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ABSTRACT

PURPOSE There is little research exploring the experiences of family physicians
caring for women who use illicit drugs. This study explores the experiences of
these physicians in order to better understand the process of engaging these
women in the patient-physician relationship.

METHODS We conducted a phenomenologic, qualitative study using individual,
in-depth interviews with 10 family physicians working in inner-city Toronto and
Ottawa, Ontario. An iterative and interpretive analysis was used.

RESULTS Three broad themes emerged from the analysis. The predominant
theme was that of the patient-physician relationship, which consisted of 2 phases:
the engagement phase and the maintenance phase. During the engagement
phase, issues such as access and women'’s experiences of trauma and violence
were evident and impeded participants’ ability to engage with this population.
As such, the patient-physician relationship during the engagement phase was
tenuous. Trust and presence were paramount during this phase. Once a family
physician engaged a woman, the transition to the maintenance phase was made.
Within the maintenance phase, 2 subthemes were identified: continuity of care
and "meeting people where they're at” (finding common ground).

CONCLUSIONS This study identified a 2-phase process of the patient-physician
relationship from the perspective of family physicians caring for women using
illicit drugs: the engagement and maintenance phases. Our findings identified
strategies to support the patient-physician relationship during each of these
phases that have implications for improving the health of these women.

Ann Fam Med 2011;9:244-249. doi:10.1370/afm.1225.

INTRODUCTION

aving a strong patient-physician relationship is good for one's

health. Such a relationship may be especially important for mar-

ginalized women, such as those who use illicit drugs. Despite
high use of emergency departments and walk-in clinics,'** some studies
have found marginalized women have low rates of outpatient visits and
poor follow-up.*¢ This pattern is contrary to that of women in the general
population, who access the health care system more than men.”” Barriers
these women face include spending time finding drugs, participation in sex
work, homelessness, lack of health care coverage (eg, through loss of iden-
tification), mental illness, lack of transportation, discrimination from health
care clinicians, and distrust of the health care system.*'*'” This lack of
continuity is of particular concern given the high morbidity and mortality
in this population.''>17!823 Just as a woman's health care needs are highest,
her likelihood of accessing care is lowest.

There is very little research studying the active role that family physi-

cians can play in reducing the morbidity of women who use illicit drugs,
particularly within the context of the patient-physician relationship.*
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We speculate that higher rates of engagement in the
patient-physician relationship will result in increased
participation in health promotion and disease preven-
tion activities among this population, thereby reduc-
ing morbidity.

Exploring factors that can develop and foster the
patient-physician relationship can have health impli-
cations beyond the obvious benefits of a supporting
relationship. This article presents the first part of a
2-part study exploring the process of building the
patient-physician relationship with women who use
illicit drugs.

METHODS

In this phenomenologic study, we used the qualitative
method of in-depth interviews. This approach is useful
when exploring a relatively narrow research question
and when the experiences and understanding of the
participants are the primary interest, not the broader
context of that understanding.?’

Participant Recruitment

Family physicians were eligible for the study if they
worked in Toronto or Ottawa, Ontario, and provided
care at least a half-day a week to women using illicit
drugs. We used mixed sampling strategies. Once we
determined that a physician met inclusion criteria, we
took a maximum variation approach to ensure rich-
ness of the data (eg, form of remuneration for services,
practice setting, age, sex, length of time in practice).
Snowball sampling was used to obtain the names of
other potential participants through personal contacts
with family medicine departments, managers at com-
munity health centers, managers of harm reduction
programs, and other family physicians. The principal
researcher (S.W.) contacted 31 potential participants
by telephone or e-mail. If they expressed an interest,
they were screened to ensure they met the inclusion
criteria. Twelve family physicians did not meet the
inclusion criteria and 9 did not respond; therefore, the
final sample was 10 family physicians. Sampling ended
when saturation was achieved.??” We did not provide
any incentive for participation.

