
1Bradbury M, Lewer D. BMJ Open 2021;11:e046577. doi:10.1136/bmjopen-2020-046577

Open access 

Role of community drug and alcohol 
services in physical healthcare for people 
who use illicit opioids: a qualitative study 
of clinical staff in the UK

Molly Bradbury    ,1,2 Dan Lewer    1

To cite: Bradbury M, 
Lewer D.  Role of community 
drug and alcohol services 
in physical healthcare for 
people who use illicit opioids: 
a qualitative study of clinical 
staff in the UK. BMJ Open 
2021;11:e046577. doi:10.1136/
bmjopen-2020-046577

 ► Prepublication history for 
this paper is available online. 
To view these files, please visit 
the journal online (http:// dx. doi. 
org/ 10. 1136/ bmjopen- 2020- 
046577).

Received 04 November 2020
Accepted 13 July 2021

1Institute of Epidemiology and 
Healthcare, University College 
London, London, UK
2Plymouth University Peninsula 
School of Medicine, Plymouth, 
UK

Correspondence to
Dan Lewer;  d. lewer@ ucl. ac. uk

Original research

© Author(s) (or their 
employer(s)) 2021. Re- use 
permitted under CC BY- NC. No 
commercial re- use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Objectives To understand how clinicians working in 
addiction services perceive their responsibilities for 
physical healthcare of clients who use opioids, and how 
physical healthcare could be improved for this group.
Design Qualitative study comprising semistructured 
interviews.
Participants 16 clinicians, including nurses and nurse 
practitioners, nurse consultants, addiction psychiatrists, 
specialist general practitioners and psychiatry specialty 
registrars.
Setting Community- based drug and alcohol treatment 
services in the UK, with services including outpatient 
opioid agonist therapy.
Results We identified three overarching themes. First, 
clients have unmet physical health needs that are often 
first identified in community drug and alcohol services. 
Participants reported attempts to improve their clients’ 
access to healthcare by liaising directly with health 
services and undertaking other forms of health advocacy, 
but report limited success, with many referrals ending 
in non- attendance. Second, most participants saw their 
role as supporting access to mainstream health services 
rather than providing physical healthcare directly, though 
sometimes reported frustration at being unable to provide 
certain treatments such as antibiotics for a respiratory 
infection. A minority of participants felt that people who 
use illicit opioids would be best served by an integrated 
‘one- stop- shop’ model, but felt this model is currently 
unlikely to receive funding. Third, participants felt isolated 
from other health services, in part due to commissioning 
arrangements in which funding is provided through local 
government rather than the National Health Service.
Conclusions Clinicians participating in this study serve a 
patient group with unmet physical health needs, but lack 
the resources to respond effectively to these needs.

INTRODUCTION
Use of illicit opioids such as heroin is asso-
ciated with poor health and unmet health-
care needs, and mortality rates are several 
times the general population.1 2 Although 
research and interventions focus on preven-
tion and treatment of drug overdoses and 
viral infections, cohort studies in high- 
income countries suggest that more excess 

deaths in this population are caused by 
long- term physical health problems such as 
cardiovascular disease, cancers and respira-
tory disease.3 4 Poor physical health relates 
to the direct effects of drugs, lifestyle factors 
such as tobacco smoking and poor diet, and 
social exclusion such as homelessness and 
imprisonment.5 The importance of physical 
comorbidity is increasing as the population 
of people who use illicit opioids gets older. 
In 2019/2020, among people starting treat-
ment for illicit opioid use in England, 48% 
were aged 40 or older, compared with 29% in 
2012/2013.6 7

Despite the high need, qualitative research 
suggests that access to healthcare is poor. 
Barriers reported by people who use illicit 
opioids include: (A) judgemental and stig-
matising attitudes among healthcare profes-
sionals; (B) competing priorities such as 
the need to find money, accommodation or 
drugs; (C) difficulty with transport or time-
keeping; (D) being barred from services 
following missed appointments, or because 
some services will not treat patients with drug 

Strengths and limitations of this study

 ► To our knowledge, this is the first study examining 
the role of specialist community drug and alcohol 
services in the provision of physical healthcare. This 
in- depth qualitative study examines clinicians’ per-
ceptions about the role of these services in the wider 
healthcare system, and how barriers to better phys-
ical healthcare might be overcome.

 ► We interviewed clinicians from a diverse range of 
backgrounds, including those from different grades 
and professional groups, from geographical areas 
across the UK, and from different types of provider.

