern United Statsse®involving both academic and
community hospitale®ihated settings to directly inform
future implemssinon efforts.

Institutional Review Boards of Yale University and each
participating site. Participants provided assent for the surveys
and verbal informed consent for the focus groups.

The formative evaluation was guided by the Promoting
Action on Research Implementation in Health Services
(PARIHS) framework,** a commonly applied framework to
support systematic evaluation of how perspectives regarding
the evidence for a particular intervention may interact with the
context for delivering that intervention and facilitation needs.

Settings and Participants

WHAT-IF? was conducted in HIV clinics located in
New Haven and Hartford, Connecticut; Brooklyn, New York;
and Providence, Rhode Island. The patient population across
clinics ranges from approximately 375 to 1700 active
patients. To obtain a broad perspective on factors that might
affect implementation, prescribers (medical directors, nurse
practitioners, physicians, and physician assistants) and non-
prescribers (eg, nurses and counselors) who had been
employed at the participating sites for at least 6 months
before the study were invited to participate in a confidential,
online survey and follow-up in-person focus group. Individ-
uals were provided meals, or the equivalent (ie, gift card for
restaurant), for their participation in these research activities.

Data Collection

Consistent with the stepped-wedge design, data were
collected sequentially every 6 months at each site and during
a 6-week interval from June 15, 2017, to February 5, 2019,
before initiation of any study-related implementation activi-
ties. Using a sequential explanatory approach,®® we first
collected quantitative data followed by focus groups to
contextualize and triangulate study findings.*
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Quantitative

The quantitative assessment collected self-reported data
on demographic characteristics, training, and experiences
with MAT. Ratings on a visual analog scale were used to
assess readiness to provide MAT for each substance. For
example, to assess readiness to provide medications for TUD,
we asked: “How ready are you to prescribe or refer patients
for medications (ie, nicotine replacement therapy, bupropion,
and varenicline) for the treatment of tobacco use disorder?”
where response options ranged from 0 (not ready) to 10
(ready) on a continuous scale and were dichotomized as less
ready (0—<7) vs. more ready (=7-10).>® Consistent with our
previous work® in which we identified those who were most
likely to benefit from intervention based on the distribution of
the data (only top guintile considered “ready™), and to pro-
mote comparability across studies, we chose this cutoff of 7.

Using an adapted version of the Organizational Read-
iness to Change Assessment,’’ we assessed ratings on the
perceived evidence supporting the use of MAT for each
substance and the HIV clinic context for providing new
practices. For example, for the evidence subscale regarding
opioid treatment medications, we asked: “In my opinion
prescribing of medications in my HIV clinic to decrease
opioid use will improve health outcomes among patients with
an opioid use disorder;” response options included a 5-point
Likert scale, ranging from 1 (strongly disagree) to 5 (strongly
agree). The context scale contains 5 subscales: leadership
culture, staff culture, leadership practice, evaluation account-
ability, and opinion leader culture; response options include a
5-point Likert scale, ranging from 1 (very infrequently) to 5
(very frequently) An additional item assessed “slack
resources’ to that support practice change. Subscale response
options also included “do not know™ or “not applicable,”
which were recoded as “neither agree nor disagree™ or
“neither frequently nor infrequently” to allow computation
of subscale scores.*®

Finally, to assess perspectives on the most feasible
model for improving addiction treatment in the HIV clinic,
we asked: “In your opinion, which approach do you think
would be most feasible to improve treatment for [opioid/
alcohol/tobacco] use disorder?” with options including that
each clinician provides treatment to patients in their panel for
the given substance use disorder (“all trained™); one current
clinician is appointed as the specialist (“designated on-site
specialist™); a specialist is brought into the clinic (“outside on-
site specialist™); no treatment is provided on-site and patients
are referred out (“refer out”); or other.*®

Qualitative

Qualitative data were collected through a focus group at
each site for a total of 4 focus groups, consistent with the
number typically required to reach thematic saturation.®
Participants were invited by the local study team through
emails and announcements at routinely scheduled clinician
and staff meetings. The focus group facilitators included
members of the investigative team who did not work at the
local site and identified themselves to the group as physician
researchers trained in internal medicine, psychiatry, addiction,
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and/or HIV. Grand tour (ie, broad) questions and probes were
grounded in the PARIHS framework to assess perspectives on
the evidence for MAT, the HIV clinical context’s organiza-
tional readiness for providing evidence-based practices, and
potential facilitation opportunities.®® Focus groups were
digitally recorded and professionally transcribed.

