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Abstract

Background.  Communication barriers between persons living in poverty and healthcare 
professionals reduce care effectiveness. Little is known about the strategies general practitioners 
(GPs) use to enhance the effectiveness of care for their patients living in poverty.
Objective.  The aim of this study was to identify strategies adopted by GPs to deliver appropriate 
care to patients living in poverty.
Methods.  We conducted in-depth semi-structured interviews with 35 GPs practising in Montreal, 
Canada, who regularly provide care to underprivileged patients in primary care clinics located 
in deprived urban areas. Analysis consisted of interview debriefing, transcript coding, thematic 
analysis and data interpretation.
Results.  GPs develop specific skills for caring for these patients that are responsive to their complex 
medical needs and challenging social context. Our respondents used three main strategies in 
working with their patients: building a personal connection to overcome social distance, aligning 
medical expectations with patients’ social vulnerability and working collaboratively to empower 
patients. With these strategies, the physicians were able to enhance the patient–physician 
relationship and to take into account the impact of poverty on illness self-management.
Conclusions.  Our results may help GPs improve the health and care experience of their vulnerable 
patients by adopting these strategies. The strategies’ impacts on patients’ experience of care and 
health outcomes should be evaluated as a prelude to integrating them into primary care practice 
and the training of future physicians.
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Introduction

Patients living in poverty, while very diverse, share a common 
reality: they are more at risk of living with multiple chronic con-
ditions (1), having greater healthcare needs (2) and experiencing 
barriers when attempting to access primary care (3,4). They may 

constitute a challenge for clinicians, who may feel overwhelmed 
and ill-equipped to manage their health needs (5,6). The social 
distance between physicians and underprivileged patients may 
inhibit their relationship, and studies have reported that physi-
cians tend to be more directive with these patients, spend less 
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time with them and provide less information concerning treat-
ment options (7,8).

This situation is highly problematic; indeed, the quality of the 
therapeutic relationship is crucial to effective care and to strengthen-
ing patients’ capacity to manage their own chronic illness. Enhancing 
the therapeutic relationship is one of the foundations of patient-cen-
tred or relationship-centred care (9). It has the potential to foster 
trust in the patient–physician relationship. One critical element of 
the quality of relationship between underprivileged patients and GPs 
is the physicians’ ability to develop ‘social competence’ and adapt 
their practice to the capabilities and social conditions of persons 
living in poverty. In effect, to contend with the social and material 
deprivation of patients living in poverty, GPs and other healthcare 
professionals need to adapt to these patients’ needs and provide 
them appropriate guidance (8,10).

In Canada, as in many other countries, sociocultural and eco-
nomic barriers to healthcare represent a heavy burden for persons 
living on low income or social assistance, persons with disabilities, 
aboriginal people and recent immigrants and refugees. In Quebec, 
despite reforms of the universal healthcare system aimed at improv-
ing the fit between population needs and medical care, social ine-
qualities are not well addressed and GPs lack resources for providing 
care to persons living in poverty. To address these well-documented 
problems, it is crucial to understand how some GPs overcome chal-
lenges by adopting best practices for treating persons living in pov-
erty who have complex care needs. The aim of this study was thus 
to identify the strategies used by GPs for effective delivery of care to 
patients living in poverty.

Methods

Study design and participants
We adopted a qualitative approach based on in-depth semi-struc-
tured interviews with general practitioners (GPs). This approach is 
relevant (11) for exploring a complex phenomenon about which lit-
tle is known, such as family physicians’ experience of providing care 
to patients living in poverty. Our study relied on Campinha Bacote’s 
(12) concept of cultural competence, which we adapted and devel-
oped into the concept of ‘social competence,’ defined operationally 
as ‘a process based on knowledge, skills and attitudes that supports 
effective interaction between the physician and patient, despite social 
distance’ (8). We were interested in how social competence evolves 
through experience with underserved patients and enables physi-
cians to better understand patients’ living conditions and adapt care 
to their needs (8). The findings presented in this article are derived 
from a qualitative research program encompassing two funded stud-
ies that are described in detail elsewhere (8,13).

