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Abstract

Purpose — Scotland faces a crisis of drug-related deaths, disproportionately affecting people living in the
most deprived areas. The purpose of this paper is to explore patient and service provider perceptions of
engagement within shared care treatment systems, acknowledged as a critical factor in preventing drug-
related harms and deaths.

Design/methodology/approach — A qualitative case study approach was adopted, focusing on two
primary care practices in highly deprived urban areas. Thematic analysis was used to investigate the
interplay of individual, organisational and structural factors acting as facilitators and barriers to service
engagement. Data were collected through 34 semi-structured interviews with 6 people who use drugs, 4
family members, 20 health-care practitioners and 4 policymakers.

Findings — Engagement challenges were multifaceted, encompassing relational aspects (e.g. trust and
stigma) and systemic issues, including poor collaboration across professional groups, fragmented
services, inadequate communication and resource constraints. Participants emphasised the cumulative
impact of socioeconomic deprivation and structural inequalities, which shaped the environments in which
drug use occurred and constrained effective care delivery. Practitioners used various strategies,
including harm reduction approaches and personalised support, to enhance engagement.
Originality/value — This paper provides new insights into the challenges faced by practitioners, people
who use drugs and families in navigating the shared care system. The findings of this study highlight the
need for policy action to strengthen service provision as well as reinforcing the importance of tackling
cumulative health and social inequalities, seen as a key factor in drug-related deaths.
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Introduction

Currently, there is great concern regarding the level of drug-related deaths in Scotland and
the need to provide effective responses to problem drug use. Drug-related deaths are higher
in Scotland than in the rest of the UK, and drug-related harms and deaths disproportionally
affect individuals and families living in the most deprived areas. In Scotland, after a small
decrease in 2021/2022, drug-related deaths rose again in 2023 — 1,172. In the most deprived
areas, the rate was 53.7 per 100,000 people compared to 3.5 per 100,000 in the least
deprived areas (National Statistics, Scotland, 2024). The final report from the Scottish Drug
Deaths Taskforce (2022) emphasised that “more co-ordinated, cross-sectoral and holistic
approaches are needed across treatment services” (p9) and that “It should be the
responsibility of services to join up support, not the individual to develop and navigate their
own care plan” (p13). Primary care settings are recognised as key environments for the
delivery of services to people who use drugs (PWUDs) and as a core element of a shared
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care approach. The model of care includes four service “Tiers” that respond to different levels
of assessed need. GP care is Tier 2, intended for people who are more stable and “in
recovery”. Secondary care is Tier 3, for people who have more complex health and social
care needs and riskier behaviour and is normally delivered in specialised alcohol and/or drug
treatment services. Tier 4 is for those with very high levels of need and/or vulnerability, with
care delivered in hospital inpatient or residential substance use units or wards.

The shared care model in Scotland — which can vary in practice across geographical
locations — consists of general practitioners (GPs) who work alongside other staff employed
in primary care settings, such as practice nurses, community mental health/addiction
nurses and “link workers” (who assist with arranging services and support for patients). The
shared care system includes other health and social care services such as community
pharmacists, health visitors, social work services and third sector substance use agencies.
The primary care team provides “shared care” for PWUDs under the “National Enhanced
Service (NES) contract for drug misuse” in conjunction with NHS secondary care substance
use services. This entails provision of an enhanced level of care such as medication-
assisted treatment, regular patient review, drug testing, blood borne virus testing and
immunisation, wound care, harm reduction and recovery interventions and joint working with
other local services involved in the care and support of PWUDs.

In the UK, there is a long history of efforts to implement and improve shared care
approaches to working with PWUDs (Gerada and Tighe, 1999). Protocols for shared care,
issued by the Department of Health in 1995, were not widely adopted, but over the ensuing
years, different shared care models emerged — for example, in response to the HIV crisis
(Greenwood, 1996), to promote better management of people who inject drugs (Gruer
etal., 1997), to incorporate a primary care liaison worker (Dey et al., 2002) and to develop a
“community care” approach by including pharmacists and drug agency staff (Keene et al.,
2004). As these examples illustrate, the concept of “shared care” was implemented in
different ways from one context to another and has shifted over the years. However,
whichever shared care model is adopted, the engagement of service users with the system
of care and collaboration between service providers are key elements of effective service
delivery (Pomey et al., 2015; Bombard et al., 2018).

