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Abstract 

Background 

People who inject drugs may experience difficulty accessing or maintaining involvement with 

traditional healthcare services. This is associated with increased health inequalities and bio-

psychosocial difficulties. Embedding physical healthcare services within community-based drug 

services may provide a practical and feasible approach to increase access and delivery of healthcare. 

This study explored the acceptability of, and barriers and facilitators to, embedding a pilot physical 

healthcare service within a community-based drug service in the United Kingdom (Bristol, England). 

Methods 

Semi-structured interviews were conducted with service users (people who inject drugs) (n=13), and a 

focus group was conducted with service providers (n = 11: nine harm reduction workers, two nurses, 

one service manager). Topic guides included questions to explore barriers and facilitators to using 

and delivering the service (based on the COM-B Model), and acceptability of the service (using the 

Theoretical Framework of Acceptability). Transcripts were analysed using a combined deductive 

framework and inductive thematic analysis approach.  

Results 

The service was viewed as highly acceptable. Service users and providers were confident they could 

access and provide the service respectively, and perceived it to be effective. Barriers included 

competing priorities of service users (e.g. drug use) and the wider service (e.g. equipment), and the 

potential impact of the service being removed in future was viewed as a barrier to overall healthcare 

access. Both service users and providers viewed embedding the physical health service within an 

existing community-based drug service as facilitating accessible and holistic care which reduced 

stigma and discrimination. 

Conclusions 

The current study demonstrated embedding a physical health service within an existing community-

drug based and alcohol service was acceptable and beneficial. Future studies are required to 
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demonstrate cost-effectiveness and ensure long-term sustainability, and to determine transferability of 

findings to other settings, organisations and countries. 

Keywords 

People who inject drugs; acceptability; barriers and facilitators; healthcare; drug services; 

implementation  
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Introduction 

Each year 500,000 deaths are attributed to drug use, with opioids accounting for over 70% (World 

Health Organisation, 2020). Opioid-related health difficulties are an increasing problem globally. For 

example, in the United States of America opioid-related overdose deaths increased by 120% between 

2010 and 2018 (Rana et al., 2020). In England and Wales (United Kingdom, UK), the number of 

opioid-related deaths doubled between 2012 and 2015 alone (Office for National Statistics, 2017), 

and the average age of both the opioid-dependent population and deaths have increased significantly 

(Hickman et al., 2018; Public Health England, 2017). This poses an increasing public health and 

physical healthcare challenge due to opioid dependence being associated with increased likelihood of 

(accidental) overdose, suicide and premature mortality (Degenhardt et al., 2011; Murray et al., 2013).  

Opioid-dependent people who inject drugs (PWID) have complex health needs due to increased risk 

of blood borne viruses (BBV), sexually transmitted infections (STIs), or experiencing respiratory, 

cardiac, dental or dietary conditions (Cornford & Close, 2016; Degenhardt et al., 2019). This makes 

accessing healthcare vitally important. However, PWID often encounter significant barriers to 

accessing healthcare, including increased likelihood of experiencing stigma and negative healthcare 

service provider interactions, anxiety or procrastination about accessing services, severity of 

dependence, and burden, challenges or competing needs for accessing services or resources (Ahern 

et al., 2007; Ayon et al., 2018; Bazzi et al., 2019; Harris & Rhodes, 2013; Lan et al., 2018; McCoy et 

al., 2001; Von Hippel et al., 2018). Additionally, drug injecting and mental health difficulties are 

strongly associated with PWID having increased prevalence of depressive and co-morbid psychiatric 

conditions (Genberg et al, 2019; Williams et al., 2017). Such mental health conditions may further 

exacerbate aforementioned barriers to accessing and engaging in healthcare services and treatments 

(Adams et al., 2020; Buckingham et al., 2013). 

PWID are more likely to delay access to healthcare by five or more days after symptoms first appear 

compared to the general population (Heath et al., 2016; Hope et al., 2015), or to not access it at all 

(Nambiar et al., 2017). Once admitted to hospital PWID are also more likely to leave against medical 

advice (Lewer et al., 2020; Ti & Ti, 2015). This is problematic from PWIDs’ perspectives in terms of 

unmet needs and worse health outcomes (Ahern et al., 2007). It is also challenging from a healthcare 

perspective due to increased inequity, pressure on healthcare services from frequent and/or 
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avoidable admissions, and increased financial challenges for health (and particularly drug) services 

(Harris et al., 2018; Hope et al., 2015; Islam et al., 2012; Nambiar et al., 2017). 

Healthcare programmes may be tailored specifically to the needs of service users in order to 

overcome challenges with provision and use. This may include integrating programmes within existing 

services such as incorporating Hepatitis C care within community-based needle and syringe 

programmes and drug and alcohol (rather than traditional health) services (Morris et al., 2017; 

Muncan et al., 2021), or the development of new targeted initiatives such as peer outreach point-of-

care testing for Hepatitis C (Broad et al., 2020). Healthcare programmes tailored specifically to PWIDs 

have demonstrated promise for increasing usage and improving health outcomes, but require 

systemic changes to policy and healthcare delivery (Harris & Rhodes, 2013). For example, a 2019 

systematic review (Socías et al., 2019) of integrated models of care for PWID with Hepatitis C 

indicated integrated approaches show promise for enhancing engagement; however the co-authors 

concluded that this was caveated by evidence currently being limited in quality. A further systematic 

review also demonstrated integrating Hepatitis C care within harm-reduction services or primary care 

demonstrate promise for enhancing engagement with testing, treatment and cure rates (Oru et al., 

2021). Such PWID-specific programmes may facilitate access to healthcare by reducing stigma and 

discrimination, and increasing service users’ involvement in their care (Ti & Kerr, 2013). However, to 

effectively engage and retain PWID, services must account for logistical factors, promote positive 

social interactions between service users and providers, include support strategies to retain users, 

and account for service users overall treatment and recovery processes (Morris et al., 2017; Rich et 

al., 2016). Despite aforementioned systematic reviews demonstrating promise for integrated physical 

health services within PWID-specific services (Oru et al., 2019; Socías et al., 2019), the lack of high 

quality evidence highlighted the need for robustly designed community-level programmes which seek 

to understand and address key barriers to PWID service provision and usage (Fernandes et al., 

2017). 

In recognition of rising drug-related deaths, Public Health England (PHE) (England, UK) called for 

joint working between local government authorities and healthcare services. In particular, the need for 

specialist drug services to support service users to access healthcare by either developing 

partnerships with specialist drug services (e.g. sign-posting, referrals, support), or embedding 
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healthcare services within the existing specialist drug and alcohol services themselves (Public Health 

England, 2017). Embedding healthcare within existing services has the potential to overcome some of 

the aforementioned challenges for PWID by providing a feasible and trusted approach (Islam et al., 

2012). 