Data Analyses

Quantitative

First, participants’ characteristics were summarnzed
using mean, SD, median, and interquartile range (IQR) for
continuous variable and frequency and percentage for cate-
gorical variables. Second, differences on readiness to provide
MAT for OUD, AUD, and TUD were tested using general-
ized estimating equations controlling for sites and prescriber
status. Third, differences between those who are more ready
and less ready to provide medications were assessed using the
¢ test or Wilcoxon rank sum test for continuous variables and
the 2 or Fisher exact test for categorical variables. Compar-
isons of evidence and context subscale scores by readiness
status were then conducted adjusting for site and prescriber
status. Finally, we examined preferred models of care for
providing MAT for each substance overall and by readiness
status. Two-sided P values <2 0.05 were considered statisti-
cally significant. All analyses were performed using SAS 9.4
(SAS Institute, Cary, NC).

Qualitative

Informed by the PARIHS framework, we used a rapid
assessment process®” followed by an inductive process of
iterative coding to identify themes using content analysis.*!
Members of the investigative team independently reviewed
each transcript line by line to develop and refine the codebook
and reach consensus on codes?® One investigator then
applied these codes consistently to all transcripts, using
NVivo software to facilitate data organization and retrieval.
Themes were then generated based on coded quotations and
discussion  with  the research team  within  the
PARIHS framework.

Role of the Funding Source

The study was funded by the National Institute on Drug
Abuse that had no role in data collection, analysis, interpre-
tation, or reporting.
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stakeholders?*7 as well as whether and how to best integrate
MAT into HIV clinics.?®

To address this gap and as part of an implementation
study, we conducted a fommative evaluation to identify
barriers and facilitators to readiness to provide MAT in
HIV clinics from the perspectives of prescribers and non-
prescribers. We conducted this work in 4 clinics in the
northeastern United States involving both academic and
community hospital-affiliated settings to directly inform
future implementation efforts.

WEUEC dp P dunl
facilitation®>\on promoting provision of evidence-based
counseling ancy MAT to address OUD, AUD, and TUD in
HIV clinics. The study protocol was approved by the
Institutional Revidyy Boards of Yale University and each
participating site. Pajticipants provided assent for the surveys
and verbal informed Ognsent for the focus groups.

The formative evaluation was guided by the Promoting
Action on Research Iniplementation in Health Services
(PARIHS) framework,** a‘;ommonly applied framework to
support systematic evaluatiofjof how perspectives regarding
the evidence for a particular intdgvention may interact with the
context for delivering that intervigtion and facilitation needs.

W TV Al S T Pt O B pIeiiC g o

Settings and Participants

WHAT-IF? was conducted in HiY clinics located in
New Haven and Hartford, Connecticut; Bigoklyn, New York;
and Providence, Rhode Island. The patient yopulation across
clinics ranges from approximately 375 wy 1700 active
patients. To obtain a broad perspective on factyrs that might
affect implementation, prescribers (medical dircgtors, nurse
practitioners, physicians, and physician assistantsjjand non-
prescribers (eg, nurses and counselors) who hjd been
employed at the participating sites for at least 6 lgonths
before the study were invited to participate in a confide\gtial,
online survey and follow-up in-person focus group. Indid-
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restaurant), for their participation in these research activities.

Data Collection

Consistent with the stepped-wedge design, data were
collected sequentially every 6 months at each site and during
a 6-week interval from June 15, 2017, to February 5, 2019,
before initiation of any study-related implementation activi-
ties. Using a sequential explanatory approach,®® we first
collected quantitative data followed by focus groups to
contextualize and triangulate study findings.*
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Quantitative

The quantitative assessment collected self-reported data
on demographic characteristics, training, and experiences
with MAT. Ratings on a visual analog scale were used to
assess readiness to provide MAT for each substance. For
example, to assess readiness to provide medications for TUD,
we asked: “How ready are you to prescribe or refer patients
for medications (ie, nicotine replacement therapy, bupropion,
and varenicline) for the treatment of tobacco use disorder?”
where response options ranged from 0 (not ready) to 10
(ready) on a continuous scale and were dichotomized as less
ready (0—<7) vs. more ready (=7-10).>® Consistent with our
previous work® in which we identified those who were most
likely to benefit from intervention based on the distribution of
the data (only top guintile considered “ready™), and to pro-
mote comparability across studies, we chose this cutoff of 7.