The aim of this paper is to explore patient and service providers’ perceptions and
experiences of engagement in shared care delivery for PWUDs, by drawing on data from
interviews with Scottish primary and secondary health-care practitioners, social care
providers, policymakers/commissioners, PWUDs and affected family members. The
research adopted a systems approach as a framework for the study design and analysis
(Crawford, 2020; Rutter et al., 2017). This recognises the interrelationship between factors
influencing drug use and drug-related deaths at the individual, organisational (service
delivery) and structural levels. It includes the views and experiences of multiple “actors”
involved in the topic of interest. While this paper focuses on the interaction between
patients, affected family and practitioners at service delivery level, we also draw on the data
to contextualise service delivery within the wider care system and the structural influences
which facilitate and constrain engagement in service use and shared care delivery.

The term “engagement” was not pre-defined or questioned directly in the topic guide; it
emerged as a recurrent theme from the accounts given by participants when they spoke
about their interaction and relationships with each other and with services, often without
using the term “engagement” at all. When practitioners used the term “engagement”, they
generally meant patient willingness to access services, to take up referrals to other relevant
services and to remain in treatment.

Methods

A case study approach (Yin, 2014), using qualitative data collection methods, facilitated a
detailed description of the contexts in which shared care is delivered and offered insights
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into factors affecting the quality of shared care for patients who use drugs. The case study
sites were two GP practices located in large urban areas of extreme deprivation. Both
practices were signed up to their Health Board’s National Enhanced Service contract for
problem drug use. The practices differed significantly in staffing complement, team
composition and patient list size, but each had a GP partner with a longstanding interest in
caring for PWUDs. Table 1 provides a profile of the two study sites.

Semi-structured qualitative interviews (of approximately 60 min each) were conducted with 34
participants, eight GPs, four other primary care staff, two pharmacists, three NHS substance
use staff, three third sector drug agency staff, four policy makers/commissioners, six patients
who use drugs and receive medication-assisted treatment and four affected family members.
Interviews were conducted between April 2021 and March 2022 (xx). Additional forms of data
collection, including focus groups and expert workshops, were used to “sense check” findings
emerging from the interviews, but we do not draw upon these data in this paper.

Professional participants were recruited via email by purposive sampling in each case
study area. Recruitment packs including participant information sheets were made
available to a lead GP contact on each site, who invited patients and family members who
met the inclusion criteria. Those who expressed interest and gave permission to their GP to
share their details were contacted by the researcher. Patient and family member
participants received a £20 supermarket voucher.

As data collection took place during the COVID-19 pandemic, interview methods were
informed by the NHS Scotland/Scottish Government guidance for medical settings. All
patient interviews and some family member interviews were conducted in-person at their
GP practice at times when it was possible to meet on site. All professional interviews and
the remaining family member interviews took place remotely, using either telephone or
video conferencing software.

The topic guide for professional interviews included questions on aims when working with
people at risk of drug-related death; the model and efficacy of local systems of care;
influence of relevant policies and guidelines; and the impact of the COVID-19 pandemic on
service provision. Patients and family members were asked about their and/or their
relative’s health and social care needs; their experiences of accessing care and support
from different services in their local area and any gaps in this system; and the impact of the

Table 1 Profile of case study sites

Site characteristics

Case study site 1

Case study site 2

General practice size

Drug-dependent patients

OST management

“Shared care” practice

Partnership working with
specialist drug services

Source(s): Author generated

Large: multidisciplinary team of more than 40 staff
including 20 GPs, dedicated community mental
health/addiction nurse and link worker
Approximately 2% of patients registered at the
practice are drug dependent

GPs prescribe OST to majority of drug dependent
patients on list; patients with complex needs
referred to specialist NHS substance misuse
service (SMS) for assessment and/or management

Drug-dependent patients seen by GPs within
normal general practice appointment system (i.e.
no separate “shared care clinic” provided)

Works closely with local NHS and third sector drug
services; regular “partnership” meetings with
consultant psychiatrist in addictions and other
agencies and practitioners
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Small to medium: multidisciplinary team of
around 20 staff including 8 GPs, dedicated
pharmacist, link worker and welfare rights worker
Approximately 1% of patients registered at the
practice are drug dependent

GPs prescribe OST to small number of drug
dependent patients (approximately one-fourth on
list); all patients with drug problems referred to
the substance misuse service (SMS) for
assessment and initiation of OST

Operates a “shared care clinic” for drug-
dependent patients, delivered by one GP and
one social care “case manager” from the SMS
No regular partnership meetings with specialist
drug treatment and support agencies, but “link
worker” plays a key role in connecting patients
with other services
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COVID-19 pandemic on their access to services. Interviews were audio recorded and
transcribed verbatim by a professional transcription service. Transcripts were checked,
pseudonymised and uploaded to NVivo12 for coding and exploration. PWUD pseudonyms
were assigned by researchers.