Implementing new healthcare interventions that are acceptable to both service users and providers, 

and deliver effective outcomes, is challenging (Eccles et al., 2009; Michie et al., 2009). Consequently, 

the Medical Research Council (MRC) complex intervention guidance (Medical Research Council, 

2019) outlines the importance of planning for the upstream implementation of interventions through 

piloting services and assessing their acceptability and feasibility prior to wider-scale rollout. Despite 

this, intervention acceptability is often poorly defined and/or seen as a uni-dimensional construct with 

interventions either deemed acceptable or unacceptable rather than exploring the factors influencing 

this (Sekhon et al., 2017). Additionally, the wide range of influences on behaviours may be discounted 

with interventions neglecting comprehensive understanding of behaviours and behaviour change 

(Michie et al., 2011).  

Behavioural and implementation frameworks may integrate what is known about the influences on 

behaviour to enhance understanding of interventions. Behavioural science frameworks allow those 

involved in intervention research, design and facilitation to further understand effectiveness and 

engagement. However, due to the complex nature of behaviour and behaviour change there is no 

universal model, and as such tailored selection and application of specific models is required and in 

some instances the use of more than one model may be useful to explore multiple constructs 

(Hastings et al., 2020). 

The acceptability of healthcare interventions may be deemed as dichotomous, with interventions 

being deemed as either acceptable or unacceptable by those involved. However, healthcare 

interventions are complex and many factors may influence the degree to which those involved 

perceive an intervention to be acceptable, with interventions that are more acceptable being more 

likely to have improved outcomes (Sekhon et al., 2017). The Theoretical Framework of Acceptability 

(TFA) (Sekhon et al., 2017) is a behavioural science framework that may be used to assess the 

acceptability through seven different dimensions which are proposed to influence whether and how 
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acceptable healthcare interventions are perceived to be (i.e. ‘Affective Attitude’, ‘Burden’, ‘Ethicality’, 

‘Intervention Coherence’, ‘Opportunity Costs’, ‘Perceived Effectiveness’, and ‘Self-Efficacy’). 

The factors influencing behaviour change within interventions is often poorly understood and reported 

(Michie et al., 2009). In order to not only understand whether or not interventions are effective, but 

also to improve and replicate them, it is critical to investigate the barriers and facilitators to 

interventions for those actually involved in providing or using the programmes. The COM-B Model 

(Michie et al., 2011) proposes that in order to engage in a specific behaviour an individual must have 

the ‘Capability’, ‘Opportunity’, and ‘Motivation’ to do so. Capability relates to one’s physical and 

psychological ability to engage in the behaviour, motivation relates to ones’ reflective and automatic 

processes regarding engaging in the behaviour, and opportunity relates to the social as well as 

physical factors external to the individual that are required to be able to conduct the behaviour.  

The TFA has been applied to understand the acceptability of interventions, and COM-B the factors 

influencing the likelihood of engaging in specific behaviours, across a range of healthcare settings 

and interventions (Hamilton et al., 2020; Herbeć et al., 2020). This includes PWID programmes such 

as  community-based point-of-care Hepatitis C testing (Latham et al., 2019), HIV self-sampling 

(Brown et al., 2018) and HIV point-of-care testing (Corker et al., In-Press;). In order to not only 

determine the factors influencing the acceptability of a healthcare intervention from service users’ and 

service providers’ perspective, but also the barriers and facilitators that influence engagement with the 

intervention, the application of both TFA (Sekhon et al., 2017) and COM-B (Michie et al., 2011) may 

provide a practical, feasible and beneficial approach (Corker et al., In-Press). 

Methods 

Aim 

This pilot study aimed to apply two behavioural science frameworks to explore the acceptability of 

(TFA (Sekhon et al., 2017)), and barriers and facilitators to (COM-B (Michie et al., 2011)), using and 

delivering a physical health service within an existing drug service from the perspective of service 

users and providers. 

Design 

Semi-structured qualitative interviews with service users and a focus group with service providers. 
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Ethical Considerations  

The study received ethical approval from the University College London Research Ethics Committee 

(2019; Ref: 15851/001). 

Setting and Intervention  

The study was conducted in Bristol, a city of 463,400 people located in South West England (UK) 

(Bristol City Council, 2020). Bristol is among the five English regions with the highest PWID 

prevalence (15.66 per 1,000 people), with approximately twice as many PWID as the national 

average (Hay et al., 2019). Between 2014 and 2017 the proportion of PWID using walk-in clinics 

increased from 20% to 33%, emergency department usage remained above 40%, and 21% of PWID 

secondary care (hospital) admissions related to injecting injuries or related infections (Public Health 

England, 2018).  

Bristol Drugs Project (BDP) (https://www.bdp.org.uk/) is an independent charity agency that provides 

advice, information and services tailored to people with drug and alcohol difficulties. BDP is based at 

a single-site (Bristol, UK) and conduct outreach initiatives across Bristol. BDP Harm Reduction 

Workers facilitate a range of initiatives specific to the needs of different PWID groups. These include 

support initiatives for women (e.g. Women’s Morning), children & young people (e.g. Youth Groups, 

Cannabis Support), older adults (e.g. The 50+ Crowd), students, LGBT+ (e.g. We are Prism), 

veterans, and people experiencing bereavement through addiction (https://www.bdp.org.uk/get-

support/). Additionally, BDP Harm Reduction Workers facilitate health and harm reduction, needle and 

syringe programmes, mobile harm reduction, and shared-care opioid substitution treatment. 

Traditionally in Bristol, PWID healthcare has been provided through the National Health Service 

(NHS). In 2018, BDP contacted the local NHS primary healthcare authority (https://brisdoc.co.uk/) 

with a view to trialling embedding a pilot physical health service within BDP aimed at meeting service 

users’ physical needs, improving health, and reducing unnecessary and/or preventable NHS usage. A 

non-prescribing nurse-led walk-in service (Monday-Friday and every second Saturday 10:00-12:00) 

was embedded within BDP. This involved implementing the nurse-led walk-in service alongside 

existing BDP Harm Reduction Workers to identify service users requiring healthcare support, 

facilitating PWID to be seen by a nurse immediately or with minimal wait, providing specific healthcare 

treatments, and sign-posting or referring on for healthcare concerns beyond the scope of the service 

https://www.bdp.org.uk/
https://www.bdp.org.uk/get-support/
https://www.bdp.org.uk/get-support/
https://brisdoc.co.uk/
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(e.g. prescriptions). At the time of data collection (October–November 2019), services provided by the 

BDP non-prescribing nurse walk-in service included: 

 Safer injecting advice. 

 Overdose prevention and naloxone supply. 

 BBV screening, vaccinations (particularly Hepatitis B), treatments and referrals. 

 Liver health including Fibroscan and onward referrals. 

 Wound management including self-management teaching, dressings, antibiotics, identification of 

systemic infections, and onward referrals. 