 ► Given the differing approaches to drug treatment 
services and general healthcare internationally, the 
results are mostly of interest within the UK.

 ► The study does not include the perceptions of clients 
of community drug and alcohol services.
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dependence; and (E) healthcare professionals ascribing 
symptoms to the use of drugs (‘diagnostic overshad-
owing’).8–10 Perceptions reported by healthcare profes-
sionals include: (A) insufficient knowledge and training 
to treat this patient group, particularly with regard to 
pain relief; (B) difficulty meeting the high needs of this 
patient group within already high workloads; (C) that 
people who use drugs seek prescriptions for non- medical 
purposes.11 12

Community drug and alcohol services (CDAS) provide 
an important point of contact between people who use 
illicit opioids and the healthcare system. In March 2020, 
a total of 140 599 people were enrolled in treatment 
for opioid use in services in England, making up 52% 
of all clients in treatment for drug or alcohol use.6 The 
number of people who use illicit opioids and who are 
not in treatment is unknown, but estimates suggest that 
approximately half are currently enrolled.13 The history 
of these services is described in more detail elsewhere.14 
Briefly, services expanded in the 1990s and early 2000s 
under a National Health Service (NHS) body called the 
National Treatment Agency. From 2013, commissioning 
was moved to local government. This coincided with 
financial cuts in many local areas, more frequent recom-
missioning, greater diversity among providers with more 
charities delivering clinical treatment and a shift of focus 
from retaining clients in treatment towards recovery. This 
change of focus included the use of ‘payment for perfor-
mance’ schemes in which CDAS received payments for 
discharging patients who are recorded as abstinent from 
drugs.15

In the UK, CDAS primarily aim to help their clients to 
stop or reduce their use of alcohol and drugs through 
psychosocial interventions and medicines such as metha-
done and buprenorphine (for opioid dependence). They 
may also offer ancillary health services, in recognition 
that some clients have unmet health needs. Emerging 
evidence suggests that some CDAS in the UK have devel-
oped models including ‘in- reach’, in which specialists 
provide visiting clinics, with recent evidence focusing on 
respiratory care and hepatitis C treatment.16–19 Current 
UK guidelines (known colloquially as the ‘Orange Book’) 
recognise the increasing health needs of clients, promote 
joint working with other health services and say that CDAS 
should undertake a range of general health assessments 
and tests, with referrals to general practitioners (GP) 
and secondary care as needed.20 However, it is unclear 
whether these actions are being done.

We aimed to explore how clinical staff in CDAS identify 
and address physical health problems among clients who 
use illicit opioids, what they perceive to be their responsi-
bilities in terms of physical health and how they think that 
physical healthcare could be improved for these clients.

METHODS
We conducted a qualitative study including semistruc-
tured one- to- one interviews with clinicians working in 

CDAS in the UK, and thematic analysis of transcribed 
interviews.

Setting and participants
We used purposive sampling, which selects participants 
who are especially knowledgeable or experienced in the 
area of interest, based on predefined criteria.21 Inclu-
sion criteria were that participants: (1) were qualified 
doctors or nurses; (2) currently work in a community- 
based drug and alcohol treatment service in the UK, 
including provision of opioid agonist therapy (metha-
done and buprenorphine); and (3) have at least 3 years 
of clinical experience. We focused on clinically quali-
fied staff because they have expertise in health needs of 
their clients and in the design of health services. Poten-
tial interviewees were identified through regional policy 
forums, provider networks and snowball sampling (where 
an interviewee suggests another interviewee). People had 
the opportunity to ask researchers about the study prior 
to participation, and provided written consent. We aimed 
to include participants from a mixture of roles, geograph-
ical regions and provider types (including those delivered 
by NHS trusts and independent charities). The recruit-
ment period was May to December 2019.

Data collection
Participants were offered face- to- face or telephone inter-
views according to their preference. Interviews were 
undertaken with either MB or DL. We developed a topic 
guide prior to the first interview, with topics including 
the participants’ perceptions of: their clients’ health and 
healthcare access; their role in terms of physical health-
care; barriers and enablers to better physical healthcare 
for their clients; and ‘ideal’ models of physical healthcare 
for their clients. We allowed participants to discuss other 
topics that they felt were relevant, and updated the topic 
guide several times during data collection as we identi-
fied new themes. Interviews lasted between 16 and 76 min 
with the median of 34 min.