In the first instance, the analysis was conducted along thematic principles using the well-
established framework developed over time by Braun and Clarke (2006, 2022, 2023). The
first analysis was conducted on the whole data set; one member of the research team (KC)
performed the initial deductive and inductive coding using a coding frame developed by
team members (AO'G, AW, KC, BT) to reflect the study aims as well as allowing for
emergent themes. Engagement was one of the emergent themes. A subset of the research
team (BT, AW) undertook secondary coding for this paper, using an inductive approach in
coding the data to examine the concept of “engagement” and the meaning bestowed by
different people, as it emerged in participant accounts. Recurring issues, concepts and
themes related to engagement and prevention of drug-related harms and deaths were
identified, summarised, compared and refined. Practical aspects of engagement, such as
access to services, information sharing and communication, were highlighted as well as
relational aspects of engagement between patients and practitioners and between different
professionals working in different service contexts.

Ethical approval was obtained from the NHS Scotland Research Ethics Committee (IRAS ID:
287852). All participants provided informed consent.

Results

The research findings are presented under six themes. The first theme sets the scene by
sketching out the complexity of patient needs and the complexity of the treatments systems
which need to be navigated by patients and professionals alike. We then consider how
engagement is influenced by: patient characteristics, attitudes and experiences;
organisational and systems level challenges; and professional differences and tensions.
The fifth theme reports how practitioners had devised strategies to address engagement
challenges and reduce the risk of suicide and drug-related deaths. Finally, we highlight
participants’ comments regarding the importance of macro-level social/economic factors
and the impact of wider social structural issues on the shared care system and the potential
to provide an effective response to drug-related deaths. The views of patients, family
members and practitioners are reflected across these themes.

Complex needs and complex systems

For PWUDs living in the study areas of deprivation, participants noted the additional
complications of comorbid health conditions related to injecting and polydrug use, such as
asthma, COPD, blood borne viruses, liver disease, hypertension and cancers along with
untreated trauma and mental health, stigma and social isolation and their frequent contact
with housing, social services, child protection and criminal justice systems. The physical
problems associated with long-term drug use, the resultant premature ageing and the link
with drug-related death was commented on:

We're seeing a lot of drug related deaths related to ageing drug users; so these are people
who've been using drugs for their entire adult life more or less and are now, in some cases, in
their late fifties/possibly early sixties, but usually younger than that, and certainly have physical
conditions that wouldn’t generally be compatible with people in that age group in the general
population if you like. (GP D)

Another GP linked premature ageing and drug use to the deprived circumstances of the
communities the patients lived in, noting that poor health and low life expectation was the
norm within those communities:
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We can treat some patients who are in their early fifties [...].you’d think they were well into their
seventies, and that doesn’t seem out of the norm for them [...].Many of the patients I've spoken
to don't have aspirations in terms of life expectancy and most importantly quality of life [.. .]their
guardians, their parents or family members might have died in their forties/fifties .so, even if they
get past that age, they’ll be happy. (GP Q)

Participants were clear that responding to such multiple and complex needs requires an
integrated “shared care” approach between primary care teams including: generalists,
secondary care services (“specialists”), social care organisations and others such as the
prison, welfare benefit and housing support services. Shared care could provide a holistic
approach to the multiple health and social care needs of people who use drugs, as
illustrated by a GP who commented:

[...] that's a much higher chance of death and really that needs a lot more support than the GP
can give [...] It needs to be a team that's taking care of somebody. (GP N).

However, systems of care were described as complex, difficult to navigate and often unfit
for purpose:

This local system of care there’s far too many connections, you know, this is too complicated for
the people that we work with, too many people involved. (Link Worker A)

There was agreement that practitioners experienced considerable challenges in delivering
shared care and that patients often found the system inaccessible and unsuited to their
needs. Describing the shared care system as a “pathway that flows from the community to
a primary care setting into a specialist setting where there’s access to a variety of different
services which hopefully the person can engage with”, policymaker/commissioner B voiced
the common concern that it was “quite difficult for the patient to feel they want to engage
[...] sometimes | think patients are made to feel they have to engage with things that they
perhaps feel as being impediments rather than advantageous”. GPs, in particular,
commented on the problems patients experience in moving between primary and
secondary level services, “people don't pass between the tiers” (GP M) and “it's chaotic
drug users where it doesn’t work” (GP B).

Overall, comments from participants revealed the problematisation and individualisation of
“engagement” at both service user and practitioner level. On the one hand, engagement
was presented as dependent on the service user, with comments about “lack of
engagement” frequently attributed to patient attitudes, behaviour or negative experiences
of services. At the same time, successful shared care delivery was seen to rely heavily on
individual practitioners “folk who are very engaged - enablers — an enthusiast”
(Policymaker/Commissioner B). Indeed, considerable determination appeared to be
required to make shared care work at practitioner level, as participants reported difficulties
with collaboration across services and between professionals with different occupational
backgrounds, professional ethics and guidelines and different roles, which could result in
lack of co-ordinated holistic care.