Using an adapted version of the Organizational Read-
iness to Change Assessment,’’ we assessed ratings on the
perceived evidence supporting the use of MAT for each
substance and the HIV clinic context for providing new
practices. For example, for the evidence subscale regarding
opioid treatment medications, we asked: “In my opinion
prescribing of medications in my HIV clinic to decrease
opioid use will improve health outcomes among patients with
an opioid use disorder;” response options included a 5-point
Likert scale, ranging from 1 (strongly disagree) to 5 (strongly
agree). The context scale contains 5 subscales: leadership
culture, staff culture, leadership practice, evaluation account-
ability, and opinion leader culture; response options include a
5-point Likert scale, ranging from 1 (very infrequently) to 5
(very frequently) An additional item assessed “slack
resources’ to that support practice change. Subscale response
options also included “do not know™ or “not applicable,”
which were recoded as “neither agree nor disagree™ or
“neither frequently nor infrequently” to allow computation
of subscale scores.*®

Finally, to assess perspectives on the most feasible
model for improving addiction treatment in the HIV clinic,
we asked: “In your opinion, which approach do you think
would be most feasible to improve treatment for [opioid/
alcohol/tobacco] use disorder?” with options including that
each clinician provides treatment to patients in their panel for
the given substance use disorder (“all trained™); one current
clinician is appointed as the specialist (“designated on-site
specialist™); a specialist is brought into the clinic (“outside on-
site specialist™); no treatment is provided on-site and patients
are referred out (“refer out”); or other.*®

Qualitative

Qualitative data were collected through a focus group at
each site for a total of 4 focus groups, consistent with the
number typically required to reach thematic saturation.®
Participants were invited by the local study team through
emails and announcements at routinely scheduled clinician
and staff meetings. The focus group facilitators included
members of the investigative team who did not work at the
local site and identified themselves to the group as physician
researchers trained in internal medicine, psychiatry, addiction,
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and/or HIV. Grand tour (ie, broad) questions and probes were
grounded in the PARIHS framework to assess perspectives on
the evidence for MAT, the HIV clinical context’s organiza-
tional readiness for providing evidence-based practices, and
potential facilitation opportunities.®® Focus groups were
digitally recorded and professionally transcribed.

Data Analyses

Quantitative

First, participants’ characteristics were summarnzed
using mean, SD, median, and interquartile range (IQR) for
continuous variable and frequency and percentage for cate-
gorical variables. Second, differences on readiness to provide
MAT for OUD, AUD, and TUD were tested using general-
ized estimating equations controlling for sites and prescriber
status. Third, differences between those who are more ready
and less ready to provide medications were assessed using the
¢ test or Wilcoxon rank sum test for continuous variables and
the 2 or Fisher exact test for categorical variables. Compar-
isons of evidence and context subscale scores by readiness
status were then conducted adjusting for site and prescriber
status. Finally, we examined preferred models of care for
providing MAT for each substance overall and by readiness
status. Two-sided P values <2 0.05 were considered statisti-
cally significant. All analyses were performed using SAS 9.4
(SAS Institute, Cary, NC).

Qualitative

Informed by the PARIHS framework, we used a rapid
assessment process®” followed by an inductive process of
iterative coding to identify themes using content analysis.*!
Members of the investigative team independently reviewed
each transcript line by line to develop and refine the codebook
and reach consensus on codes?® One investigator then
applied these codes consistently to all transcripts, using
NVivo software to facilitate data organization and retrieval.
Themes were then generated based on coded quotations and
discussion  with  the research team  within  the
PARIHS framework.

Role of the Funding Source

The study was funded by the National Institute on Drug
Abuse that had no role in data collection, analysis, interpre-
tation, or reporting.

Edelman et al. JAIDS 2021




stakeholders?*7 as well as whether and how to best integrate
MAT into HIV clinics.?®

To address this gap and as part of an implementation
study, we conducted a fommative evaluation to identify
barriers and facilitators to readiness to provide MAT in
HIV clinics from the perspectives of prescribers and non-
prescribers. We conducted this work in 4 clinics in the
northeastern United States involving both academic and
community hospital-affiliated settings to directly inform
future implementation efforts.

METHODS
Overview of WHAT-IF?

We conducted a mixed-methods formative evaluation®’
in the context of the Working with HIV clinics to adopt
Addiction Treatment using Implementation Facilitation?
(WHAT-IF?) study.®® In brief, the study used a hybrid type
3 effectiveness-implementation design® with a stepped-
wedge approach® ! to evaluate the impact of implementation
facilitation®> on promoting provision of evidence-based
counseling and MAT to address OUD, AUD, and TUD in
HIV clinics. The study protocol was approved by the
Institutional Review Boards of Yale University and each
participating site. Participants provided assent for the surveys
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and Providence, Rhode Island. The patient population across
clinics ranges from approximately 375 to 1700 active
patients. To obtain a broad perspective on factors that might
affect implementation, prescribers (medical directors, nurse
practitioners, physicians, and physician assistants) and non-
prescribers (eg, nurses and counselors) who had been
employed at the participating sites for at least 6 months
before the study were invited to participate in a confidential,
online survey and follow-up in-person focus group. Individ-
uals were provided meals, or the equivalent (ie, gift card for
restaurant), for their participation in these research activities.