Transcription, data management and analysis
Interviews were digitally recorded and transcribed 
verbatim. We used field notes taken immediately after 
interviews to identify emerging themes. For example, 
some participants discussed their relationship to other 
health services and professions, and we therefore asked 
about the importance of these relationships in subse-
quent interviews. After interviews were completed, we 
analysed transcripts using the principles of thematic anal-
ysis, following the process described by Braun and Clarke 
(see table 1).22 Transcripts were read several times and 
analysed using an inductive ‘open coding’ process to 
create 293 codes using NVivo V.12. Half of the interviews 
were coded by one author and half by another, with two 
interviews double coded and discussed between authors 
to check for reliability in the coding approach. Codes 
were deduplicated and grouped into a coding framework, 
which was used to identify the most important themes, 
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perceptions that were consistent across participants and 
areas where participants had different perceptions.

Patient and public involvement
The need for the study emerged from DL’s engagement 
with clients and staff at CDAS in London, as part of a wider 
research programme. This engagement included focus 
groups and one- to- one discussions. Clients reported chal-
lenges accessing health services such as GPs, supporting 
the findings of existing qualitative research. Staff were 
aware of these challenges, and worked with clients or 
implemented schemes to try and improve the situation. 
These experiences had not been documented previously.

FINDINGS
Participants
A total of 17 individuals agreed to participate, including 
4 consultant psychiatrists, 4 nurses or nurse practitioners, 
1 nurse consultant, 5 GPs with a special interest in addic-
tion medicine, 2 psychiatry specialty trainees and 1 drug 
worker from a nursing background. Nine participants 
were in London and the South- East, 3 in South- West 
England, 1 in North- West England, 1 in Wales and 3 in 
Scotland. Two participants were employed by the same 
service and some were employed by multiple services, and 
in total we captured 17 separate CDAS. Thirteen services 
were run by the NHS and four by charities. One partic-
ipant was not currently employed by an eligible service 
and was excluded from analysis, leaving 16 transcripts 
for analysis. There were no other withdrawals from the 
study. The characteristics of these 16 participants are 
summarised in table 2. Eleven interviews were conducted 
face to face and five were conducted by phone.

We identified three overarching themes: (1) phys-
ical health needs are often first identified in CDAS and 
clinicians act as health advocates; (2) clinicians feel they 
should support healthcare access, rather than provide 
integrated care; and (3) clinicians feel isolated from 
other health services.

Theme 1: physical health needs are often first identified in 
CDAS and clinicians act as health advocates
All participants discussed the health needs of their clients 
in detail, and said that their health is typically worse than 
people of the same age in the general population. In 
particular, several participants discussed the high prev-
alence of chronic respiratory problems and the lack of 
diagnosis and treatment. Participants said that most 
clients are unlikely to seek help for symptoms of physical 
health problems; often do not attend healthcare appoint-
ments; have difficulty getting diagnoses; and often have 
poor access to treatment pathways for long- term condi-
tions. Some participants also discussed the variation in 
healthcare access across clients:

We have got some service users who are very well en-
gaged with primary care and attend regular diabetes 
reviews or asthma reviews or COPD reviews … Equally 
we have a larger majority of people whose health is 
quite poor and they don’t engage with those services. 
(Nurse consultant)

When asked where their clients seek medical care, 
participants said that the CDAS (ie, their own service) 

Table 1 Summary of qualitative analysis and development 
of themes

Analysis stage Description

Familiarisation Transcription of interview audio files, 
reading and re- reading of transcripts.

Generating 
initial codes

293 codes generated by inductive ‘open 
coding’, with two transcripts double coded 
and discussed between authors.

Searching for 
themes

Collaborative grouping of codes into 
similar topics.

Reviewing 
themes

Identification of initial themes, which were 
mapped to a sample of five transcripts 
to ensure they were representative of the 
data.

Defining and 
naming themes

Authors discussed and refined themes, 
and selected key themes.

Producing the 
report

Description of themes illustrated with key 
quotes identified throughout the process. 
The draft report was sent to a subset 
of participants for feedback (‘member 
checking’).