 Methicillin-resistant Staphylococcus Aureus advice and screening. 

 Respiratory health assessments including flu vaccinations, tobacco cessation, and Tuberculosis 

identification.  

 Deep Vein Thrombosis assessments including Clexane injections and onwards referrals. 

 Identification and brief advice for alcohol. 

 Thiamine prescriptions. 

 Sexual health advice and STI testing including emergency contraception, pregnancy testing and 

onward referrals. 

 Healthy eating and dental advice and onward referrals. 

 Sign-posting and referrals (e.g. GPs). 

Participants and Recruitment 

Inclusion criteria for service user participants were: i) known BDP service users; (ii) accepted or 

refused the physical health service; (iii) 18 years-of-age or older (legal age of consent in England); (iv) 

deemed by BDP staff to have capacity to consent (in accordance with the Mental Capacity Act 

(Department of Health, 2005); and (v) not known by BDP to act in an aggressive, threatening or 

abusive way to themselves or others.   

Inclusion criteria for service provider participants were: (i) involved in the development and/or 

provision of the physical health service; and (ii) 18 years-of-age or older.  

Participation was voluntary and all participants provided informed, written consent. Studies involving 

PWID may experience challenges with recruitment and engagement. Providing vouchers is ineffective 
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as they are often traded for lesser monetary value, thus devaluing participants’ contributions. 

Therefore, service user received a £10 ‘thank you’ for participation in cash, deemed an appropriate 

approach and amount in this setting (Kesten et al., 2017; Ritter et al., 2003).  

Service users were recruited by BDP nurses who identified, screened for inclusion/exclusion, and 

provided potentially eligible participants with a study information sheet and invitation to participate in 

one-to-one interviews. Service providers were recruited by a BDP staff member (RA) who provided 

potentially eligible providers with a study information sheet and an invitation to participate in a focus 

group. 

The initial target sample size for individual interviews with service users was 13, based on 

recommendations for sample size in qualitative research and the principles of thematic saturation 

(Francis et al. 2010). The sample size for the service provider focus groups was limited by the number 

of BDP staff involved with the physical health service and practical service requirements (n= 11).  

Materials 

Semi-structured, two-part interview guides were developed for the individual interviews with service 

users and focus group with service providers. Both guides included questions related to each domain 

of the TFA and COM-B frameworks (Table 1). In both topic guides, part 1 focused on exploring 

participants’ views on the acceptability of the BDP physical health service structured around the 

domains of the TFA (Sekhon et al, 2017). Part 2 explored barriers and facilitators to accessing the 

physical health service (service users) or delivering the service (providers) structured around the 

COM-B model (Michie et al., 2011) domains to ensure the full range of potential individual, socio-

cultural and environmental factors were explored. Both topic guides were piloted with service 

providers and a Patient and Public Involvement representative group prior to data collection to ensure 

questions were clear and comprehensive. The final versions of the topic guides are available in 

Supplementary file 1.  
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Table 1: Domains, definitions and example questions and prompts for the Theoretical Framework of Acceptability (TFA) and COM-B Model 

Theory Construct/ 
Domain 

Sub-Domain Definition Example question from 
Service User topic guide 

Example prompt from 
Service Provider topic guide 

TFA Affective 
Attitude 

N/A How an individual feels about the 
intervention 

How did being offered the service 
make you feel? 

How did you feel about adding the 
Physical Health Service to BDP? 

Burden The perceived amount of effort that 
is required to participate in the 
intervention 

How convenient was being offered 
healthcare as part of BDP? 

How easy or difficult was offering 
the Physical Healthcare Service? 

Ethicality The extent to which the 
intervention has a good fit with 
individual’s value system 

Did you think being offered the 
Physical Health Service by BDP 
was appropriate? 

Do you think the service should 
also be offered to other people 

Intervention 
Coherence 

The extent to which the participant 
understands the intervention and 
how it works 

What did you understand about the 
Physical Health Service and what it 
involved? 

Could you summarize what offering 
the Physical Healthcare Service 
involved? 

Opportunity 
Costs 

The extent to which benefits, profits 
or values must be given up to 
engage in the intervention 

How much of a priority is your 
health in your day-to-day life? 

Are there other priorities that made 
the service difficult? 

Perceived 
Effectiveness 

The extent to which the 
intervention is perceived as likely to 
achieve its purpose 

How good was the service at 
meeting your needs? 

How effective do you think the 
service is? 

Self-Efficacy The participant’s confidence that 
they can perform the behaviour(s) 
required to participate in the 
intervention 

Did you feel able to do what you 
needed to access the service? 

How easy or difficult was providing 
the service? 

COM-B Capability Psychological Any mental process or skill that is 
required for the person to perform 
the behaviour 

Was there anything that you did on 
the day of using the service that 
made you decide to use it? 

How do you decide whether to offer 
the service? 

Physical Any set of physical actions that 
require an ability or proficiency 
learned through practice 

What did you do to sort out any 
previous health issues? 

Is there any training that you think 
would have been helpful? 

Opportunity Social Influences that come from friends, 
family, colleagues and other 
influential people that support the 
doing or not doing of a behaviour 

Do you know other people who 
have used the service? 

How did the service fit within the 
BDP team culture and ways of 
working? 

Physical Anything in the physical 
environments that discourages or 
encourages the performance of the 
behaviour 

How convenient was being offered 
healthcare as part of BDP? 

Does BDP have the resources it 
needs? 

Motivation Automatic Emotional responses, desires and 
habits resulting from associative 
learning and physiological states 

What encouraged you to use the 
service? 

To what extent has offering the 
service become a habit? 

Reflective Beliefs about what is good and 
bad, conscious intentions, 
decisions and plans. 

Can you think of any ways people 
who inject drugs might need 
healthcare? 

To what extent will the service 
improve service users’ health? 
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Procedure 

Both the interviews and focus group were conducted by a trained researcher (NA) face-to-face with 

participants in the BDP Health & Harm Reduction Centre (Bristol, UK) between October and 

November 2019. Interviews and the focus group were audio-recorded, transcribed verbatim, and fully 

anonymised so that no individual could be identified from the data.  

Data Analysis 

Interview and focus group transcripts were analysed separately, using QSR NVivo version 12™. Data 

was analysed using a four-stage, combined inductive thematic and deductive framework analysis 

approach in line with published guidance (Atkins et al., 2017):  

1. Familiarisation: a trained researcher (NA) read and re-read transcripts in depth and 

developed an initial code book, which included examples of potential participant responses 

that could correspond to different domains of the TFA and COM-B. This codebook was 

regularly reviewed by the research team and updated throughout the analysis process in 

Steps 2 and 3.  

2. Deductive framework analysis: participant responses were initially sorted and sifted by coding 

the response to the domain(s) from each framework they were judged to best represent. For 

instance, “I’ve just been seeing her ever since.  This was about six, seven months ago, so 

any injuries or anything I get, I always straight here to see her first” fell under the domain 

‘Motivation-Automatic’. 