Data Collection

One author (SW.) conducted all of the semistructured
interviews using an interview guide. The interviews,
which lasted 45 to 75 minutes, took place in family
physicians’ offices or homes and were recorded using

2 tape recorders. All participants were asked the same
open-ended question to begin the interview: “What

is your experience of caring for women who use illicit
drugs>” Other sample questions included (1) “What

are some of the things that you do to engage these
women?” and (2) “Can you describe some of the rea-
sons that it is difficult to engage this population?”
Probes were used as necessary. The author took field
notes during the interview. Informed consent was
obtained from all participants before each interview.

Data Analysis

The audiotaped interviews were transcribed verbatim.
We analyzed the data using an iterative and interpre-
tive process. After each interview, each researcher read
the data independently to identify emerging themes.
We then met to compare and combine our respective
analyses looking for key words, phrases, or concepts.
Common themes were manually introduced into a cod-
ing template and assigned a numerical value. These
numerical codes were used to identify common themes
in subsequent interviews. We continually expanded,
reviewed, and revised the coding template as new
themes emerged. On reaching saturation, earlier tran-
scripts were recoded to ensure congruence with the
final coding template.

Once all the data were analyzed, we identified
dominant themes and condensed the coding template
as some themes were identified as redundant. This
iterative method of theme identification and coding
is consistent with phenomenologic methods.?” There
was a constant interaction between sampling, data col-
lection, emerging analysis, and theory construction.?”
Theme saturation was achieved by the sixth interview.
We conducted 4 more interviews to ensure that no
new themes were emerging and previous themes reso-
nated with participants in the later interviews. This
strategy is called member checking.?®

We obtained ethics approval from The University
of Western Ontario's Health Services Research and

Ethics Board.

RESULTS

A total of 10 family physicians were interviewed. Their
average age was 42 years (range, 32-58). The average
time in practice was 13.5 years (range, 3.5-35). Six
were male. Participants worked in diverse practice set-
tings and were remunerated in a variety of ways; how-
ever, most were paid by salary or a blended model.

The predominant theme that emerged from the
data analysis was that of the patient-physician relation-
ship in which there were 2 phases: the engagement
phase and the maintenance phase.

The Engagement Phase
During the engagement phase, participants described
how the structure of the primary health care system
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and the trauma-filled lives facing women limited their
ability to access health care and thus, limited opportu-
nities for engagement. Despite these barriers, partici-
pants were still able to celebrate the strong and mean-
ingful therapeutic relationships they were able to build
with their female patients who were using illicit drugs.
Participants' narratives about the relationships
they formed with their patients were emotional and
powerful as they struggled to meet even the most
basic of patients’ primary health care needs. Partici-
pants described how trust was the foundation of the
patient-physician relationship. Multiple opportunities
for engagement were reported as necessary before any
relationship was established. This phenomenon was
described by participants as a “testing period.” Building
trust was a very slow process:

I've seen people who...it's taken 5 years to see a doctor. So
they might have seen me walk by 200 times before they
decide, "Maybe I'll go see the doctor.” Yeah, so it's very hard
for some of them to develop trust.

Many participants believed that one of the contrib-
uting factors to this lengthy process of trust-building
was that female, drug-using patients had previous “. ..
bad experiences with the health system.”

Many participants "recruited” patients by attend-
ing drop-ins and liaising with outreach workers, which
allowed trust to develop vicariously: “Well it's mostly
the agencies that [engage women].. so that's why |
go in where | go [shelter]...they'll come and see me
because their worker has brought them.”

Presence was another method of establishing trust
during the testing period and was a crucial feature of
participants’ relationships. Creating a calm presence
deflected the chaos patients brought with them to their
visits: “...if you can get into that...peace and serenity
space. . .it allows them to calm down and.. .try to lose
some of the chaos around them.... And just know that. ..
it's safe and they're okay."

Many participants described scenarios with patients
where, despite not always being able to accomplish
many medical successes, they believed their mere pres-
ence was important to their patients: “But just knowing
that for all their.. suffering, I'm.. here and they can
show up and know that that's a home base.” This pres-
ence was also meaningful to participants: “I derive a
great deal of pleasure from some specific individuals...
who [ enjoy just ‘cause of who they are.”