Data Collection

Consistent with the stepped-wedge design, data were
collected sequentially every 6 months at each site and during
a 6-week interval from June 15, 2017, to February 5, 2019,
before initiation of any study-related implementation activi-
ties. Using a sequential explanatory approach,®® we first
collected quantitative data followed by focus groups to
contextualize and triangulate study findings.*
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Quantitative

The quantitative assessment collected self-reported data
on demographic characteristics, training, and experiences
with MAT. Ratings on a visual analog scale were used to
assess readiness to provide MAT for each substance. For
example, to assess readiness to provide medications for TUD,
we asked: “How ready are you to prescribe or refer patients
for medications (ie, nicotine replacement therapy, bupropion,
and varenicline) for the treatment of tobacco use disorder?”
where response options ranged from 0 (not ready) to 10
(ready) on a continuous scale and were dichotomized as less
ready (0—<7) vs. more ready (=7-10).>® Consistent with our
previous work® in which we identified those who were most
likely to benefit from intervention based on the distribution of
the data (only top guintile considered “ready™), and to pro-
mote comparability across studies, we chose this cutoff of 7.

Using an adapted version of the Organizational Read-
iness to Change Assessment,’’ we assessed ratings on the
perceived evidence supporting the use of MAT for each
substance and the HIV clinic context for providing new
practices. For example, for the evidence subscale regarding
opioid treatment medications, we asked: “In my opinion
prescribing of medications in my HIV clinic to decrease
opioid use will improve health outcomes among patients ity
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clinician is appointed as the specialist (“designated on-site
specialist™); a specialist is brought into the clinic (“outside on-
site specialist™); no treatment is provided on-site and patients
are referred out (“refer out”); or other.*®

Qualitative

Qualitative data were collected through a focus group at
each site for a total of 4 focus groups, consistent with the
number typically required to reach thematic saturation.®
Participants were invited by the local study team through
emails and announcements at routinely scheduled clinician
and staff meetings. The focus group facilitators included
members of the investigative team who did not work at the
local site and identified themselves to the group as physician
researchers trained in internal medicine, psychiatry, addiction,
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and/or HIV. Grand tour (ie, broad) questions and probes were
grounded in the PARIHS framework to assess perspectives on
the evidence for MAT, the HIV clinical context’s organiza-
tional readiness for providing evidence-based practices, and
potential facilitation opportunities.®® Focus groups were
digitally recorded and professionally transcribed.

Data Analyses

Quantitative

First, participants’ characteristics were summarnzed
using mean, SD, median, and interquartile range (IQR) for
continuous variable and frequency and percentage for cate-
gorical variables. Second, differences on readiness to provide
MAT for OUD, AUD, and TUD were tested using general-
ized estimating equations controlling for sites and prescriber
status. Third, differences between those who are more ready
and less ready to provide medications were assessed using the
¢ test or Wilcoxon rank sum test for continuous variables and
the 2 or Fisher exact test for categorical variables. Compar-
isons of evidence and context subscale scores by readiness
status were then conducted adjusting for site and prescriber
status. Finally, we examined preferred models of care for
providing MAT for each substance overall and by readiness
status. Two-sided P values <2 0.05 were considered statisti-
cally significant. All analyses were performed using SAS 9.4
(SAS Institute, Cary, NC).

Qualitative

Informed by the PARIHS framework, we used a rapid
assessment process®” followed by an inductive process of
iterative coding to identify themes using content analysis.*!
Members of the investigative team independently reviewed
each transcript line by line to develop and refine the codebook
and reach consensus on codes?® One investigator then
applied these codes consistently to all transcripts, using
NVivo software to facilitate data organization and retrieval.
Themes were then generated based on coded quotations and
discussion  with  the research team  within  the
PARIHS framework.

Role of the Funding Source

The study was funded by the National Institute on Drug
Abuse that had no role in data collection, analysis, interpre-
tation, or reporting.
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stakeholders?*7 as well as whether and how to best integrate
MAT into HIV clinics.?®

To address this gap and as part of an implementation
study, we conducted a fommative evaluation to identify
barriers and facilitators to readiness to provide MAT in
HIV clinics from the perspectives of prescribers and non-
prescribers. We conducted this work in 4 clinics in the
northeastern United States involving both academic and
community hospital-affiliated settings to directly inform
future implementation efforts.

METHODS
Overview of WHAT-IF?

We conducted a mixed-methods formative evaluation®’
in the context of the Working with HIV clinics to adopt
Addiction Treatment using Implementation Facilitation?
(WHAT-IF?) study.®® In brief, the study used a hybrid type
3 effectiveness-implementation design® with a stepped-
wedge approach® ! to evaluate the impact of implementation
facilitation®> on promoting provision of evidence-based
counseling and MAT to address OUD, AUD, and TUD in
HIV clinics. The study protocol was approved by the
Institutional Review Boards of Yale University and each
participating site. Participants provided assent for the surveys
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Settings and Participants

WHAT-IF? was conducted in HIV clinics located in
New Haven and Hartford, Connecticut; Brooklyn, New York;
and Providence, Rhode Island. The patient population across
clinics ranges from approximately 375 to 1700 active
patients. To obtain a broad perspective on factors that might
affect implementation, prescribers (medical directors, nurse
practitioners, physicians, and physician assistants) and non-
prescribers (eg, nurses and counselors) who had been
employed at the participating sites for at least 6 months
before the study were invited to participate in a confidential,
online survey and follow-up in-person focus group. Individ-
uals were provided meals, or the equivalent (ie, gift card for
restaurant), for their participation in these research activities.