We recruited GPs in Montreal, Canada, the inclusion criterion 
being that they had to devote a majority of their time to provid-
ing care to patients living in poverty (defined as persons on social 
assistance or working poor). We excluded physicians who worked 
primarily in walk-in clinics. We used a mixed purposeful sampling 
strategy that combined snowball sampling, to recruit physicians 
recognized by peers as having expertize in providing care among 
deprived populations (8), and maximum variation sampling, to 
ensure we recruited physicians with various degrees of experience, 
practising family medicine in various underserved areas, caring for 
various types of underprivileged patients and working in various 
types of care organizations. We recruited physicians in person, by 
e-mail and by telephone and stopped recruiting when we achieved 
data saturation (11). Some physicians were recruited in person 

through our ethnographic study in clinics. Our presence at those 
clinics and the involvement of the chief of the medical team helped 
us identify physicians corresponding to our inclusion criterion. 
Other physicians, a majority of them initially recommended by a 
participating physician, were contacted by e-mail or phone.

Data collection and analysis
Three experienced research assistants (A.B.F., E.L., T.G.) conducted 
semi-structured individual interviews in French, all using the same 
interview guide. The guide, based on our research questions, cov-
ered physicians’ experience of caring for patients living in poverty, 
care strategies for those patients and perceptions concerning poverty. 
We asked all participants the same core questions on care strate-
gies and used probing techniques to explore their perceptions and 
experiences (14). Questions included: What do you know about 
your patients’ social context? How do you obtain this information? 
What do you do to overcome barriers and difficulties encountered 
when treating patients who live in poverty? What are your strate-
gies to help low-income patients with multiple chronic conditions? 
Before the interview, each participant signed a consent form. None 
of the physicians contacted declined our invitation to be interviewed. 
Interviews lasted 45–90 minutes and were audiorecorded and subse-
quently transcribed verbatim. We obtained ethical approval from six 
institutional review and ethics committees representing the different 
locations where we conducted the research.

The research team (C.L., E.G., T.G.) conducted the thematic anal-
ysis (15) iteratively to improve rigour and credibility. In debriefing 
sessions conducted immediately after each interview, the researcher 
and research assistants reflected on the data collection, summarized 
findings, identified emerging hypotheses and prepared subsequent 
interviews. We developed codes for themes and subthemes through 
independent analysis of transcripts and consolidated them in team dis-
cussions. Each transcript was analysed by at least two members of the 
team, summarized and coded using NVivo software. They compared 
their work and resolved any discrepancies by reviewing and discussing 
the transcripts. Once all transcripts were coded and analyzed, C.L., 
T.G. and E.G. met to compare coded data from each interview, create 
broad categories across the interviews and identify dominant themes 
(15). Upon reaching the point when information from new interviews 
was redundant, we completed five more interviews to confirm data 
saturation had been reached. We validated our interpretations with 
members of a medical team that had participated in our study. We met 
several times with our co-researchers to share our interpretation, and 
we kept a logbook for the duration of the study. Among other things, 
it addressed the researchers’ biases and methodological limitations.

Results

We interviewed 35 GPs (21 women and 14 men) working in deprived 
urban areas (Table 1) in Montreal where the poverty rate reached 
29%. They ranged in age from 25 to 75 years and had between 1 
and 48 years of experience. They worked in a variety of practices, 
and most chose to work in clinics where they were paid by salary or 
where medical teams allowed more time with underserved patients. 
Almost all had acquired international experience as residents; many 
were still involved in humanitarian or political activity. Many of our 
participants were engaged in different patient advocacy activities to 
improve the healthcare system. Participating physicians perceived 
themselves as having a social role to play in reducing and attenuating 
health inequities. From their point of view, ‘doctors are privileged’ 
in our society and they have a ‘social responsibility’ toward society.
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Our participants acknowledged the difficulties of caring for peo-
ple living in poverty, the majority of whom live with multiple chronic 
conditions. Some GPs described patients’ passive or negative attitudes 
toward health or chronic illness self-management and their low health 
literacy, as well as frustration over patients’ not keeping appointments 
and neglecting significant health issues. Many of our participants 
reported that they had felt empathetic toward persons facing pov-
erty issues even before beginning to practise medicine and that they 
had developed, over the course of their practice, a particular interest 
in a specific vulnerable subgroup of patients living in poverty, such 
as indigenous populations, immigrants or homeless persons. They 
alluded to a proliferation of systemic barriers for underprivileged 
patients within the healthcare system, especially concerning access to 
good quality of care for persons with mental health problems.