Crucial to establishing trust was ensuring that
patients felt respected. This theme of nonjudgmental-
ism was pervasive during the engagement phase: “They
feel welcome. They feel that people recognize that
despite their drug problems and other issues, they're
sort of okay people.” Participants described the need

to accept their patients at face value: " am wanting
to know and to listen to their stories of pain...with-
out judging them.. .so that they feel that...they are a
human being...who is worthwhile.”

Proving to patients that they were not going to be
abandoned was also described as critical to forming
a trusting physician-patient relationship. Thus, trust
became the core foundation to continuity of care.

The Maintenance Phase

Once participants had engaged their female patients
who used illicit drugs, the next step was maintaining
that relationship. Two strategies were described as
critical to maintaining the newly established relation-
ship: continuity of care and "meeting people where
they're at.”

Continuity of Care
Being able to identify a person as “their doctor” was
a common theme identified by participants. Continu-
ity of care, however, looked different in participants'
inner-city practices than in a more traditional practice
because patient visits tended to be “in the context of
some physical or mental/emotional or social crisis.”
There were often intense and frequent visits over short
periods of time followed by extended absences: “They
come in a lot. And it may just be for a moment...they
become a large part of your daily...practice because
you just see them every few days.”

Despite the fact that many of the physicians were
providing primary health care in a drop-in setting to
a transient population, they all identified continuity
of care as an integral component of the comprehen-
sive care they provided. Being reliable and having a
predictable schedule helped to maintain continuity of
care: "The continuity is because | come to these places
every week...people know that I'm pretty reliable.”

Some participants felt that continuity of care was
especially important when providing health care to a
population of patients who had experienced recurrent
loss: “...they can't learn to trust unless there's a sustained
period of time invested in them.” In stark contrast to
these women's frenetic and unpredictable lives, partici-
pants sought to provide a stable and consistent setting
where women could come and receive primary health
care, thus helping to maintain the patient-physician
relationship.

'Meeting People Where They're At'

Finding common ground or, as participants described it,
"meeting people where they're at,” was viewed as criti-
cal to maintaining relationships with drug-using women.
This idea of “not pushing too hard” was illustrated by

the following scenario in which the participant was try-
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ing to figure out just how much she would be able to
accomplish with her drug-using pregnant patient:

...was [it] going to be a visit where I could push ahead in
terms of getting...all the things you're supposed to get done?
Or.. just literally “What's your weight?"...and then out the
door 'cause that was all she could manage for the day.

This delicate dance of deciding when to back off
and when to push forward suggested that participants
were constantly reading patient cues to determine
“what the patients could handle” at any given moment.

Having the patient set her own priorities rather
than following a physician-driven agenda was another
theme raised by many participants. In the following
example, a participant recalls answering a patient's
question about drinking chamomile tea while pregnant
when the family physician really wanted to talk to her
about the effects of smoking crack on the fetus: ...
but it was a legitimate question on her part. Like that's
what she wanted to hear about, so that's what I talk[ed]
about.” Thus, listening to patients’ needs and hear-
ing their concerns, although not an easy task, could
empower women by giving them control over the
decision-making processes.

DISCUSSION

This study explored the experiences of family physi-
cians who cared for drug-using women. In particular,
exploring the experiences of a group of passionate
and dedicated family physicians led to rich data col-
lection, identifying strategies that facilitate and those
that hinder the development of the patient-physician
relationship. One of the key findings of this study was
the 2-phase process of relationship development, iden-
tified as engagement and maintenance phases. Other
literature has identified similar challenges to engage-
ment.?* Our study found early engagement to be only
part of the process necessary to provide care to these
women. Once early engagement had occurred, the
work had just begun. Convincing women to return
posed another hurdle that, if successfully addressed,
would lead to the maintenance phase of the patient-
physician relationship. Participants identified creative
and effective strategies used to support women so that
they would return for follow-up.

Our study findings support previous research that
found that vulnerable populations placed particular
importance on the patient-physician relationship.> 223!
As in our study, factors within this relationship, such
as trust, compassion, respect, and finding common
ground, have been previously identified as priorities for
primary health care for low-income women.'>3%3" Our
study reinforces the importance of presence, trust, a

nonjudgmental stance, "meeting people where they're
at,” and extending respect for stigmatized popula-
tions—but for the first time from the perspective of
family physicians.