3. Inductive thematic analysis: similar responses coded to each domain within each framework 

were then grouped together and a theme label inductively generated to summarise the shared 

meaning between the participant responses. For example, “I’ve just been seeing her ever 

since.  This was about six, seven months ago, so any injuries or anything I get, I always 

straight here to see her first” and “Yeah, now it’s a routine for me, coming in here” were 

grouped together under the theme label ‘Habit or routine.’  At this stage, a second researcher 

(FL) independently reviewed all themes generated to assess whether there was agreement 

that: 1) the theme label represented the shared meaning of the responses contributing to that 

theme; 2) the theme corresponded to the domain of the TFA or COM-B it was allocated to. 

Any disagreements were discussed and theme labels refined or reallocated to a different 
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domain until consensus was reached. Themes identified as relating to acceptability (TFA) 

were classified as indicating the service was acceptable, unacceptable or mixed. Themes 

identified as relating to using or delivering the physical health service (COM-B) were classified 

as either a barrier, facilitator, or mixed/both.  

4. Identifying key domains in each framework using established criteria (Atkins et al. 2017):  

frequency (number of participants contributing to that domain) and elaboration (number of 

themes within each domain).
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Results 

Participants 

Fourteen service users who accepted the physical health service were identified by the BDP nurse as 

potentially satisfying the inclusion criteria and invited to participate. One participant (unknown to BDP 

staff supporting recruitment) took substances immediately prior to the interview and their responses 

were inaudible. As a consequence, informed consent could not be assumed and their interview was 

not included in the analysis. Thirteen service user interviews were conducted with a mean duration of 

26m36s (range: 12m10s-44m55s). No service user who declined the physical health service satisfied 

the inclusion criteria and/or accepted the invitation to participate. As demonstrated by Supplementary 

File 2, no new themes were emerging and data saturation was reached by service user 13. 

Eleven service providers identified as satisfying the inclusion criteria were invited, with all providing 

consent to participate in the focus group (duration: 1h49m29s). Participants’ professions included 

eight Harm Reduction Workers, two Nurses and one Service Manager. 

Themes across both frameworks 

Tables 2 and 3 demonstrate the themes within each domain of COM-B and TFA for service users and 

providers respectively, including example quotes. While COM-B and TFA models were developed 

independently there are similarities between the constructs within each model. Therefore, certain 

themes (e.g. ‘Knowledge of service or treatment available’) were classified as representing both 

COM-B (e.g. ‘Capability-Psychological) and TFA (‘Intervention Coherence’). 

Of the 24 themes identified within service user interviews, two were barriers to accessing the physical 

health service and indicated lower acceptability of the physical health service. Seventeen themes 

were facilitators, and a further five were ‘mixed’ (i.e. barriers and facilitators). Of the 22 themes 

identified within the service provider focus group, seven were barriers to accessing, using and/or the 

acceptability of the physical health service, seven were facilitators, and a further nine ‘mixed’. 

Barriers  

Service Users 
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Two barriers were identified from service user interviews. Balancing attending the physical health 

service with competing priorities was a key barrier for service users (COM-B-Motivation-Reflective; 

TFA-Opportunity Costs). For some, prioritising drug use over health needs meant accessing the 

physical health service was less likely if it would disrupt this. For others, balancing attendance with 

other needs associated with drug use (e.g. getting money) was a barrier for access, with a service 

user stating “I just have to survive out there”. 

“Having engaged with the physical healthcare service, most service users highlighted concerns about 

the implications on healthcare seeking should the service be removed in future, for example due to 

funding being removed. Most service users viewed the embedded approach as being highly effective 

(COM-B-Motivation-Reflective; TFA-Perceived Effectiveness), but viewed the potential of returning to 

accessing traditional healthcare would have a strong detrimental effect on help-seeking and health 

outcomes.  For example, some service users reflected upon engaging with the physical health service 

as potentially being a barrier for subsequent healthcare access in future. This was reflected in some 

through concerns about the implications of potentially engaging with the physical health service on 

reflective motivation to return to using traditional services in future due to perceiving that having used 

a tailored service they would then “struggle”, “suffer” and that “No one would go to the doctors”. 

However, as only service users who accepted (rather than declined) the physical health service 

agreed to participate it is unclear whether and the degree to which this influenced decision making in 

those who declined. 
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Table 2: Interviews with Service Users – Themes across both the Theoretical Framework of Acceptability (TFA) and COM-B Model 

COM-B TFA Theme No. of 
servic

e 
users 

Facilitator, 
barrier or 

mixed 

Example quote from interviews 

Construct Domain 

Capability Physical N/A Nursing treatment or skills 5/13 Facilitator “She’s really good at taking blood. She doesn’t need to mess around with the vein or whatever. 
I mean I’ve got good veins and you can see my track marks there where I keep putting Subutex 
in myself. Not proud of that. But, eh, yeah, some nurses it takes them ages to get my blood.” 

Psychological Intervention 
Coherence 

Knowledge of service or 
treatment available 

13/13 Mixed ““Um, I'm not really sure. I mean I’m just, I mean I was obviously aware of the liver function test. 
I wasn’t really sure what else they did” (A13)” 

N/A Decisional balance 12/13 Mixed “I mean obviously if you come in with your leg hanging off that’ something you maybe need to 
go to the hospital like sort of thing” 

Opportunity Physical Burden 
 

Ease of access 12/13 Facilitator “Yeah, I come in and say is the nurse about, and they said I think so, and I said can you ask 
her if I can see her please and then when they found her she said yes straight away and I went 
in.” 

Physical health service 
compared to traditional health 
service 

12/13 Facilitator “So, you get all anxious you know, whereas sort of seeing or whether you’re at the hospital and 
you can be waiting for hours and hours, like you know. I know there’s like people with worse 
priority needs, kinda basic but here you can literally walk in.” 

Integration of physical health 
within drug services 

8/13 Facilitator “Well because it’s all in one, isn’t it? You haven’t got to go nowhere else. You can come here 
and you can come here and go there, and it’s all in one place. Having your cake and eat it 
isn’t? What else can you ask for?” 

Opportunity 
Costs 

Free or incentivised healthcare 7/13 Facilitator “They got me the help, the medication and that. It’s a lot of money by all accounts, about 
£28,000 for the medication for me.” 

N/A Impact of homelessness or 
drug use 

5/13 Mixed “It’s, it’s, it’s so accessible, it’s just, people don’t have to wait. If they’re ill and on drugs the last 
thing they’re going to do is sit down in a waiting room, you know, that’s why this place is so 
good, you get seen within five minutes.” 