Data Collection

Consistent with the stepped-wedge design, data were
collected sequentially every 6 months at each site and during
a 6-week interval from June 15, 2017, to February 5, 2019,
before initiation of any study-related implementation activi-
ties. Using a sequential explanatory approach,®® we first
collected quantitative data followed by focus groups to
contextualize and triangulate study findings.*
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Quantitative

The quantitative assessment collected self-reported data
on demographic characteristics, training, and experiences
with MAT. Ratings on a visual analog scale were used to
assess readiness to provide MAT for each substance. For
example, to assess readiness to provide medications for TUD,
we asked: “How ready are you to prescribe or refer patients
for medications (ie, nicotine replacement therapy, bupropion,
and varenicline) for the treatment of tobacco use disorder?”
where response options ranged from 0 (not ready) to 10
(ready) on a continuous scale and were dichotomized as less
ready (0—<7) vs. more ready (=7-10).>® Consistent with our
previous work® in which we identified those who were most
likely to benefit from intervention based on the distribution of
the data (only top guintile considered “ready™), and to pro-
mote comparability across studies, we chose this cutoff of 7.

Using an adapted version of the Organizational Read-
iness to Change Assessment,’’ we assessed ratings on the
perceived evidence supporting the use of MAT for each
substance and the HIV clinic context for providing new
practices. For example, for the evidence subscale regarding
opioid treatment medications, we asked: “In my opinion
prescribing of medications in my HIV clinic to decrease
opioid use will improve health outcomes among patients with
an opioid use disorder;” response options included a 5-point
Likert scale, ranging from 1 (strongly disagree) to 5 (strongly

sesources’ to that support practice change. Subscale response
opions also included “do not know™ or “not applicable,”
whiciy, were recoded as “neither agree nor disagree™ or
“neitherNfequently nor infrequently” to allow computation
of subscalchscores.*®

Finally, Mo assess perspectives on the most feasible
model for improNgng addiction treatment in the HIV clinic,
we asked: “In youlNgpinion, which approach do you think
would be most feasig to improve treatment for [opioid/
alcohol/tobacco] use discyder?” with options including that
each clinician provides treatihgnt to patients in their panel for
the given substance use disoradg (“all trained™); one current
clinician is appointed as the spedialist (“designated on-site
specialist™); a specialist is brought intdythe clinic (“outside on-
site specialist™); no treatment is providedyon-site and patients
are referred out (“refer out”); or other.*®

Qualitative

Qualitative data were collected through a focus gigup at
each site for a total of 4 focus groups, consistent with“he
number typically required to reach thematic saturation. %
Participants were invited by the local study team through
emails and announcements at routinely scheduled clinician
and staff meetings. The focus group facilitators included
members of the investigative team who did not work at the
local site and identified themselves to the group as physician
researchers trained in internal medicine, psychiatry, addiction,

Copyright © 2021 Wolters Kluwer Health, Inc. All rights reserved.

and/or HIV. Grand tour (ie, broad) questions and probes were
grounded in the PARIHS framework to assess perspectives on
the evidence for MAT, the HIV clinical context’s organiza-
tional readiness for providing evidence-based practices, and
potential facilitation opportunities.®® Focus groups were
digitally recorded and professionally transcribed.

Data Analyses

Quantitative

First, participants’ characteristics were summarnzed
using mean, SD, median, and interquartile range (IQR) for
continuous variable and frequency and percentage for cate-
gorical variables. Second, differences on readiness to provide
MAT for OUD, AUD, and TUD were tested using general-
ized estimating equations controlling for sites and prescriber
status. Third, differences between those who are more ready
and less ready to provide medications were assessed using the
¢ test or Wilcoxon rank sum test for continuous variables and
the 2 or Fisher exact test for categorical variables. Compar-
isons of evidence and context subscale scores by readiness
status were then conducted adjusting for site and prescriber
status. Finally, we examined preferred models of care for
providing MAT for each substance overall and by readiness
status. Two-sided P values <2 0.05 were considered statisti-
cally significant. All analyses were performed using SAS 9.4
(SAS Institute, Cary, NC).