The following sections present three main strategies physicians 
used in working with patients living in poverty: (i) building a per-
sonal connection to overcome social distance; (ii) aligning their 
expectations with patients’ social vulnerability and (iii) collaborating 
with other professionals to empower patients. Participants indicated 
that they used these strategies to varying degrees and depending on 
the type of patient. Some of them used the strategies more intensively 
than others, notably physicians with more experience and those who 
had developed over time a greater expertize in caring for socially 
marginalized patients.

Building a personal connection to overcome social 
distance
Physicians described spending time getting to know their patients, 
including finding out about their levels of material, social and health 

deprivation. According to them, this personal connection was an 
essential step in developing mutual trust and overcoming social 
distance.

I need to know what’s happening in her life, where she’s living. 
I need to understand that this month, she’s unemployed. I need to 
pay attention to all that. (MD 6)

Physicians reported using self-disclosure as a strategy to reduce this 
social (and/or cultural) distance and create a ‘bridge of trust’ with 
their patients, sometimes even sharing personal life anecdotes or 
events to connect with patients.

I’m no psychiatrist. But having the space … to dialogue—not all 
the time, it doesn’t always have to take an hour—but to say, ‘We 
don’t know each other yet; let’s take an hour and go over things.’ 
Then, they say what they wanted to say, and after that, there’s a 
bond of trust established. Lots of people have said to me, ‘My 
God, no one has ever asked me all these questions.’ (MD 1)

Physicians recognized that the hardship and difficult social condi-
tions (violence, food insecurity, insalubrious housing, etc.) often 
experienced by patients living in poverty could interfere with their 
care relationship. They indicated that, to deepen the relationship, 
it was important that they recognize patients’ suffering and com-
municate this to them. The physicians invested considerable energy 
in searching for ways to convey empathy and listen actively, while 
setting clear limits with the patients and with themselves.

I would say that, given the especially chaotic lives of our 
patients, you can’t not be [caring]. You know, a woman who 
was raped in prison for three months—you can’t not care. You 
have to care. And we realize that this is part of the therapy in 
this clinic, which is that we’re all listening carefully. We know 
that’s part of the therapy, and we do it, and we take the time it 
takes to do it. (MD 10)

Aligning physicians’ expectations with social 
vulnerability
Participants reported that, with experience over time, they developed 
the ability to understand poverty and its impact on patients’ health 
and behaviours. Many explained, for instance, that unhealthy behav-
iours and self-damaging attitudes sometimes echoed the hurt, stress 
and stigmatization that patients experienced:

You have no social value because economically you have no value 
and politically you have no value. We see that these people inte-
grate that view profoundly, it goes right to their core, that I’m 
garbage, I’m not worth anything. And that leads to all kinds of 
behaviours in relation to one’s health, one’s body, that are abso-
lutely self-destructive. (MD 4)

Participants considered their knowledge about their patients’ 
material deprivation and experience of stigma to be useful. They 
took social factors into account to adapt treatment plans to their 
patients’ situation and vulnerability. Examples included lowering 
their expectations regarding healthy self-care behaviour and pre-
ventive recourse to care, and building on their patients’ own sense 
of competency.

Saying that we understand them, that we know it’s difficult; say-
ing, ‘well, is there some little thing you could do, something easy, 
not complicated?’ (MD 6)

To keep focusing on their strengths, yes. Because, it’s like soci-
ety in general, the environment is always there to remind you of 
your shortcomings. I would say especially, as in the role of parent, 
I’ve been struck by how important it is to respect them. To say to 
them, you’re the expert now. (MD 19)

Table 1.  Description of participants (N = 35)

Characteristics n

Age
  21–30 4
  31–40 13
  41–50 6
  51–60 6
  61+ 6
Gender
  Female 21
  Male 14
Years of experience
  0–5 9
  6–15 11
  16–30 7
  31+ 8
Type of organizationa