Thus, reasons affecting engagement encompassed individual-level factors, organisational
and systems-level factors and tensions between different professional groups and different
practice approaches. As one third sector worker told us, “Sometimes barriers are the
client's perception, the client’'s behaviour, the client’'s chaotic lifestyle and sometimes it's
the setup of the services, you know” (Third sector worker B). Although not a focus of the
interviews, participant comments revealed awareness of how wider socio-economic and
political factors were also important drivers of drug-related deaths and constrained what
could be achieved within shared care services.

Thus, all participants in this study saw service engagement as vital to the reduction of drug-
related risks and harms and the prevention of drug-related deaths. While patients and
family members usually spoke about their interaction and relationships with individual
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practitioners and how that influenced engagement with services, service providers
frequently referred to engagement within the shared care system and the issues that arose
from the need to collaborate across professional groups and across services.

Patient characteristics, attitudes and experiences affecting engagement

Accounts from all participant groups detailed problems patients had in engaging with
services because of their personal circumstances, their current physical and mental health
status, past experiences of services or attitudes towards accessing services. Comments
from family members and PWUDs had a strong focus on how relational experiences
influenced trust and willingness to engage. Both good and bad experiences were reported:

It's more the fact that they don’t judge you, that's what it is, you need someone not to be judging
you cause if someone’s judging you, you're not going to come back. (Jemma, PWUD)

| think the last two times was just [...] broke me, | can’'t be bothered now, even it's embarrassing
going up to the fucking hospital and the nurses are like ‘you're back again?’ they actually know
me eh, it's not like [. . .] ‘oh how you doing?’ (Kyle, PWUD)

Accounts also highlighted how intrusive questioning and stigmatising environments acted
as barriers to service use:

| took him up there myself and I’'m being honest he’d walk out, and he’d say ‘I’m not going back
to see her, she’s doing my nut in mum, she’s asking me all these [...]" | says ‘well that's what
she’s meant to do’. ‘Aye but they’ve gone right back to when | was young and | don’t want to tell
her all my business’ (Annette, Family member).

[...] the worst thing about it is everybody knows that you're there (at the pharmacy) for a drug
problem cause you go through to a different bit, so you don’t go to the normal reception, you go
to a different bit [...] I’'m from a very well-known family in the area so it sort of puts a bad look on
my family me standing in that queue, so | think it's more that I’'m more paranoid about people
seeing me than me actually going into the chemist [laugh]. (Jemma, PWUD)

Practitioners also recognised relational factors and commented, too, on the practical
barriers to engagement, such as limited resources to access services, problems in keeping
in contact with PWUDs who may have no stable address and the need to be aware of the
individual’s current ability to engage (e.g. being in crisis):
If people are presenting in crisis, [...]. they're presenting at a stage where they’re not able to
engage in the manner that people would expect people to engage in a service. (Third sector
worker A)

Organisational and systems-level challenges to engagement

There was acknowledgement from practitioners that they, too, found the shared care
system difficult; collaboration across services was frequently inadequate and failed to
match patient needs. Some of the difficulties were because of the location and unappealing
aspect of services which deterred patients from taking up referrals:

It's up at the city centre which is like Outer Mongolia for our patients [...]. (GP D)
Some of the hubs, which is where people would access their specialist care and voluntary care
services, are quite sort of fragmented; there’s not necessarily a building where all that happens,
and the building is not necessarily nice to be in. (Policymaker/Commissioner B)

Even where services were provided close by, some patients were reluctant to attend, but
according to one GP:

[...] having an in-house service where you've got a drug worker, a GP, a practice nurse, a
community links worker, and a money adviser would definitely be one of the biggest benefits.
(GPL)
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Access to mental health care was reported as particularly difficult in one case study area
because Community Mental Health Services had very low capacity and operated a high
threshold for access, including some services choosing to exclude people with problem
drug use from treatment. This was seen as an especially important risk factor for drug-
related deaths:

Accessing specialist mental health help. [...] that’s the single greatest risk factor in drug deaths
that I’'m aware of, the lack of specialist mental health support and not just the lack of it but the
barriers that are placed in their way for that. (GP M)

Third sector worker B described how people with complex needs struggle to engage with
services:

If they have a flare up with their mental health they take additional substances, whether it's drugs
or alcohol, because that’s been their coping strategy throughout; so they maybe end up in an
overdose situation or they end up inebriated and wasted when they try and access the treatment
service cause they want help, but they're incoherent, their behaviour’s erratic, they get rejected
at the door because they're too aggressive, they're shouting because they want help because
they’re panicking . It's not enough just to wait until there’s a non-fatal overdose and go and knock
somebody’s door; you have to be prepared to knock their door before that happens and engage
with the complex needs.