Qualitative

Informed by the PARIHS framework, we used a rapid
assessment process®” followed by an inductive process of
iterative coding to identify themes using content analysis.*!
Members of the investigative team independently reviewed
each transcript line by line to develop and refine the codebook
and reach consensus on codes?® One investigator then
applied these codes consistently to all transcripts, using
NVivo software to facilitate data organization and retrieval.
Themes were then generated based on coded quotations and
discussion  with  the research team  within  the
PARIHS framework.

Role of the Funding Source

The study was funded by the National Institute on Drug
Abuse that had no role in data collection, analysis, interpre-
tation, or reporting.
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RESULTS

Participant Demographics and
Professional Characteristics
Across the 4 clinics, 85 of the 131 invited individuals
completed the survey (653% response rate). We then excluded
= &) and those missing data on all
readiness mlers (n = 6). Among the final analytic sample (n=
71), 48% were prescribing climcians (n = 2 medical directors,
n = 2 nurse practitioners, n = 28 physicians, and n = 2
physician assistants) and 352% nonprescrnibers [n = 3 chimcal

* Response rate
» Participant characteristics

Models for Adopting MAT in HIV Clinics

Across substances, more than 90% favored providing
addiction treatment on-site 1n the HIV clinic, but with vanable
models being most commonly endorsed as the preferred
approach (Fig. 3). For instance, for providing treatment for
OUD, 37% preferred a “designated on-site specialist” and
30% preferred an “outside on-site specialist.” For providing
treatment for AUD, 41% preferred the model involving an
“outside on-site specialist” and 30% preferred the *all
trained™ model. For providing treatment for TUD, the model
considered to be most feasible involved having “all trained™;
this was preferred by 46%. Preferred models varied by
readiness to adopt medications for TUD, with no observed
differences for OUD or AUD (see Tables 1-3, Supplemental
Digital Content, http://links lww.com/QAL/B637).
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readiness to adopt medications for TUD, with no observed
differences for OUD or AUD (see Tables 1-3, Supplemental
ks lww.com/QAL/B63T).
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DISCUSSION
To the best of our knowledge, this is the first study to
use mixed methods to comprehensively assess factors affect-

education regarding the role of medications with limited
behavioral services in the treatment of patients with substance
use disorders; and inconsistent availability of on-site dedi-
cated specialists. Third, key facilitators to provision of MAT
included recognition of the adverse health consequences of
tobacco and opioid use; presence of local champions; and a
culture of data-driven care with multidisciplinary teams.
Fourth, the overwhelming majonty favored integrating addic-
tion treatment on-site into the HIV clinic across substances.
However, perceptions on the most feasible approach to do this
varied across substances and clinics. Given the diverse
infrastructure of these participating HIV clinics, these data
lay the essential foundation for informing future interventions
and implementation efforts to enhance MAT for PWH.
There has been consistent guidance across multiple
international organizations, such as the World Health
Organization, and national organizations, including the
National Academy of Sciences, Substance Abuse and
Mental Health Services Administration, and the Department
of Health and Human Services Ryan White HIV/AIDS
Program, regarding the importance of addressing substance
use among PWH and integrating MAT with HIV care 4344
Our study builds on previous literature in the HIV clinic
context’ 4% and beyond*®***® to identify the multilay-
ered factors that may affect MAT provision and opportuni-
ties to improve program readiness to promote MAT. As
documented in these previous studies,?'-234% HIV clinicians
and staff in the current study reported addressable gaps in
their knowledge, understanding, and direct clinical experi-
ence that translated into suboptimal adoption of MAT.
Specifically, there is a need to enhance awareness and

understanding regarding the benefits of MAT with brief
medication management as effective treatments for some
patients through education and training™—*# that may occur
with academic detailing and learning collaboratives.#:%°
Beyond training, however, our study reveals several
additional key strategies that may be relevant for medical
dlrﬁcmrs institutional leaders, and policymakers. First, mul-
disciplinary teams can be leveraged to identify patients who
may bémefit from MAT. For example, nonprescribers can
ith brief, validated tools®'* on intake to
may benefit from MAT. Sec leadership at eac
efforts were routine in

; Provision were
lncludﬂd The R},ran Whlte HIV/ A.ID"E Bufesu, Perform |; .

site to help mform and tatlor our

the evaluation of which

|mplementatmn facilitation®®;
1s underway.

Our study should be considered in the context of its
data collection occurred before the

ations. First,

How this study ﬁts n w1th eX1st1ng literature
Summarize main findings
Why this 1s relevant

models for integrating MAT into HIV clinics dependin;
the substance, clinician expertise, and resources. Our findi

for example, suggest that clinicians prefer to be traine
provide MAT to address tobacco use. However, that less
half prefer this model for TUD indicate that even with
given clinic, flexible models may be needed to optimize N
provision. Finally, efforts to strengthen partnerships

pharmacists may be helpful given concems raised a
medication complexity and protocols. The results from t
formative evaluations were directly shared with cli

! nut affﬂct ﬂ'lﬂll‘ EI‘I‘I[J'D}I‘I‘I‘IEI‘It our ﬁnu:llngs may bﬁ Sl]bjﬂct to
response bias.