  LSCs (salary) 12
  LSCs + FMG (salary) 6
  Integrated network clinics (fee-for-services) 4
  ER (fee-for-services) 6
  Community clinic (salary) 6
  Other (salary and fee-for-services) 1

aLocal community services centres (LSCs) provide health and social services 
(preventive and curative services) and various professionals work in these or-
ganizations. A family medicine group (FMG) is a group of physicians working 
closely with nurses to provide services to registered patients. FMGs are built 
upon pre-existing structures (CLSC, private practice, etc.) and are a strategy to 
facilitate access to family physicians. Integrated network clinics are also built 
upon pre-existing structures (private clinics) and were created to reduce ER vis-
its. They provide extended hours of services and offer on-site lab and radiology 
services. They have been created by merging a traditional network clinic and a 
family medicine group, to which a team of health professionals has been added. 
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According to participants, acknowledging their patients’ social vul-
nerability and identifying patients’ strengths helped them avoid judg-
mental attitudes. They adapted their biomedical language and were 
attentive to non-verbal gestures to verify whether patients under-
stood their recommendations. They avoided infantilizing patients by 
explaining clearly, slowly and respectfully and by using simple meta-
phors. They did not lecture their patients about their noncompli-
ance, but continued encouraging them to modify their lifestyle and 
adherence to treatment.

You always have to start with what the person is ready to change. 
But mainly you need to listen, try to understand exactly where 
they’re coming from and what their strong points are, how to find 
what will motivate them in particular. (MD 14)

The physicians said they needed to accept that some of their patients 
would achieve only minimal change with their chronic illnesses. 
Nevertheless, they indicated that they persisted in communicating 
with patients respectfully about how to improve their health, since 
they achieved some success with this approach.

So, with our relationship and over time, he started to make changes 
in his life, obviously within the possibilities that he had. He was 
really, really happy to make those changes… Before, he drank two 
to four quarts of soft drink, and he stopped that. (MD 4)

Collaborating with other professionals to empower 
patients
Participants noted that teamwork was a fundamental strategy in car-
ing for patients experiencing poverty, and that professional collabo-
ration fostered access and relational continuity for their patients. 
Physicians did not simply delegate patient follow-up to other profes-
sionals; they recognized the added value of that expertize and inte-
grated it into their chronic care management. They relied on their 
team to help patients navigate the healthcare system and obtain ser-
vices from community organizations.

You have to learn it, you have to make mistakes, you have to let 
others help you. For sure, with the heavier clienteles, we need 
the multidisciplinary team. I’ve learned a lot from the people in 
other professions that I’ve work with, especially with regard to 
relationships. (MD 3)

Encouraging patients to actively manage their own chronic condi-
tion, which often involves consulting various healthcare profession-
als in different places, requires what one patient called a ‘back-up 
team.’ Physicians described it as a trio that could take different 
forms, although usually it would be a team consisting of a physician, 
a nurse (or a receptionist) and a social worker (or a psychologist).

‘Do you have problems with debt? Do you have money prob-
lems? There’s help available for that; you know, we have a social 
worker. There are ways of helping you with that.’ … when you 
know he [the patient] has no money, well then,… it’s very hard for 
him to change his eating habits. (MD 11)

Many participants reported that involvement in a cohesive team 
allowed them to learn from their peers and colleagues and increase 
their competence to offer better preventive care to the most vulner-
able patients. They emphasized the team’s solidarity and the mutual 
support among physicians and different professionals as they dealt 
with the problems presented by certain patients living in very dif-
ficult situations.

There’s a fundamental difference between a group and a team. 
A group, it’s people who come together around individual inter-
ests they share. You can find lots and lots of groups. A team, it’s 

people who share the same convictions, and a team is tested and 
proven in hard times. (MD 22)

For us, the team, it helps a lot when we support each other. We 
often have little chats over coffee together. If we didn’t do that, 
none of us would still be there. (MD 24)

According to our most experienced participants, the three main 
strategies described above took shape through empathy and experi-
ence. Repeat contacts with patients living in poverty and openness 
to other providers’ experiences and approaches with persons in 
poverty were key in acquiring social competence. As one participant 
mentioned:

It’s not something you learn through one method; you learn it by 
osmosis … in the thick of the action (MD 22)

Discussion

Our participants developed three main strategies aligned with social 
competence that, according to their observations, seemed to be 
appropriate to the needs and capabilities of persons living in pov-
erty: building personal connections to overcome social distance, 
aligning physicians’ expectations with patients’ social vulnerability 
and collaborating with other professionals to empower patients. 
Our results demonstrate how these social competence strategies 
led GPs to take specific actions, such as suspending judgment by 
creating space to check assumptions and expectations, taking time 
to explore patients’ socio-economic conditions, creating bridges of 
trust through appropriate self-disclosure and exploring patients’ 
competencies. According to our participants, these actions appeared 
to have a beneficial impact on the patient–physician relationship and 
on patients’ self-care over the long term.