Table 2 Participant characteristics

Variable Level n

Total   16

Professional group Consultant psychiatrist 4

Nurse consultant 1

GP with special interest in 
addiction

4

Nurse practitioner 4

Specialty registrar (resident) 2

Drug worker with nursing 
background

1

Geographical region London and the South- East 9

South- West 2

North- West 1

Wales 1

Scotland 3

Years of experience 
in CDAS

5 years or less 4

More than 5 years 12

Sex Male 6

Female 10

CDAS, community drug and alcohol services; GP, general 
practitioner.
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and hospital accident and emergency are often the first 
points of contact. Participants said that clients approach 
CDAS for help because they are open access and non- 
judgemental. They emphasised the importance of 
building trust with their clients over a period of time, 
and not cancelling appointments or otherwise penal-
ising clients who do not attend. All participants described 
extensive barriers to healthcare for their clients, particu-
larly relating to stigma, with one participant saying that 
‘GPs just put up barriers because they think the main 
reason they come is to get hold of drugs’ (GP 1). Partici-
pants felt that the approach in CDAS contrasted with this:

We are here, open- door policy, friendly, no barriers. 
They will come again and again for physical prob-
lems. It is then up to us to get them to see the GP or 
to get them to go to the hospital. (Consultant psychi-
atrist 2)

On identifying a physical health problem, participants 
would recommend that clients visit their GP, or help them 
make appointments, but reported that clients often did 
not attend:

You can sign- post people to GPs but they don’t then 
go. Or they actually find it really hard to get appoint-
ments. So we tend to do quite a bit of ringing the sur-
gery and booking in appointments. But that doesn’t 
guarantee they’ll go. (Drug worker)

Most participants expressed a duty to act as health advo-
cates for their clients. The most common examples were 
helping clients book GP and outpatient appointments, 
reading and responding to letters and encouraging other 
health services to see clients at a time when the client is 
more likely to attend (sometimes immediately). Other 
examples included peer support, in which emotional and 
practical support is provided by trained volunteers with 
personal experience of using opioids, and when staff at 
CDAS play a coordinating role in intensive healthcare 
interventions:

People end up in a really bad way and everyone is 
really worried. An example being when they have tu-
berculosis or they have endocarditis … All of a sud-
den specialist services realise the key to this person is 
the substance misuse service, because that’s the place 
they actually attend. (GP 1)

Some elements of physical healthcare were unanimously 
considered ‘core’ to CDAS. All participants described 
physical health assessments for new clients and at variable 
intervals, and screening for bloodborne viruses (though 
the viruses screened varied, with all services screening for 
hepatitis C and some also screening for hepatitis B and 
HIV). The physical health assessments were often focused 
on the safety of opioid agonist medications:

It happens around the addiction if you see what 
I mean. It is all focused on whether they are well 
enough to have Subutex or methadone … It’s not 

about wider health issues. I mean you’d probably 
struggle to get them to do anything about an infected 
leg ulcer for example … It’s not their area of exper-
tise, it’s not an area they are comfortable with. (Nurse 
practitioner 2)

Theme 2: clinicians feel they should support healthcare 
access, rather than provide integrated care
All participants agreed that the best physical healthcare 
is available in general practice and hospitals. Related to 
the health advocacy role described above, participants 
saw their role in terms of physical health as supporting 
access to mainstream health services. Participants gave 
three reasons for this.

First, medical expertise in CDAS was primarily from a 
psychiatry background:

I’m a psychiatrist. I’m not a general practitioner. I’m 
way out of practice for general health, I can’t do that. 
Apart from checking pulse and blood pressure. I’m 
not able to do much more than that. (Consultant psy-
chiatrist 4)

The complexity of clients’ health needs, particularly 
related to liver disease, respiratory disease and mental 
health problems, meant that specialist skills are often 
needed, beyond what could be delivered within CDAS:

As soon as someone’s liver starts failing that becomes 
much more complex. Anyone who is not having treat-
ment for their HIV, the potential illness that they can 
have are not going to be easy to manage. So it makes 
sense to make sure they are supported in the special-
ist services. And that’s what the focus is, to get them 
into the right services. (Nurse practitioner 2)

Second, some participants discussed their clients’ right 
to the same health services as the general population. 
They said that clients want to be treated like everyone else 
and should have the opportunity to build relationships 
with their GP. One participant said colocating healthcare 
and drug and alcohol services means ‘telling that person 
that you’re in addiction services, and you’re different’ 
(GP 2). Some participants felt that engaging with health 
services is part of clients’ recovery and enables them to 
develop personal and social resources, and provision of 
‘one- stop- shop’-type healthcare may impede recovery:

Initially it seemed odd to me that we couldn’t do that 
coincidental stuff. So you turn up for your substance 
misuse appointment but you’ve run out of your asth-
ma inhalers. Now a GP, if you turned up with your 
infected toenail but said can you check my [blood 
pressure], most GPs would see that as an opportunity 
… It was initially quite difficult for me to get my head 
around that I couldn’t do that stuff … But I think 
if more of their medical care starts getting delivered 
from the substance misuse services to some extent we 
are further isolating them from normal care streams. 
We’re not enabling them to make use of all of the 
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services that are provided for them … Trying to sup-
port the client into accessing regular services is prob-
ably more sustainable than simply abandoning ship 
and delivering everything to them in an institutional 
way. (GP 1)

Third, participants discussed constrained financial 
resources and the need to focus on providing treatment 
for drug dependence. They felt that additional responsi-
bilities would not be safe or desirable and would dupli-
cate other services. One participant discussed cuts over 
recent years and the difficulty of providing broader care:

You have to figure out ways of focusing on the core of 
your business, and you need to define that, you don’t 
have a lot of time for additional stuff … Unless there 
is an injection of cash, which is very very unlikely, we 
are going to end up neglecting our core business to 
do something that someone else is supposed to be 
doing. (Consultant psychiatrist 3)

Despite their efforts to improve access to mainstream 
healthcare, all participants acknowledged that many of 
their clients have poor access. In contrast to the partic-
ipants who felt that CDAS should focus on supporting 
better access to mainstream health services, a minority of 
participants felt that CDAS should provide a ‘one- stop- 
shop’ service in which primary care is provided alongside 
drug treatment. These participants often focused on the 
needs of clients with the greatest barriers to healthcare, 
including those experiencing homelessness, using a lot 
of illicit drugs, with serious mental health problems and 
with no recourse to public funds. For example, one partic-
ipant discussed the benefits of a previous CDAS model 
that offered GP appointments and wound care:

We have a lady who is coming here who had a DVT. 
I could see it’s flaring up. She came in and there was 
an ulcer which looked bad. Each time she comes in 
it was can you please see your GP … I used to work 
in a service that had a GP clinic in there. That was re-
ally good … People who had ulcers could have their 
wound dressed. They come for the drug service but 
they get everything in there. (Nurse practitioner 1)

Although the majority of participants felt that colo-
cated primary care and drug treatment is not desirable, 
most nonetheless described existing models in which 
some elements of physical healthcare are provided at the 
CDAS in partnership with other local health services. This 
usually involved hepatitis C treatment, as part of the hepa-
titis C elimination programme in the UK. Some partici-
pants described visiting specialists running clinics within 
CDAS, which was described as ‘in- reach’, while others were 
directly commissioned to deliver hepatitis C treatment. 
Other participants described hospital outpatient services 
that reserved clinics for their clients, with CDAS staff 
responsible for booking appointments. One participant 
described this model for respiratory and gastroenterology 
clinics. These models were felt to improve accessibility, 

but were often temporary because they relied on specific 
individuals or short- term project funding.

In terms of medicines, most participants were only able 
to prescribe opioid agonists, and some expressed the 
desire to prescribe a wider range of medicines in an oppor-
tunistic manner. Some were able to prescribe specific 
medications through Patient Group Directives (template 
prescriptions used in specific circumstances), with partic-
ipants mentioning antibiotics for skin and respiratory 
infections, vaccinations and long- acting reversible contra-
ception. Perceptions about broader prescribing were 
mixed. One participant wanted to make simple prescrip-
tions where they were needed, and said commissioners 
determined the limited prescribing options. Others felt 
that a more general prescribing function would be unde-
sirable because it would demand more clinical skills, may 
duplicate primary care and could change their relation-
ship with clients. GPs, for example, sometimes have diffi-
culty negotiating prescriptions such as gabapentinoids 
and benzodiazepines; drugs that are often used alongside 
illicit opioids.