Safe environment 4/13 Mixed “Yeah. Obviously you’re vulnerable, ain’t you? So yeah, it’s difficult sometimes when - 
especially if they’re my mates. Not my - acquaintances. Using mates. Not really mates, but 
using mates. So yeah, sometimes it can be difficult. Especially if they’ve got drugs in their 
pocket or whatever and they’re like giving me the wink or whatever. Do you know what I mean? 
That can be difficult. To say no. So that’s difficult sometimes.” 

Social Affective 
Attitude 

Dignity or respect 3/13 Facilitator “She didn’t talk to me funny. She didn’t look at me like, and go like ‘Oh you’re a homeless…’ 
you know what I mean? Just talked to me like I’m a genuine normal person like. It went a long 
way and made me feel good as well you know.” 

Ethicality Holistic approach which 
reduces perceived stigma and 
discrimination 

12/13 Facilitator “What they do as well, really go out of their way a lot of them, the nurse in there goes out of her 
way for a lot of things, you know what I mean. She helps everybody coming in through the door 
– ‘Do you want a flu jab’ – you know, makes people happy” 

Trust 7/13 Facilitator ““Well I wouldn’t talk to people if I didn’t feel I could trust them, even a tiny bit. I just wouldn’t 
come here, so I think it’s massive.” 

Privacy or confidentiality 5/13 Facilitator “I love that, you know, that’s a great feeling to have, I can walk away knowing that I’ve let 
everything off my chest and it’s not going to go anywhere, they’re not going to sit down and 
make jokes about it” 

N/A Influence of service providers 10/13 Facilitator “Well because it’s all in one, isn’t it? You haven’t got to go nowhere else. You can come here 
and you can come here and go there, and it’s all in one place. Having your cake and eat it 
isn’t? What else can you ask for?”” 
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Influence of family or friends 2/13 Facilitator “It’s nicer for you, an everyday person like, you know, it’s a breath of fresh air to have someone 
you can talk to. I’m not saying everybody has to, but they’re there if you need them you know?  
To talk you through it or, you know, go for a coffee or whatever you know, that sort of thing.” 

Motivation Automatic N/A Habit or routine 10/13 Facilitator I’ve just been seeing her ever since.  This was about six, seven months ago, so any injuries or 
anything I get, I always straight here to see her first.” 

Reflective Affective 
Attitude 

Reassurance 12/13 Facilitator “I come in here and I have a chat to one of the workers. I, personally it makes me feel better 
anyway, and that’s how it makes me, yeah, I’ll chat to one of them when I’m feeling down or 
something. Definitely.” 

Perceived 
Effectiveness 

Negative consequences of not 
having a physical health 
service 

10/13 Barrier “If it was gone, you would see a big spike in certain illnesses, probably people losing limbs, do 
you know what I mean, like you’d see that anyway. People you know, with a leg missing and 
you know what it’s done, or arm missing or whatever and um, yeah, I think it would, it would 
alienate drug users. Active drug users should I say.” 

Opportunity 
Costs 

Competing priorities 8/13 Barrier ““Just getting through the day mate. I’ve got to survive every day, on the street. I won’t go too 
deep into it but I just have to survive out there.”” 

N/A Importance of health or 
healthcare 

13/13 Mixed “I used to think health was two, now I think it’s about seven, eight.  Because I’ve got DVT’s in 
my leg, I’ve been told I’ll lose it if I carry on injecting.  I’ve had abscesses and that in there, I’m 
really lucky I’ve got needles stuck in there somewhere as well, I think my health massively, 
that’s why I come here straight away. Because before I would have just thought ah, my legs will 
get better in a couple of days, I’d be limping on it” 

Intention to use the service in 
future 

12/13 Facilitator “They’ve been a big help to me and I’ll continue to, I will continue to come here all the time if my 
health, I’ve got anything, these are the first ones to go to. 

N/A N/A Ethicality Perceived appropriateness of 
the physical healthcare service 

8/13 Facilitator “If someone was to moan about it and say inappropriate, I wouldn’t really get that. That’s what 
I’m saying to you, it’s appropriate and it’s really good.” 

Perceived 
Effectiveness 

Physical health service 
meeting service user needs 

12/13 Facilitator “they’ve been exceptional, always looking after my needs and if I needed anything they’ve 
always been available there.” 

Self-Efficacy Confidence accessing the 
service 

3/13 Facilitator “Well I can just come here and get all the things sorted under one roof and then I can take 
responsibility for myself  because it’s right on my doorstep, there’s no excuses really.” 

“Please note: Totals refer to the number of service users who made utterances which were coded under the respective theme. Where ‘Mixed’ is listed, the 

total refers to the number of service users who made utterances which were coded as either facilitators, barriers, or both facilitators and barriers.”  
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Table 3: Focus group with Service Providers – Themes across both the Theoretical Framework of Acceptability (TFA) and COM-B Model 

 

COM-B TFA Themes No. of 
servic

e 
provid

ers* 

Facilitator, 
barrier or 

mixed 

Example quote from the focus group 

Construct Domain 

Capability Physical N/A Specialist nursing skills 
required for working with drug 
service users 

4/11 Mixed “There’s something about the work you guys offer, you become a specialist in 
working with this particular client and their particular needs, whereas if you were 
a generic sort of nurse in a private care setting, you know, in [GP practice], then 
actually the amount of time that you would need to do leg compressions wouldn’t 
be, you know, would be very few and far between, but you get the expertise 
because of the numbers that are coming through here or in the [Homeless 
Healthcare Centre]”. 

Psychological Intervention 
Coherence 

Knowledge of service and 
treatments offered by BDP 

8/11 Mixed “There is a lot of sort of governance stuff that I just assumed that, you know, if we 
had a nurse they’d be able to do, you know, because they're a nurse, and I didn’t 
really understand the sort of nuances of how the governance and those sorts of 
things, and how expensive some of the equipment is. 

Self-Efficacy Knowledge of what services 
can be provided that may not 
be given in general nursing 
settings 

2/11 Barrier “No. The first time someone asked me that I was like I don’t know, can I? 

N/A Decisional balance 2/11 Facilitator “We get to know them on a professional level, and we can maybe sometimes 
maybe gauge if someone’s not quite right, or maybe walking differently, or 
express something.” 

Opportunity Physical Affective 
Attitude 

Safe environment for service 
providers 

6/11 Barrier “Yeah there’s been, there was a time that stood out from a couple of weeks ago I 
think where you were in the room with someone and I asked [P11] to leave the 
door open, ajar, just because I was concerned about who was in the room with 
you” 

Burden 
 

Integration of physical health 
within the wider drug service 

9/11 Mixed “It’s not like we’re making a referral to someone, it’s actually, it’s someone else 
in-house, it’s a colleague, and there’s a relationship with us, with our team, for 
them to move from seeing us to seeing a nurse, it’s is a baby step, whereas 
sometimes referring to the [referral hospital] from here, there’s a chasm for 
people to fall into. 