Earlier studies have stressed the importance of not blaming 
patients for non-compliance and of providing socio-humanistic train-
ing to healthcare professionals (16). GPs in this study were aware 
of the negative effects of ‘felt stigma’, which is very detrimental for 
those patients. Scambler (17) reported that felt stigma (‘internalized 
sense of shame’) is more disruptive for patients than enacted stigma 
(‘discrimination against others for being imperfect’). Physicians with 
significant social competence may help reduce felt stigma by tak-
ing steps to deepen relationships with patients and thereby reinforce 
preventive recourse to healthcare instead of consultations in crisis, as 
reported by Dixon-Woods (18).

Our results support two tenets observed in Hudon et al.’s (19) 
recent review of patient-centered care in chronic disease manage-
ment: ‘start with the patient’s situation,’ and ‘advocate for the patient 
in the healthcare system.’ Our study provides complementary obser-
vations. According to participating physicians, they were not only 
aware of their patients’ social context, but also aligned their expec-
tations with their patients’ capabilities. This helped them avoid the 
judgments regarding non-compliance or missed appointments that 
have been reported among physicians in many studies (20). They 
were able to avoid unrealistic expectations, again in contrast to what 
the literature has reported (21). Working in collaboration with other 
health professionals and staff in community organizations, they 
identified their patients’ capacity to self-manage their chronic illness 
and worked with them to gain better access to the health system.

Most of our participants were salaried and worked in primary 
care clinics that are supportive of patient-centered care, allowing 
time with patients and providing access to a multidisciplinary team. 
Our results support the conclusion that, from the physicians’ per-
spective, a longitudinal care relationship and team care coordination 
may improve the health and care experience of low-income patients 
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(22). However, our respondents’ ways of adapting communications 
to fit the needs of those patients were not conventional. Barriers 
in delivery of care to low-income patients are prevalent and docu-
mented in Canada and many other countries. Our results support 
Fiscella’s (23) contention that efforts by physicians and other provid-
ers to treat vulnerable groups need to be recognized and supported.

Socially competent physicians’ sharing of responsibility with larger 
teams to manage chronic illness in low-income patients bears simi-
larities to the case-management model used for patients with severe 
mental health problems. In that model, the designated coordinator 
intentionally shares the therapeutic relationship with a small team to 
avoid creating dependency in a relationship with a single provider (24). 
This is healthy for the patient and reduces the risk of clinician burnout. 
The inclusion of team members in the therapeutic alliance is expected 
not only to increase the comprehensiveness of care available to patients 
living in poverty but also to sustain clinicians’ social competence.

Our study has certain limitations. First, it is limited to the experi-
ence of physicians. Considering the various professionals involved in 
chronic care for low-income patients, it could be relevant to explore 
the strategies used by other professionals. Patients’ perspectives 
on physicians’ strategies identified in this study are also important 
and should be explored in future research. Second, our respondents 
practised in different deprived areas within one specific urban loca-
tion. It could be interesting to compare the experiences of physicians 
and other professionals in other geographic contexts, such as rural 
areas or other cities. Finally, future studies could also employ differ-
ent methodologies, such as longitudinal studies, to assess strategies’ 
influence on patients’ health over the long term.

Despite these limitations, the communication and relationship-
building strategies identified here, which our participants have 
reported as being helpful in treating vulnerable patients living in 
poverty, can likely be applied in other practice contexts. They can be 
integrated into primary care practice and into the training of future 
physicians. The strategies were congruent with the social competence 
process model of care inspired by Campinha Bacote. In effect, physi-
cians acknowledged their privileged social status, developed detailed 
knowledge about poverty conditions, were able to sustain positive 
therapeutic alliances, and adapted their practice to the patients’ 
agendas and priorities (9). Our results suggest it could be valuable to 
adopt experiential learning approaches and to incorporate courses 
on poverty and social inequalities into the medical education cur-
riculum to better prepare future generations of physicians to address 
care inequities. Service learning and critical reflection activities could 
potentially improve physician knowledge and attitudes toward 
patients living in poverty.
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