CONCLUSIONS

Efforts to promote MAT implementation in HIV clinics
may benefit from formative evaluations and multitargeted
approaches that are flexible and responsive based on the
substance, clinical expertise, and resources. Policies that
support and incentivize substance use-related care as a quality
metric may be an important first step.
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ered factors that may affect MAT provision and opportuni-
ties to improve program readiness to promote MAT. As
documented in these previous studies,?'-234% HIV clinicians
and staff in the current study reported addressable gaps in
their knowledge, understanding, and direct clinical experi-
ence that translated into suboptimal adoption of MAT.
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CONCLUSIONS

Efforts to promote MAT implementation in HIV clinics
may benefit from formative evaluations and multitargeted
approaches that are flexible and responsive based on the
substance, clinical expertise, and resources. Policies that
support and incentivize substance use-related care as a quality
metric may be an important first step.
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cated specialists. Third, key facilitators to provision of MAT
included recognition of the adverse health consequences of
tobacco and opioid use; presence of local champions; and a
culture of data-driven care with multidisciplinary teams.
Fourth, the overwhelming majonty favored integrating addic-
tion treatment on-site into the HIV clinic across substances.
However, perceptions on the most feasible approach to do this
varied across substances and clinics. Given the diverse
infrastructure of these participating HIV clinics, these data
lay the essential foundation for informing future interventions
and implementation efforts to enhance MAT for PWH.
There has been consistent guidance across multiple
international organizations, such as the World Health
Organization, and national organizations, including the
National Academy of Sciences, Substance Abuse and
Mental Health Services Administration, and the Department
of Health and Human Services Ryan White HIV/AIDS
Program, regarding the importance of addressing substance
use among PWH and integrating MAT with HIV care 43.44
Our study builds on previous literature in the HIV clinic
context> 245 and beyond*®**** to identify the multilay-
ered factors that may affect MAT provision and opportuni-
ties to improve program readiness to promote MAT. As
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additional key strategies that may be relevant for medical
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for example, suggest that clinicians prefer to be trained to
provide MAT to address tobacco use. However, that less than
half prefer this model for TUD indicate that even within a
given clinic, flexible models may be needed to optimize MAT
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pharmacists may be helpful given concems raised about
medication complexity and protocols. The results from these
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Table vs. figure?

When best to use Advantages

Used to compare individual values Displaying more complex data

Requires precise values with precision and flexibility

Involves multiple units of measures Requires less technical skill or
facilities to prepare

Figures Used to communicate a message that 1s Simplicity and clarity
contained in the shape of the data Memorable visual images
Used to reveal the relationship among Able to show complex
values relationships
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Horizontal bar graph

28.8% 5.1% 22.0%

Nicotine replacement therapy (NRT e.g., patches, gum) | m

6.8% 20.3% 13.6% 23.7%

Varenicline (Chantix) N\\\

3.4% 13.6% 28.8% 30.5%

Bupropion (Wellbutrin) m

5.1% 17.0% 17.0% 20.3% 40.7%

Dual NRT (patches + short-acting e.g., gum, lozenges) m‘

3.5% 8.6% 27.6% 20.7% 39.7%

NRT then switch to varenicline for non-response W

0% 20% 40% 60% 80% 100%

MAlways @ Mostofthe Time [OSometimes [ORarely ElNever

Fig 3 | Self-reported frequency of prescribing medications for TUD among HIV healthcare providers treating patients who smoke. TUD tobacco use
disorder.

Bold et al. Transl Behav Med 2022



Pie chart

All, N=206
All, N=206

26.2% Definitely will
41.3% Probably will
17.0% Probably will not
8.7% Definitely will not
6.8% Not sure

B 10.2% Better than a traditional visit

E 64.1% Just as good as a traditional visit
1 19.9% Worse than a traditional visit

Bl 58% Notsure

Total=206 Total=206

Fig.2 Perceived likelihood of recommending telemedicine to some-
one else by patients participating in telemedicine during the COVID-
19 pandemic

Fig.1 Perceived quality of telemedicine visit compared to in-person
visit by patients participating in telemedicine during the COVID-19

Harsono et al AIDS Behav 2022



Forest plot

Figure 1. Provision of Medications for Addiction Treatment Among Treatment-Eligible Patients Across Sites
by Study Period

WHAT-IF phase OR (953 ClI)
Tobacco use disorder
Control 1 [Reference]
Intervention 1.40(1.14-1.71)
Evaluation 1.35(1.09-1.66)
Maintenance 1.21(1.00-1.46)
Alcohol use disorder
Control 1 [Reference]
Intervention 1.76(0.92-3.37)
Evaluation 1.77(0.88-3.55)
Maintenance 2.43(1.25-4.71)
Opioid use disorder
Control 1 [Reference]
Intervention 1.09(0.82-1.46)
Evaluation 1.08(0.81-1.45)
Maintenance 1.12(0.82-1.54)

OR indicates odds ratio; WHAT-IF, Working with HIV
Clinics to adopt Addiction Treatment using
OR (95% CI) Implementation Facilitation.