This view was endorsed by another who spoke about the need for closer working with a
mental health nurse or finding an easier, more timely way to access mental health services:

[...] because alot of the time we're just dealing with crisis mental health input, [. ..] we're dealing with
people when they're suicidal on the phone or they have taken an overdose, an intentional overdose,
or they’re talking about ending their life; so we're not seeing people at the start of that, what got them
to that point; we're seeing it more at the crisis management level. (Third sector worker C)

Systems-level barriers to engagement are perhaps exemplified by problematic transitions
between services. For example, one GP describes the challenges arising when PWUDs are
released from prison at short notice:

| respond by trying to do something about that immediately, organising prescriptions [...] and
then try and engage with the patient as soon as we can but, you know, the patient may not be
going back to their own house and their own address, they may not have a mobile phone
number, it may be difficult to contact them. [...] it's really, really hard and because of the
unscheduled-ness of it. (GP C).

Other problems included poor communication between services, lack of shared information
about the patient and insistence that the patient demonstrate “commitment” to treatment
before being accepted into the service. Examples of these organisational and structural
problems, given by a link worker and a pharmacist, illustrate the difficulties.

The link worker’s account:

They (secondary services) send a letter, and they don’t even know if that person’s got literacy
issues? How many times do they send a letter, and they don’t know whether that person’s mental
health anxieties are going to escalate because another letter’s landed on the doorstep, and they
hide the letters, they don't open them. So, they don't look holistically at different types of
communications, and they need to stop this closing of revolving doors.

[...] nobody’s actually asked why they haven't engaged or what the barriers have been. [...]
they're looking for concrete evidence of commitment before they take this person on, or they just
bounce the referrals back to the GP and say, ‘no we're not accepting this person’. (Link worker B)

The pharmacist’s account:

We're in this strange position where we're extremely involved in patients’ care, but we have no
access to patients’ files, no access to patients’ notes so all we know is kind of what we've
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provided our patients with, [...] we're kind of working with one hand tied behind our back [...]. |
can’'t see medical conditions, | can’t see prescriptions done anywhere else, | can’t see allergies,
any of that. [...] so, we might not be as well placed to help in an emergency without these pieces
of information. (Community Pharmacist A)

Pharmacists are often the service with the most frequent patient contact, as PWUDs come
to collect their prescriptions weekly or even daily. They noted how exclusion from “full
integration” in the system of care meant that often they struggled to report worrying
changes in patient presentations back to GPs; for example, they had to rely on the same GP
phone line as patients use and, therefore, had to navigate lengthy queue systems.

Commenting on the shared care model, one GP voiced a common concern that an increase
in part-time working, and the move to team working, especially where teams work in shifts,
means that there is not a “go-to” person responsible for the patient. This can result in a
“collusion of anonymity” whereby “if everyone’s responsible, no one’s responsible and
everyone’s anonymous, and if something really bad happens to a drug user there might be
eight or nine people who might be responsible for that, so maybe no one’s responsible” (GP
C). As a result, the shared care model becomes less effective in addressing patient needs
and reducing the risk of drug-related death. The problem is compounded by relational
aspects as third sector worker A explained:

When you get someone who is not doing so well, and especially if they’re not an amenable type
of person, everyone’s tripping over themselves to pass them on to someone elsel[...] it's a
natural reaction as well as a system problem.

Practitioners felt that these organisational and systems-level issues were compounded by lack
of adequate resources. According to third sector drug worker A, the service was “woefully
underfunded [...] in a climate of decreasing resources”. Another person commented that:

[...] the biggest barrier (to high-quality care) is allocated time and the resource that it requires.
[...] (having the) resource to be able to do that adequately and well, that would be the blue sky
thinking, that would be the goal. (GP D).

Deficit in workforce capacity and capability to provide the high-quality care required to
meet the complex needs of the population affected by drug use was frequently mentioned
and participants stressed the need for service delivery to be supported by a skilled and
appropriately resourced multidisciplinary workforce, both within primary care and also out
with primary care.