Ease of accessing the physical 
health service for service 
users 

6/11 Facilitator “I think the most beneficial thing really is that instant access, not having to make 
an appointment, and it’s actually available there and then, because I think the 
clients we work with, like they’ve all said, if they go out the front door, the health 
issue has gone out the window and they’ve gone, but actually because it’s here 
and they can access it instantly without an appointment,”” 

Physical health service 
compared to traditional health 
services 

7/11 Mixed “you see a lot of people with leg ulcers, and for people to get those dressed in the 
community is a bit of a process; you’ve got to phone the doctors, they’ve got to 
make an appointment with the nurse, they see a different nurse who doesn’t 
know what the other nurse is doing sometimes, whereas they come here and see 
the same nurse, the nurse can see what is going on, they can see that it’s 
healing or not healing, the dressings are done correctly, there’s isn’t that big 
barrier that the person needs to jump through in order to get to that service.” 
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Flexible healthcare provision 4/11 Mixed “We’ve also got the mobile van as well, and that’s got a nursing room 

Opportunity 
Costs 

Competing priorities for 
investment in BDP services 

4/11 Barrier really to do chronic disease management you need people to keep coming back 
and to be compliant with their medications, and this group tend to be more 
nomadic, so you might invest a lot of time in a sort of speciality that’s not going to 
give you much comeback.” 

N/A BDP provision for service user 
physical health needs out of 
physical health service hours 

6/11 Mixed The last overdose was ten days ago in the drop-in. In the evening when there 
was no nurse in 

Social Burden Service user reluctance to 
engage with the service 

7/11 Barrier “It’s a problem with getting your healthcare needs met, but it’s usually more 
resistant from the client, excuse me [coughing]. Yeah, it’s usually more 
resistance from the client than it is from anything else, so.” 

Ethicality 
 

Holistic approach which 
reduces perceived stigma and 
discrimination 

6/11 Facilitator sometimes our role is just listening, it’s just listening and just non-judgemental 
sitting and listening, and maybe that’s the first time they’ve had that undivided 
attention, and it seems to be good enough in the moment, and then they’ll come 
back.” “ 

Team working and dynamics 6/11 Facilitator “There’s already an element of trust and the fact that the nurse is someone who 
is based here, and is a friendly face” 

N/A Healthcare needs of 
recreational drug users 

6/11 Barrier “They don’t almost feel that they justify coming in somewhere like here, do they? 
There’s an apologetic way about them. But it’s very, very needed.” 

Motivation Automatic Affective 
Attitude 

BDP harm reduction workers’ 
anxiety at extending their 
physical health remit 

4/11 Barrier “One of the advantages of having a nursing team here is we don’t need to extend 
past the limits of our knowledge. When you’re here, we can say “Why don’t you 
just go and see the nurse” rather than maybe sometimes having to step outside 
of our skills and take a risk with advice that could not be correct.” 

Reduced anxiety of BDP harm 
reduction workers due to 
nurses providing health 
service safety net 

3/11 Facilitator “I get inclined to actually ask whether they’ve been tested for Hep C. It used to be 
a no-no 

Reflective Ethicality Degree of alignment of service 
provision with personal and 
professional values of 
providers 

5/11 Mixed “The physically more well someone is the more likely they are to make positive 
changes. So, yeah I think it’s a huge part of what we do.” 

Perceived 
Effectiveness 

Negative consequences of not 
having the physical health 
service 

5/11 Barrier We’re really lucky we’ve got this, but I'm assuming it’s not a regular thing in the 
UK, and it has made all the difference in terms of sort of like you said, keeping 
people out of hospital, but also getting people to go to hospital if they really need 
to. It’s kept people alive, and it’s meant that they’ve kept their legs, and all drug 
services should have – “ 

Affective 
Attitude 

Service providers’ beliefs 
about other types of service 
providers ability to conduct 
their respective roles 

4/11 Facilitator it is a great learning, and the quizzes that you do and everything, so it’s a great 
learning environment for nurses as well. 

N/A N/A Perceived 
Effectiveness 

Physical health service 
meeting service user needs 

9/11 Mixed “It meets the needs whilst they're here, and I guess also, it’s a, how long are we 
open? 11 hours a day, and there’s typically three or four hours, like open access 
nurse provision, and there is, so it meets the needs whilst it’s open, but there are 
lots of times where people come in to try and see a nurse and there’s not one 
available.” 

Self-efficacy Confidence providing the 
service 

4/11 Mixed “Yeah, it’s very common for IV drug users to have leg ulcers, so we see more of 
them, and we see more severe ones than the mainstream 



Page 22/39 

 

*Please note: Totals refer to the number of service providers who made utterances which were coded under the respective theme. Where ‘Mixed’ is listed, 

the total refers to the number of service providers who made utterances which were coded as either facilitators, barriers, or both facilitators and barriers.
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Service Providers 

Seven barriers were identified within the focus group. Some service providers recognised that service 

users, including those already engaged with BDP, may initially be reluctant to engage with the 

physical health service (COM-B-Opportunity-Social; TFA-Burden). Some service providers also 

described the symptoms experienced by service users as a barrier due to perceiving that they may 

not feel symptoms (e.g. foot ulcers) are severe enough to require treatment (COM-B-Opportunity-

Social). As also mentioned by service users, a few service providers voiced concerns about the 

negative consequences should the service be removed in future (COM-B-Motivation-Reflective; TFA-

Perceived Effectiveness). Additionally, certain service providers felt that other areas of work 

conducted by BDP may require investments which may make service provision more challenging 

(COM-B-Opportunity-Physical; TFA-Opportunity Costs). 

Service providers mentioned a number of factors associated with facilitating the nursing sessions 

themselves that may act as barriers. The safety of nurses was raised as a concern by some service 

providers due to the consultation room being isolated from other parts of BDP (COM-B-Opportunity-

Physical; TFA-Affective Attitude). The potential need for harm reduction workers to contribute to the 

physical health service also raised anxiety at extending beyond current remit and competency in 

certain service providers (COM-B-Motivation-Automatic; TFA-Affective Attitude). Furthermore, certain 

service providers were unsure about what could and could not be provided by the service (COM-B-

Capability-Psychological; TFA-Self-Efficacy). 