Edelman et al. JAMA Network Open 2022
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& Often the only aspect of the manuscript that will be read!

& Follow journal guidelines for word count, structured vs. unstructured abstract
& Provide data 1n results section

& Keep the conclusions tightly linked to the findings — do not go beyond the data

& Submitting conference abstracts help facilitate the manuscript writing process —
helpful to make the abstract the first thing you write!



Abstract

Backeround: We sought to characterize readiness, bamers to, and
facilitators of providmg medications for addiction treatment (MAT)
in HIV clmies.

Setting: Four HIV clinics in the northeastern Umited States.

Methods: Mxed-methods formative evaluation conducted June
2017-February 2019. Surveys assessed meadiness [visual analog
scale, less ready (0—7) vs. more ready (=7-10)); evidence and
context ratmgs for MAT provision; and preferred addiction treatment
model. A subset (n = 37) participated in focus groups.

Results: Among 71 survey respondents (48% prescnbers), the
proporbon more ready to provide addiction reatment medications
varied across substances [tobacco (76%), opiond (61%), and aleohol
(49%) treatment medications (P values <2 0.05)]. Evidence subscale
geores were higher for those more ready to provide tobacco [median
(mterquartle range) = 4.0 (4.0, 5.0) vs. 4.0 (3.0, 4.0), F = 0.005]

treatment medications, but not significantly different for opioid [5.0
(4.0, 5.0) vs. 4.0 (4.0, 5.0), P=0.11] and alcohol [4.0 (3.0, 5.0) vs.
4.0 (3.0, 40), P = 042] weatment medicabons. Median context
subscale scores ranged from 3.3 o 4.0 and generally did not vary by
readiness status (P values = 0.05). Most favored integrating MAT
into HIV care but preferred models differed across substances.
Barniers to MAT included identfication of treatment-cligible
patients, vanable expenences with MAT and perceived medicabon
complexity, perceived need for robust behavioral services, and
inconsistent avalability of on-site speciahists. Facilitators included
knowledge of adverse health consequences of opiod and tobacco
use, local champions, focus on quality mmprovement, and
multidiseiplmary teamwork.

Conclusions: Efforts to mmplement MAT i HIV clinics should
address both gaps in perspectives regardmg the evidence for MAT

and contextual factors and may require substance-specific models.

Key Words: HIV, alcohol, oproad, tobacco, qualitabve, implemen-
tation science
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General tips

& Be clear and avoid jargon --- more understandable 1s better!
& Use consistent terminology to minimize confusion
& Be familiar with standards in the field and use person first language
& DO NOT USE TERMS, including: “Drug Abuse” “Addict” “HIV patient”
& Define all acronyms and abbreviations at first mention
& Ensure uniformity with terms and order throughout your manuscript
& Abstract should match the body of the manuscript
& Methods should match the results

& Order of variables should be consistent throughout
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Writing process

& Prepare draft .
: Write
& Get feedback from senior author

® Revise and circulate to co-authors

Elicit
feedback

& Revise again and recirculate

¢ Submit to journal with cover letter
& Respond to reviews

& Review proofs: especially check your data and references Revise

& Publish.... but don’t stop there to disseminate your findings!



Responding to reviews

& Rejections are common, turn around quickly for another journal
& Be gracious

& Provide point-by-point responses

& Make it easy on the editor and reviewers

& Be timely



EeSOources

Pergamon

Child Abuse
& Neglect

Child Abuse & Neglect 30 (2006) 455459

Editorial

FIFTH EDITION

As Editor-in-Chief of the Journal for over 5 years, I have read hundreds of manuscripts and thousands AN D CO MM U N I c ATI O N

of reviewers’ comments. Based on this experience. I have learned what make ood manuscript and
what makes a good review and believe that it would be helpful for the readers of the Journal if I outlined
some of the salient points. This editorial focuses on writing, and a subsequent one will focus on the
review pro At e 0 i

Writing for Child Abuse & Neglect: Suggestions for success

a well-executed project, and a well-writt Angelika H. HUflTlﬂ.ﬂﬂ

presentation. A present: n make the ideas and project shine: in contrast,
a poorly written presentation can de .
I will highlight some of the ke d ) see d offer sugges-
ive.

OXFORD
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