Professional differences and tensions affecting practitioner engagement

Issues also arose concerning collaboration between practitioners with different occupational
backgrounds. Practitioners spoke about having different goals, different interpretations of
the patient’s situation and different views on appropriate action regarding patient care. For
example, a mental health/addiction nurse reflected on relationships with social workers and
how this affected patients:

[...] the thing with social work is we are working from totally different platforms. So, what | can
see is progress, is if someone comes to see me and they are using maybe 5g a day of heroin and
after a month they are down to 3g that is progress for me. But with social services ‘we need you
to be clean to have contact with your child’. (MHN A)

Working with different models of care and feeling that there was a status difference between
the different professional groups was also raised as an issue:

[...] we've got a large sort of like psycho-social focus and if we're working with services that
have got a medical focus [...]. | sometimes feel we don'’t get any recognition as professionals, |
feel that is a barrier and | think some of our staff then feel, d'you know, second rate compared to
other big P professionals. [...] (Third sector worker A)
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For GPs, the reality of responding to the needs of their patients frequently went against
current policy trends, especially the focus on a “recovery approach”; as one GP mentioned:

I guess the goal is harm reduction ultimately, not abstinence, you know, which is maybe at odds
with government policy but certainly the goal is harm reduction and promotion of wellbeing and
physical health’ (GP C).

Most GPs felt similarly, that for the patients they managed, a “harm reduction” approach
was more appropriate than the “recovery approach” practised more widely by secondary
substance misuse services and some third sector services. One GP, for instance,
discussed the involvement of a secondary substance misuse service as “disruptive”:

[...] (Name) Service is almost a distraction to the long-term care for our drug dependent patients
[...]the agenda there seems to be slightly different in terms of dose reduction, and | don't know
that that's helpful for the patients and | think it's disruptive for them. (GP D)

Such tensions and differences in treatment approaches between practitioners in the shared
care system risked undermining patient trust in services and patient engagement. For
instance, one third sector worker commented on differences in prescribing practice
between services and how it affected patient engagement:

[...] sometimes | think there’s a little bit of latent friction between (Name) secondary substance
use service and the medical practice [...]. | think (Name) Service think the GPs prescribe too
much and (the patients) get frustrated if someone comes to them. So, someone gets referred to
(Name) secondary substance use service, they’re more risk averse like that, they’re much more
risk averse; (so the patient is required to pick up the prescription more frequently). And the guy
thinks ‘fuck this, I’'m off back down to the GPs’. (Third sector worker A)

Strategies to secure engagement

Both practitioners and patients noted the strategies they used to encourage or secure the
kind of service engagement they deemed necessary and appropriate.

In the case of patients and their families, this not only included action to secure the help
they needed but also it meant trying to control relationships and interaction with service
providers to manage the level and nature of their engagement. One PWUD, for
example, asked his lawyer to put him on a drug treatment and testing order rather than
community service as he felt that would get the kind of assistance he needed. He
commented:

[...] so | had to be put on 18 months for my DTTO and it did help. Everything’s dealt under one
roof, you've got your doctor, social worker, you've got everyone eh [...] and | got my house when
I was with them; they helped with some furniture and all that stuff (Kyle, PWUD).

Another person described how she approached social services for help to settle her
daughter with her grandmother while she dealt with her drug use. They were unwilling to
help because, they said:

‘you're fine as far as we're concerned, you're fine, every time we've come and checked up your
house is clean, your daughter’s healthy, she’s clean, we can'’t see a problem’. So eventually it got
to the stage where | had to lie to make them take her, | had to say, ‘look, I’ve got very angry and
nearly hit my daughter, you need to let me put her with my mum’ and then that’'s when they
agreed to it. (Jemma, PWUD).

Attempts to control the interaction with service providers, for instance by limiting details
of personal information and experiences, were mentioned by patients and family and
could lead practitioners to feel that the patient’s main goal was to secure a script. As one
GP said:

VOL. 27 NO. 1 2026 | DRUGS, HABITS AND SOCIAL POLICY | PAGE9

Downl oaded from http://ww. eneral d. com dhs/ articl e-pdf/27/1/1/ 10379379/ dhs- 04- 2025- 0020en. pdf by guest on 10 April 2026



The population is not good at telling you exactly what's going on; usually driven by an
overarching goal which is, more often than not, drug seeking but not always. (GP D)

Failure to control the situation was acknowledged as a reason for refusal to engage further
with the service or the practitioner. Family members spoke of their frustration with PWUDs
who told practitioners what they thought they wanted to hear or told lies to avoid
suggestions for treatment. For example, one mother told us, “we spoke to a psychiatrist and
that up there as well after one of the incidents one night; we sat and spoke, but | think John
knew as well what he could say when they were, like, assessing him, they would ask him
things, | think he knew exactly what to say so that they wouldn’t section him” (Angela, Family
member).