In examining the maintenance phase of the patient-
physician relationship, our study provides new insights
into the unique aspects of continuity of care in women
who use drugs. O'Malley et al®' suggest that the
patient-physician relationship is the “link in the chain”
without which other critical aspects of primary health
care such as continuity of care cannot exist. Our study
was also able to elucidate some of the factors that
affect continuity of care in this population. Continu-
ity of care appeared different in these family physi-
cians' offices—visits were often crisis-driven, brief, and
intense. This pattern is in stark contrast to that in most
family physicians’ offices, where acute, chronic, and
wellness checks predominate patient visits. In a 1992
qualitative study, Miller®? identified 3 types of clinical
encounters: routine, ceremony, and drama. Routine
visits were characterized by brevity and use of a bio-
medical model.?* Ceremonies, on the other hand, were
more ritualistic, often involving the “covenantal,” such
as when a physician treats a patient with vitamin B,,

32(0294) Finally, dramas

injections for their chronic pain.
were complicated, intense, and often involved conflict,
nonadherence, or the delivery of bad news.?? Our
study findings suggest a fourth type of clinical encoun-
ter: routine drama. Routine dramas were repeated visits
that, although brief and frequent, were driven by con-
stant and repetitive crises that often went unresolved.

In a review by Saultz and Albedaiwi,® there was
a consistent and noteworthy positive relationship
between interpersonal continuity and patient satisfac-
tion; however, it is unclear if this was true only for
patients who sought out relationships with a family
physician. Our study suggests that this may not be the
case. Participants often targeted patients who were not
initially interested in receiving health care services.
Whether continuity of care plays a role in the initial
decision of marginalized, drug-using women to seek
out primary health care requires further enquiry. Find-
ings of the current study imply that a primary health
care system designed to support patient-physician
relationships and promote continuity of care would
improve health outcomes on many levels.

The perspectives of family physicians in this study
are consistent with the perspectives of vulnerable
women about the patient-physician relationship in

53031 [t is noteworthy that for partici-

other studies.
pating family physicians, establishment of trust and

continuity of care looked quite different from that for
family physicians in more conventional practices. The

reason for this difference and the impact it may have
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on family physicians in this type of practice deserve
exploration. It may be that family physicians who
choose this type of work share some unique traits.
Alternatively, the experience of caring for vulnerable
populations such as drug-using women may change
family physicians’ perspectives over time. Findings
from the larger 2-part qualitative study we carried

out suggest that both interpretations may be true. For
many family physician participants, an interest in social
justice and advocacy were primary reasons for entering
medical school 3 In addition, they described feeling
isolated from their peers. It is possible that as women
patients are more isolated, the family physicians caring
for them also become more marginalized.

Our study was limited to family physicians. Given
that much of the care delivered to these women is
interprofessional, it would be interesting to see if other
health professionals share similar experiences. This
study was also limited to exploring the process of
engaging women who use drugs, and it would be inter-
esting to see if the 2-phase process is similar for drug-
using men. An additional shortcoming of this study
was its narrow geographic range.

Our findings imply that receiving just any primary
care is not necessarily equivalent to receiving good pri-
mary care. Given that primary care of the marginalized
is often fragmented (delivered by student- or volunteer-
run clinics) and takes place in locations where people's
living situations may be transient (eg, shelters) 338
quantitative research comparing the impact of continu-
ity of care in marginalized populations as compared
with the general population would be important. This
research may help determine if continuity of care has
a greater impact on the health of drug-using women as
compared with women in the general population.

In conclusion, although there is a substantial amount
of literature about patient-centered care for homeless
individuals, there is very little research on women using
illicit drugs and, in particular, improving the health
care provided to these women. This study identified a
2-phase process of the patient-physician relationship
from the perspective of family physicians caring for
such women: the engagement and maintenance phases.
We identified strategies to support the patient-physician
relationship during each of the 2 phases that have impli-
cations for improving the health of these women.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orglcgilcontent/full/9/3/244.
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