Facilitators 

Service Users 

Seventeen facilitator themes were identified within service user interviews. Overall, integrating the 

physical health service within the community-based drug service was deemed to be appropriate (TFA-

Ethicality), effective and “exceptional” at meeting service users’ healthcare needs (TFA-Perceived 

Effectiveness) by most service users. It was also viewed as enhancing confidence in using healthcare 

by certain service users as it enabled PWID to “take responsibility” (TFA-Self-Efficacy). Almost all 

service users indicated a strong intention to continue to use the service in future (COM-B-Motivation-

Reflective), and for the majority attending was a habitual part of their routine (COM-B-Motivation-

Automatic). 
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For many, service providers or important others (e.g. family, friends) were crucial in facilitating initial 

engagement with the physical health service through promoting the potential benefits and facilitating 

support and access (e.g. instant service provision with no appointments, low waiting times). Certain 

service users mentioned that since engaging they have also shared information about and promoted 

the service to peers (COM-B-Opportunity-Social). For almost all service users accessing the service 

was viewed as straightforward and convenient. Critically, most service users felt that incorporating it 

within BDP overcame barriers to accessing traditional health services, in particular not being required 

to book an appointment, having quick access and being located in central Bristol (COM-B-

Opportunity-Physical; TFA-Burden). Additionally, the physical health service was viewed favourability 

by most service users who perceived it to provide access to free healthcare that may not have been 

either provided or accessed elsewhere (COM-B-Opportunity-Physical; TFA-Opportunity Costs). 

Service users valued the treatment and approach of the service. Nurses were viewed by some 

service users as being highly competent at conducting healthcare procedures with PWID, such as 

taking blood samples with veins damaged due to drug use (COM-B-Capability-Physical). Crucially, in 

addition to the medical skills, almost all service users placed high-levels of importance on the person-

centred approach adopted by the service in addressing psychological needs such as reassurance for 

drug-related or general life concerns (COM-B-Motivation-Reflective; TFA-Affective Attitude). In 

particular, the majority of service users emphasised the importance of a holistic and trusting approach 

(COM-B-Opportunity-Social; TFA-Ethicality) which treats them with dignity and respect “…like I’m a 

genuine normal person…” (COM-B-Opportunity-Social; TFA-Affective Attitude). A few service users 

valued appointments being conducted in a separate area of BDP in order to promote privacy and 

confidentiality to “…let everything off my chest…” (COM-B-Opportunity-Social; TFA-Ethicality). 

Service Providers 

Six facilitators were identified within the service provider focus group. For many service providers a 

close working relationship between BDP harm reduction workers and nurses through being co-located 

supported a seamless transitions of service users into the service “...instantly without an appointment” 

where opportunities may normally be missed (COM-B-Opportunity-Physical; TFA-Burden), and 

enhanced the sense of working as a coherent team with aligned values rather than being an individual 

add-on service (COM-B-Opportunity-Physical; TFA-Ethicality). Some service providers felt their pre-
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existing relationship with BDP service users meant they were well placed to determine if/when PWID 

may be experiencing difficulties and signpost access if required (COM-B-Capability-Psychological). 

Services providers felt the integrated approach was positive from both a service user and service 

provider perspective. For the former, some service providers felt that nurses special interest in caring 

for wounds helped reduce embarrassment among service users and normalised having dressings 

changed regularly, while pre-existing relationships with BDP enhanced perceptions care was “non-

judgemental” (COM-B-Opportunity-Social; TFA-Ethicality). From the latter, some service providers 

reported that embedding healthcare into community-drug services built confidence in service 

provision, and learning about others roles and interests in supporting service users (COM-B-

Motivation-Reflective; TFA-Affective Attitude). Additionally, some harm reduction workers reported 

that having the knowledge and expertise of nurses within the service reduced their concerns about 

how to respond to health-related questions and difficulties (COM-B-Motivation-Automatic; TFA-

Affective Attitude).  

Mixed (i.e. barriers and facilitators) 

Service Users 

Five themes were identified from service user interviews as being potentially both barriers and 

facilitators. Drug dependence, avoidance of withdrawal symptoms and everyday busy-ness often 

resulted in delayed healthcare seeking. However, most service users valued encouragement from 

service providers to aid decision making regarding when/whether to use the service (COM-B-

Capability-Psychological), and pain was commonly described as indicating a health problem and a 

catalyst for eventual help seeking (COM-B-Capability-Psychological; TFA-Physical). Attending the 

service demonstrated the value many placed on health and some service users viewed health as their 

top priority. However, others placed less importance on prioritising their health needs (COM-B-

Motivation-Reflective). Additionally, the majority of service users were aware of the services opening 

times and a small number were aware of the range of nursing services available. However, some 

service users experienced difficulty differentiating between the services offered by the physical health 

service compared to BDP more generally (COM-B-Capability-Psychological; TFA-Intervention 

Coherence). Compared to other healthcare settings, some service users felt more comfortable, safe, 

and perceived there to be less stigma (as everyone is in the “same boat”) due to the service having 
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an understanding of the lives of PWID. However, a small number of service users raised concerns 

about others who access BDP (COM-B-Opportunity-Physical). 

Service Providers 

Nine themes were identified within service provider interviews that may reflect potential barriers and 

facilitators. Most service providers had a good understanding of the skills and treatments that the 

nurses could offer (e.g. wound care). However, due to BDP not having provided a physical health 

service before, at an organisational-level knowledge of healthcare governance and supervision before 

implementation was limited (COM-B-Capability-Psychological; TFA-Intervention Coherence). Nurses 

had the specialist interests, skills and experiences required to satisfy the majority of service users’ 

healthcare needs and sought advice from doctors where necessary (e.g. antibiotic prescriptions), but 

felt additional specialist training and qualifications (e.g. prescribing) may be beneficial for up-skilling 

(COM-B-Capability-Physical) and increasing service provider confidence (TFA-Self-Efficacy). For 

most the  service was seen as overcoming barriers to accessing healthcare (e.g. no appointments, 

central location) in order to meet the needs of service users when they are able to access the service 

(TFA-Perceived Effectiveness), but some felt that the service was limited by nursing working hours 

and availability, and the need to share the clinical room with other services e.g. Hepatitis C clinics 

(COM-B-Opportunity-Physical). Finally, while most service providers felt that providing healthcare fit 

with their values and role, some voiced concerns at extending beyond prior service provision (COM-

B-Motivation-Reflective; TFA-Ethicality). 

Suggestions for improvements 

Some service providers felt further developments were required to “engage and persuade” some 

service users with the greatest barriers to healthcare to access the service, including targeting the 

groups experiencing the greatest barriers to healthcare (e.g. women, ethnic minority groups). Some 

service users and providers felt the physical health service would benefit from more nurses including 

prescribing clinicians and longer service hours. Many service providers wanted to develop more 

outreach work and some service users and providers suggested greater support for service users to 

attend secondary care. Certain service users and providers proposed extending the service to cover a 

wider range of health issues (e.g. prescriptions and mental health support) and new diagnostic 
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equipment (e.g. spirometer). In contrast, some service users were satisfied with the service and made 

no suggestions for improvements. 

Discussion 

This qualitative study identified that incorporating a physical health service within an existing 

community-based drug service was deemed acceptable by most service providers and service users. 

The findings indicate that this may be a feasible approach for enhancing PWID healthcare access and 

consequently health outcomes through overcoming a number of key barriers to traditional healthcare. 