Practitioners were aware of the organisational, structural and relational problems and
told us how they attempted to navigate the system both for themselves and their
patients. They gave examples of strategies to engage patients and recounted how they
tried to overcome some of the barriers to patients’ access to services and their
reluctance to attend secondary care services. One key strategy was careful
management of prescriptions:

if | think a patient is at risk of a drug related death from opiates then. I’m not going to prescribe it,
or | might compromise by prescribing things daily; so if you prescribe things daily then the
patient doesn’t have a whole pile of them to be available for drug related deaths [...] so we're
working to try and avoid the worst outcome whatever that might be. (GP C)

Other responses included providing personal support to introduce a patient to a
different service, accompanying them on the first visit and acting as “advocate”
because “Getting out the door and getting in a new door is the big issue for people”
(Link worker B). The importance of reducing stigma prompted attempts to “normalize”
help seeking:

[...] one of the great things about this practice, everyone sits in the waiting room, [...] you have
your drug users sitting next to wee kids playing with toys, sitting next to old ladies [...]. There’'s a
normalisation about that [...]. They’re not a group apart, they're not like lepers, they're in the
gang. (GP C)

Using opportunistic encounters to provide health care and maintaining the relationship by
“rolling with resistance”, keeping the patient “visible” and waiting till the patient is ready to
provide information were also seen as ways of sustaining engagement over time. Offering
social prescribing as well as health related referrals and talking to patients in a way they can
relate to were useful communication and engagement strategies. Talking about contact with
the community psychiatric nurse, a family member mentioned:

She spoke like we do ‘hi John, my name’s Belinda’, she didn’t ask him ‘so what you been up to?’
she just said, ‘how are you feeling today John, d‘you fancy going a wee walk?’, ‘fancy going for a
wee cup of coffee?” She was good at what she done, she knew how to drag it out them without
dragging it out them, you know. She would let them talk, she had a way with her, she just knew.
(Angela, family member)

Wider social/environmental drivers affecting engagement

This study was located in two very deprived areas and the impact of deprivation at
individual and community level was recognised by participants as an important factor in
drug use and drug-related deaths. A practice pharmacist highlighted the interaction
between physical and mental health, social inequalities and drug use:

With the deprivation here, there’s a huge amount of chronic disease, heart disease, diabetes,
respiratory problems, huge amount of depression, anxiety, pain, .a lot of the problems are
probably social really aren’t they or to do with people’s just basic life really isn’t it, and they
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develop all these health related problems on the back of that [...] plenty of our patients have
many of the same similar problems without the addictions because of generally poor mental
health and, you know, poor housing, financial problems, all these things [...] we are quite aware
of those things cos this is the community we work in. (Practice Pharmacist A)

One of the mental health nurses made the important point that the effects of deprivation
were cumulative and that effective responses were needed long before people were at risk
of drug-related death:

When we talk about drug related deaths, | look at some of the people who have been failed by
the system from an early age. The environment they grew up in, the neglect, what they saw, the
adverse childhood experiences, the traumas, the abuse, sexual abuse, mental abuse, you name
it, that led them to use drugs as a way of coping. So, could we not just start at the foundation-
instead of dealing with people who are damaged- right from the start and we could’ve helped
them at the start? (MHN A)

PWUDs and their family members commented on the risks within their local communities.
These included being exposed to violence as well as being surrounded by people
encouraging the use of drugs:

My street is, like, they sell drugs, not them all eh, they’re nice people. They’'d be the first to help
you out with anything, but they just sell drugs and | just hate it, and | know someone local that he
(her son) used to get them from [...] there were two people local in fact and there was many a
time I'd threaten them ‘don’t sell him anything, don’'t sell him anything’ especially when
everybody knew what he was like, he would always take too much and they would still sell them
him, eh, like, a hundred tablets at a time. (Angela, Family member)

Discussion

There was consensus among practitioners that providing care for people with complex
problems required a “shared care” approach to offer an appropriate range of physical
health, mental health and social care responses. However, the study results illustrate that
engagement in service receipt or service delivery is situated within a complex network of
factors interacting at individual, organisational and systems levels to facilitate or hinder
engagement. Patients, family members and practitioners were all aware of the difficulties
in securing and maintaining engagement of patients in the services. These findings are
not unique to the care of PWUDs. As suggested in a review by Pinto et al. (2019, p. 9),
relational (as well as practical) barriers to engagement “exist in the intersection of client
and provider, client and organization, and client and systems”. Our results indicate that
the relational elements of engagement between different sectors of the treatment system
and different professional groups are equally as important as patient-related interactions.
Studies of partnership approaches to health service provision (or “joint working”) have
reported similar findings, in that navigating complex systems of shared care are difficult
for all concerned, and inter-professional differences in policies, organisational aims and
working practices make engagement across the services and professions problematic
(Hunter and Perkins, 2014).