Theme 3: clinicians feel isolated from health services
All participants felt their services were comparatively 
poorly funded, and some felt their funding was insuffi-
cient to provide good quality core services. Participants 
related cuts to their funding to the Health and Social 
Care Act 2012, which led to CDAS being funded through 
local government rather than the NHS. Participants said 
that these cuts led to reduced staffing and a more limited 
scope of services and reduced clinical staffing:

The previous service I used to work in, we had nurs-
es that worked in our needle exchange service. They 
did full leg ulcer treatment. They did full dressings. 
And would see any of our clients across the service 
… I haven’t recently seen quite so much of that, sim-
ply because I think most services around the county 
are struggling to deliver on what budget you’re given. 
(Nurse practitioner 4)

Many participants expressed frustration about cuts, 
describing them as counterproductive because they 
would lead to greater healthcare use in other parts of the 
healthcare system. Some participants felt that cuts were 
related to stigma towards people who use illicit drugs, with 
a perception that austerity in the UK had been dispropor-
tionately applied to CDAS. Participants were pessimistic 
about the prospects for better funding:

The less you support people the less you help people 
in that situation. They become more chaotic and the 
more chaos means that they access services in a way 
that’s more expensive. It’s a bit counterproductive. 
But yeah. That’s a political question. (Nurse practi-
tioner 2)

As well as reducing funding, participants described 
short ‘commissioning cycles’ as a barrier to investment 
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and development of relationships with other health 
services:

Why would I embark on a long and painful process 
of meeting with all kinds of people and writing poli-
cies and buying hardware and equipment and getting 
remote logins if we lose the contract next year and it 
will all just get scrapped? (GP 1)

Participants discussed feelings of isolation from other 
health services. Fragmented approaches to commis-
sioning mean that CDAS are not able to provide holistic 
care for their patients, and can only refer patients to 
other health services. Referring to commissioning via 
local authorities, one participant said:

That happened back in 2012 with the Health and 
Social Care Act. But it means we are only really al-
lowed to prescribe opioid substitution medications, 
that’s the only thing on our license … There’s a lot of 
‘not out of my budget’ approaches. The commission-
er has decided that’s what we can prescribe so that’s 
it. So sometimes we see people and they need antibi-
otics, or they need an inhaler refill … And we can just 
refer them to the GP. And more often than not they 
don’t go. (Psychiatry specialty registrar 1)

Most participants felt their communication with other 
health services was poor, describing difficulty finding 
out about interactions between clients and other health 
services. All participants felt that communication with 
GPs enabled better drug treatment and general phys-
ical healthcare, but most felt that this communication 
was partial and varied by GP surgery. Some participants, 
particularly those working in services not provided by 
the NHS, reported that these difficulties were due to 
incompatible computer systems or a lack of data- sharing 
protocols.

DISCUSSION
Summary
Participants in this study felt that their clients have exten-
sive unmet physical health needs. They reported that 
CDAS are sometimes the only point of contact that clients 
have with health services. They felt isolated from other 
health services and had limited resources to support 
clients with physical health problems.

Although all participants recognised these problems, 
they had different perceptions of the appropriate role 
of CDAS in the provision of physical healthcare. Most 
felt that CDAS are not an appropriate place for physical 
healthcare to be delivered. Many nonetheless provided 
some elements of physical healthcare. The most common 
example was treatment for hepatitis C, with other examples 
including wound care, contraception and tetanus vacci-
nations. Many participants reported difficulty providing 
interventions deemed essential in clinical guidelines,20 
citing disinvestment in CDAS. Overall, the provision of 
interventions targeted at physical health varied widely 

among our participants. Participants felt that longer term 
management of physical health problems is best done in 
primary care, and therefore focused on making referrals 
and advocating for clients. This approach had limited 
success, and referrals to GPs and other health services 
often end in non- attendance.

Most participants were sceptical about colocated 
models (or ‘one stop shops’) of primary care and drug 
treatment services. This scepticism was based on concerns 
about funding, equitable care and the ability of CDAS to 
deliver ancillary services in the context of financial cuts 
and reduced staff. While participants did not articulate a 
common solution or preferred model of physical health-
care for their clients, all discussed the need for more 
financial resources, more staff and better integration with 
other health services. ‘Integration’ has many meanings. 
For example, participants discussed models including 
‘in- reach’ where specialists visit CDAS, dedicated clinics 
for CDAS clients at hospitals and more multidisciplinary 
services. Clearer definitions of the possible models of 
integration may help professionals and clients to advo-
cate for solutions.

Strengths and limitations
To our knowledge, this is the first study exploring staff 
perceptions of the role of CDAS in the provision of phys-
ical healthcare. Our sample included participants from 
different clinical backgrounds and grades, different types 
of service provider (with a mixture of NHS and charity 
organisations) and different regions of the UK.

