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Table 1: Key model assumptions regarding OPC impact
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SCENARIOS
* Fatal overdose : o/ 17M0/ /M0 . .
3 scenarios of OPC coverage: 10%/20%/30%, evenly split between frequent and infrequent OPC users.
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ambulance call-outs No OPC use ] ] ) ]
Infrequent OPC For each scenario of OPC coverage, we also estimated six scenarios:
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. Skin or soft tissue infections %uentopc Freque&  S1: % of injections done at the OPC: 10% and 60% for infrequent and frequent users, respectively

use stop

(SSTIs) requiring emergency ovetomore requentuse * S2: % of injections done at the OPC: 30% and 80% for infrequent and frequent users, respectively
care and hospitalization oot OPC use | cauert OPC use * S3:Scenario 1 + increased OAT uptake through the OPC
among PWID e S4:Scenario 2 + increased OAT uptake through the OPC

5 R earane.  S5:Scenario 3 + 20% reduction in risk for injections done outside of the OPC
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MODEL PARAMTERISATION AND CALIBRATION
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*¢* Thus, we modelled a generic ] HCV infection
HCV susceptible,

EngIISh Clty (USIng EngIISh_ on OAT HCV treatment (}
average data) and the
IDU Treatment IDU

Glasgow city centre. cessation failure cessation

start

Treat t . . .
in England. OAT l ‘OAT Spontaneous it OAT \ ‘OAT * The model was parametrized and calibrated to England and Glasgow data, where available, based on

detailed analyses of bio-behavioural surveys among people who inject drugs: UAM and NESI.

* The model was calibrated to setting-specific estimates of fatal/non-fatal overdose, chronic HCV
prevalence—all higher in Glasgow than England—and SSTI—similar in Glasgow/England.

 Parameters related to OPC use were informed by studies done in settings where OPC exist, particularly

Chronic HCV
infection, on OAT

Melbourne and Vancouver.13:14

RESULTS

Figure 4: Estimated impact over 10 years of introducing an overdose prevention centre in England and Glasgow on (i) fatal overdose, (ii)

Figure 3: Model fit to selected calibration data ambulance call-outs for overdose, (iii) hepatitis C (HCV) infection and (iv) A&E visits and hospitalisations for skin/soft tissue infections (SSTIs).
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