Caring for PWUDs in primary care is perceived as challenging. Lack of clinical expertise,
training and inadequate resources and support systems (Dey et al., 2002; Matheson et al.,
2003), the need for health-care professionals to re-conceptualise their role in caring for
these patients (Ford, 2011) and difficulty in integrating a response to the social
determinants of health within shared care models (Sullivan et al., 2017) have been enduring
problems. Research on engagement has largely responsibilised and individualised
“problems” of engagement to different actors in the field, including patients, practitioners
and services. In doing so, engagement “problems” and “solutions” are largely framed as a
(dys)function of the shared care system and the individuals within the care system.
Although this way of thinking about and defining the problem emerged in our study,
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participants’ engagement narratives also revealed political messages about the “problems”
of a flawed care system, for example, by highlighting deficits in resources, unequal power
relations and structural inequalities.

The inverse care law, which describes how people living in deprived areas and most in
need of health care are least likely to receive it, persists in the UK National Health Service,
despite attempts to address the challenges and support primary care services in deprived
areas (Fisher et al., 2022; Blane et al., 2023). In Scotland, Blane et al. (2023, p. 4) report
that, since 1999, “there have been numerous policy commitments to strengthening general
practice in deprived areas, recognising the key role of GPs — as part of integrated
multidisciplinary primary care teams — in reducing or mitigating health inequalities. [...]
However, there remains a major implementation gap between Scotland’s policy ambitions
to address health inequalities and sustainable delivery on the ground”. The mismatch
between need and service provision was highlighted in a study comparing clinical
encounters in affluent compared to deprived areas. Researchers found that the greater
need of patients in deprived areas was not met by longer consultations, higher GP patient
centredness and higher perceived GP empathy (Mercer et al., 2018). The effects of the
inverse care law are particularly pertinent when considering patients with complex
problems, high levels of mental and physical multimorbidity and, in the case of PWUDs, at
greater risk of suicide and drug-related deaths.

The impact of structural inequalities on drug-related deaths, although acknowledged as
important, has received less research attention, especially with respect to considering
how macro-level conditions influence the environments in which drug use and drug-
related deaths occur and constrain effective primary care responses. Thus, while
engagement is understood as a fundamental component of care systems that can
prevent drug-related deaths, it also needs to be reframed so as not to divert attention
away from political choices and responsibility for the kind of society in which
engagement is made possible or not.

In the Scottish context, the relationship between drug-related deaths, deprivation, health
and social inequalities cannot be ignored (University of Strathclyde, 2022; Miall et al., 2022;
Scottish Government, 2023; Finch et al., 2023). Although it has been argued that there is
insufficient evidence to claim deprivation as the key driver of Scotland’s higher drug-death
rate (van Amsterdam et al., 2021), a recent report indicating lower life expectancy in the
most deprived areas, argues that, “Drug related deaths are a prominent part of the decline
in life expectancy — and the growing inequalities gap” (Miall et al., 2022, p. 6). The report
notes that the biggest single contributor to mortality in 15-44 year-olds, is drug deaths (p50)
and, as stated earlier in this paper, inequalities in drug deaths are greatest for areas with
large and relatively deprived urban centres (p50). In addition, the evidence points to an
accumulation of multiple sources of deprivation, likely to be most prevalent in the most
deprived areas (Finch et al., 2023). This accords with the perceptions of participants in our
study. Participants all “situated” their views and experiences within a wider context, for
example, by drawing attention to structural inequalities, historical and cultural factors
influencing drug use and drug-related harm, political influences, constraints imposed by
commissioning and contracting processes, organisational structures, the location of
services and the built environment. These played an important role in what was considered
possible to achieve in primary care and what standards of care could reasonably be
expected.

Conclusion

Scottish policy recognises the importance of addressing health and social inequalities.
However, as Finch et al. (2023, p. 8) emphasise, “there is a persistent and growing
implementation gap” which has resulted in a lack of progress towards solving the multiple
complex health and social problems, including drug-related deaths, linked to deprivation. As
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Miall et al. (2022, p. 11) argue, health and social care services have an important role in
tackling inequalities, and the findings from our study show how practitioners are attempting
to devise strategies to enhance engagement at the individual level. But actions at individual
and service delivery level are only part of the picture. As demonstrated by our study
findings, prevention of drug-related deaths requires changes both in the environments
where drug use and drug-related harms occur and in the shared care system of service
delivery. This includes consideration of how to address the “collusion of anonymity”,
exacerbated by the increasing move towards team working, referred to by more than one of
the practitioners in the study. It also includes consideration of how to facilitate ease of
access to the necessary range of services within the patient’s locality and how to reduce
tensions arising from different professional and practice approaches to care. To improve
engagement and provide adequate, appropriate support for primary care teams to deliver
high quality care, there is a need to reframe narratives about “engagement” as a relational
practice and a shared endeavour in the prevention of drug deaths.
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