Previous research indicated that PWID may experience difficulties accessing traditional healthcare 

due to perceived stigma and negative healthcare interactions (Ahern et al., 2007; Lan et al., 2018; 

Von Hippel et al., 2018). Previous systematic reviews found that incorporating physical health 

services within existing community-based drug services may be associated with improvements to 

engagement and health outcomes (Oru et al., 2019; Socías et al., 2019), but that the current 

evidence-base lacked high quality evidence. This meant that the existing evidence-base supported 

the use of incorporated physical health services, but little was known about what may influence 

acceptability and engagement, which is critical for understanding the mechanisms behind 

effectiveness that is required for replication. The current study used highly cited behavioural science 

frameworks (Michie et al., 2011; Sekhon et al., 2017) and a replicable methodology (Atkins et al., 

2017) to demonstrate that most service users accessing the service, and service providers delivering 

it, viewed incorporating the physical health service within an existing community-based drug service 

as easily accessible and holistic, thus reducing perceived stigma and discrimination and enhancing 

acceptability. Consistent with previous research (Ti & Kerr, 2013) this highlighted the need for, and 

benefit of, tailored healthcare programmes for PWID. This may have important implications for 

healthcare and public health policy as, if those involved in an intervention perceived it to be 

acceptable it is more likely to have positive outcomes (Sekhon et al., 2017), and as such the 

incorporated service may provide a practical, feasible and replicable approach for policy makers to 

consider. 

The embedded physical healthcare service approach was viewed by many as facilitating healthcare 

access and provision by overcoming a number of barriers to traditional healthcare. While PWID have 

been shown to delay access to healthcare by up to five days more than the general population (Heath 
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et al., 2016; Hope et al., 2015), almost all service users perceived the service to be appropriate and 

effective. This was associated with some service users feeling confident they could access the 

service, almost all service users voicing an intention to do so again should they deem it necessary 

and/or beneficial, and most believing this was now a habit. Additionally, the relationships between 

service providers and service users was highlighted by many. Most service users emphasised the 

importance of both service users and providers in influencing their decision to engage, while for many 

developing confidential, trusting, reassuring relationships with the nurses was key (Islam et al., 2012). 

This was echoed by many service providers, who also emphasised the importance of incorporating 

the service for their own and other professionals' roles, and particularly how for the majority this 

reduced anxiety at extending beyond their current remit. 

Despite overall being deemed an acceptable and beneficial approach, a number of barriers were 

identified. Many service users and some providers perceived competing priorities as a concern. From 

a service user perspective, PWID lifestyles may often be unpredictable which can make attending 

scheduled appointments challenging. Certain service users reflected upon how prioritising healthcare 

may mean they are unable to satisfy other needs (e.g. obtaining money). Additionally, while service 

providers were supportive of the physical health service, concerns were raised by certain service 

providers about the difficulty of balancing the needs of the healthcare service with those of wider BDP 

(such as equipment or staffing). 

The perceived negative consequences of implementing the service and it being removed in future 

(such as funding changes) were highlighted by most both service users and some service providers 

as a barrier to overall engagement with healthcare. From a service user perspective, the prospect of 

engaging with a physical health service tailored to PWID needs to facilitate access and overcome a 

number of barriers, re-engaging with traditional healthcare was viewed as challenging due to the need 

to overcome aforementioned barriers (Ayon et al., 2018; Von Hippel et al., 2018). From a service 

provider perspective, concerns were raised at the implications not only for service users’ healthcare 

outcomes but also for wider engagement with BDP if the physical health service was removed. This 

highlighted the need for pilot projects specifically for PWID to be developed with long-term 

implementation, sustainability, and cost-effectiveness in mind (Medical Research Council, 2019; 

Public Health England, 2017). Therefore, future studies would benefit from combining the evaluation 

of programmes based on key behavioural determinants to identify the factors influencing the 
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acceptability and effectiveness of interventions for those using and providing them, with quantitative 

assessments of service outcomes and cost-effectiveness to determine service- and commissioning-

level outcomes, in order to enhance the likelihood of developing, enhancing and maintaining effective 

interventions.  

Strengths & Limitations 

Thirteen service users and eleven BDP staff members were interviewed in 2019 during the early 

stages of implementing the physical health service. As the study was limited to one setting, further 

research is required regarding the transferability of findings to other settings, organisations and 

countries. Additionally, as the service has developed over time, the service provided and 

consequently participants’ views in 2018 may not necessarily reflect those at the time of publication. 

Engaging, recruiting and involving PWID in research can be challenging (Ritter et al., 2003). No 

service user who declined the physical health service agreed to participate. It is possible that this may 

have occurred due to a number of different factors. For example, a recruitment bias, those highly 

engaged with the physical health service or wider BDP having increased opportunity to be offered an 

interview, or the methodology and setting in which the interviews were conducted not being optimal to 

promote recruitment in those who had not engaged with the service. Additionally, the demographic 

details of participants were not presented due to a significant proportion of service users and 

providers declining to do so. This may potentially relate to conducting the study within the single-site 

physical health service. Despite it being emphasised that all responses were anonymous, it is 

possible that both service user and service provider participants may have experienced concerns that 

responses would impact their relationships, role and/or engagement with the physical health service.  

The study benefitted from the application of two behavioural science frameworks. This enabled 

drawing on cumulative knowledge of what is already known about the challenges PWID face with 

healthcare and what specific programmes have done to target this, in order to contribute towards the 

literature and evidence base. For example, COM-B and/or TFA were previously used to examine HIV 

self-sampling (Brown et al., 2018) and point-of-care testing (Corker et al., In-Press) in PWID and/or 

homeless settings. However, to the authors’ knowledge there is currently no consensus on how the 

COM-B model and TFA framework may be implemented together. While the study sought to outline 

the reasons and uses for applying both frameworks concurrently (Birken et al., 2017), 50% (12/24) of 
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themes in service user interviews, and 73% (16/22) in the service provider focus group, were 

categorised as both TFA and COM-B domains. This demonstrates significant overlap between 

models and raises the possibility that generating a combined framework for examining the 

acceptability of, and barriers and facilitators to, pilot interventions may provide both a streamlined 

method for developing topic guides and analysing data as well as identifying themes that may 

potentially not be examined using solely COM-B or TFA. 

Conclusion 

The current study demonstrated that almost all service users and service providers of a pilot physical 

health service, embedded within an existing community-drug based service, overall deemed it to be 

both acceptable and beneficial. The study indicated this approach provides promise for overcoming 

barriers and increasing engagement with healthcare tailored to PWID needs, and may provide a 

practical, feasible and replicable approach for healthcare and public health policy to consider. 

However, it is critical that PWID interventions are embedded with long-term implementation, 

sustainability, and cost-effectiveness in mind in order to address the perceived barrier of what would 

happen if embedded services are subsequently removed.
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