Despite this variation within the sample, our partici-
pants may differ from other clinicians working in CDAS. 
First, participants may be particularly engaged with 
physical health problems because we recruited through 
policy forums and networks where the general health 
of people who use drugs is discussed. Second, several 
participants worked in urban areas such as London, 
Glasgow and Cardiff, where there are clusters of specialist 
health services for marginalised populations. Partic-
ipants working in these areas described the benefits of 
referring clients to open- access health services designed 
for people experiencing homelessness, for example. For 
these reasons, clients of participants in our study may 
have better- than- average access to physical healthcare. 
Third, the small sample size means we may have selected 
an unusual group even if we used random sampling.

Given the sampling method and our qualitative meth-
odology, our findings cannot be generalised to other 
clinicians or services.

To keep the study focused, we only included CDAS 
staff with clinical training. This means we excluded other 
groups with expert knowledge about this topic, partic-
ularly non- clinical CDAS staff such as drug or social 
workers, and clients. Exclusion of clients means that 
the barriers to healthcare are reported ‘second- hand’. 
However, other studies have documented the healthcare 
experiences of people who use illicit drugs.8–10
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Comparison with existing literature
A body of qualitative research has documented barriers 
to healthcare for people who use opioids.9–12 23 These 
barriers are consistent with those reported by participants 
in our study, though participants in our study placed 
greater emphasis on individual behaviours, while studies 
that include people who use opioids emphasise structural 
barriers such as stigma. Participants discussed common 
experiences of social exclusion in this population, such 
as homelessness, prison, serious mental health problems 
and sex work, which is consistent with other descriptions 
of people who use illicit opioids.3 5 24 Other research 
suggests that one in three people in opioid agonist therapy 
has chronic obstructive pulmonary disease,16 17 consistent 
with participants’ concern about the respiratory health 
of their clients. The importance of these issues is likely 
to increase in the future. In the UK, large numbers of 
people started using heroin in the 1990s.25 As this cohort 
ages, the average age of CDAS clients is increasing, and 
the health and social needs of this group are becoming 
more complex.

Participants had different opinions about the desir-
ability of a ‘one- stop- shop’ approach to healthcare for 
people who use illicit opioids. Those who did not support 
this model felt that it is unfeasible, or that it conflicts 
with patient recovery. We are not aware of other studies 
that have shown this tension between patient recovery 
and colocation of services. ‘One- stop- shop’ models have 
been developed for populations including people who 
use drugs, living with HIV and experiencing homeless-
ness.26–29 Research in the USA has evaluated integrated 
drug treatment and primary care (sometimes called 
‘shared care’).30 31 These studies suggest that the model 
is associated with increased drug abstinence, but the asso-
ciation with health outcomes is unclear, partly relating 
to the difficulties with study design. Some participants in 
our study discussed the importance of offering additional 
support when clients use open- access harm reduction 
services such as needle exchanges, as some individuals 
may not use any other services. This perspective reflects 
the approach often taken in drug consumption rooms, 
which first offer food, clothes and basic acute medical care 
such as abscess and wound care, and later offer referrals 
to health services that can provide longer term manage-
ment of health conditions.32 In this model, the harm 
reduction service is the ‘way into’ other health services. 
This reflects the ‘health advocacy’ role that participants 
discussed, though participants did not feel they have the 
resources to play this role effectively.

All participants in our study discussed financial cuts to 
their services. Cuts are difficult to measure but were esti-
mated at 30% on average between 2012 and 2015, with 
further cuts planned.33 These cuts were highlighted in a 
recent government- sponsored review,34 which said that ‘a 
prolonged shortage of funding has resulted in a loss of 
skills, expertise and capacity from this sector’, that it is 
likely ‘many areas are now offering the bare minimum 
service with large increases in worker caseloads’ and that 

cuts have resulted ‘in what are seen as “nice- to- haves” 
being cut’. These ‘nice- to- haves’ are likely to include 
interventions that aim to improve access to physical 
healthcare.

CONCLUSIONS AND IMPLICATIONS FOR RESEARCH
Our study adds to existing evidence that people who use 
opioids have unmet health needs. We found that CDAS 
recognise this problem and act as health advocates for 
their clients, but report limited success. Participants did 
not articulate a common solution, discussing potential 
improvements to the accessibility of mainstream services 
and various models of integrated care. Economic evalu-
ation of pilots may be useful as there is a potential for 
financial savings, given the high frequency of unplanned 
healthcare among people who use illicit opioids.35
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