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ABSTRACT
Objectives To better understand the experience of
patients attending community-based primary healthcare
practices (CBPHCPs) aimed at improving equity and access
to primary care for underserved patients, which have been
implemented locally in several countries, including Canada.
There are currently little data on how, or to what extent,
they mitigate patients’ experience of social inequalities
in care and improve their access to health. This study
explored the impacts of the sociospatial characteristics of
these practices on patients’ care experience.
Design and methods Qualitative, multisite, focused
ethnographic study based on in-situ observations and
interviews, incorporating inductive and deductive analysis, and
using the concept of sense of place.
Setting Three CBPHCPs located in deprived urban areas
in two provinces of Canada.
Participants 28 structurally marginalised persons
(17 women) attending the clinics, ranging in age from 18 to 79
years, and 16 managers, clinicians and practitioners working
in these clinics.
Results Data underscored the importance of clinic proximity
and accessibility in facilitating patients’ navigation of the
health system. Patients appreciated the clinics’ positive
sociospatial characteristics. Non-judgmental environments
and informal spaces fostered patients’ empowerment and
social interaction among themselves and with peer navigators
and healthcare professionals. The experience of supportive
continuity of care had a positive impact on patients’ sense of
well-being and, for many, a positive ripple effect and long-
term impact on their social integration.
Conclusion These results have important implications for
policy given the current context, in which governments are
challenged to support primary healthcare that addresses
the social determinants of health to achieve greater equity.
We conclude that scaling up contextually tailored care and
deploying humanistic innovative organisational practices into
mainstream care will help narrow the equity gap and reduce
current prevalent social inequalities in the health system.

INTRODUCTION
According to the WHO, primary healthcare
(PHC) ‘is rooted in a commitment to social

STRENGTHS AND LIMITATIONS OF THIS STUDY
⇒ This qualitative study highlights how the equity-

oriented features of community-
based primary
healthcare practices (CBPHCPs), such as access to a
social network of resources and to peer navigators,
contribute to the empowerment and social integration of marginalised patients.
⇒ Using a focused ethnography approach, and especially with the trust and involvement of clinic
gatekeepers, we were able to capture in depth the
hidden dimensions shaping structurally marginalised patients’ experience of care in CBPHCPs.
⇒ While transferability of the results is limited, credibility was ensured through the use of multiple
methods, the involvement of multiple researchers in
data analysis, and a process of continuous reflexion
throughout the study.

justice and equity and in the recognition of
the fundamental right to the highest attainable standard of health’.1 PHC is strongly
associated with healthcare performance2
and health outcomes.3–5 Yet, Canada’s health
system reforms have failed to address social
inequities and do not benefit structurally
marginalised persons (eg, living with poverty,
social exclusion, racial discrimination).6–8
These reforms, such as services reorganisation, practices standardisation and reduced
professional time allocated to interventions,
are changing caregiver–patient relationships.9 Of particular concern are those who
are socially stigmatised or living under deleterious conditions and who face persistent
social and structural barriers in the health
system.10 11
Sociocultural barriers deprive these
patients of timely access to care.12 13 Access
may depend on clinics’ location and people’s
‘ability to reach,’ influenced by access to
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METHODS
Setting and design
This study was conducted in three CBPHCPs located
in deprived urban areas of two Canadian provinces:
Quebec and Ontario (ie, within census tracts with a high
percentage of low-
income population, ranging from
2

30% to 40%).25 These do not represent the current PHC
model in Canada, but rather three alternative or advanced
models of integrated medical and social care for vulnerable or marginalised populations. These models integrate
prevention, collaboration with community organisations
and comprehensive approaches promoting care quality
and appropriateness. Our choice of clinics was also based
on criteria of scientific legitimacy (credibility, transferability) and pragmatism (pre-existing collaborative links
between the researchers and those organisations).
Our collaborative approach involved developing a relationship of trust with the managers, or ‘gatekeepers’.26 CL,
LB, SDupere and SDahrouge had pre-existing relationships with these clinical settings, which fostered positive
rapport with these gatekeepers. With them, we planned
patient recruitment via the CBPHCP infrastructure. Our
methodological approach used multisite focused ethnography, combining observations and semistructured
individual interviews in several community-
outreach
clinics.27 28 The strength of focused ethnography is that
it targets specific contextual attributes and quickly generates contextualised data.29 This was a pragmatic choice,
as we had received funding for 1 year and had limited
financial resources. Moreover, as with all ethnographic
projects, this design allows for multiple perspectives, in
terms not only of data sources but also of methods, which
enhances triangulation and thereby strengthens internal
validity.30 This qualitative methodological approach
is shown to be judicious when a phenomenon is little
known, but especially when investigating certain populations such as persons encountering social and cultural
barriers in the health system, whose previous experiences
with research may have been negative, or even traumatic.
CL and SDupéré have been involved in different projects
with persons living in poverty and organisations that fight
poverty, which may have enriched the study process. As
the research assistant had a mixed ethnic background,
this also may have aided recruitment in two of the three
clinics with a multiethnic patient mix.
Patient and public involvement
This study was part of a larger research programme developed with the involvement of persons living in poverty
and facing barriers to healthcare. The numbers and types
of persons and their level of involvement varied over the
course of the programme. We recruited eight persons
living in poverty in Montreal who lacked PHC services and
invited them to describe how they navigated the healthcare system. For this study, we also worked closely with
three groups of 6–10 persons living in poverty, recruited
through community organisations in Montreal and
Quebec, which helped us in preparing data collection
strategies (recruitment, interviews, etc) and analysing the
PHC challenges and needs of marginalised people.
Data collection
Data were collected through on-
site observations and
both formal and informal interviews with patients,
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transportation.14 Despite having complex healthcare
needs, these patients are more likely to have no family
physician and to have negative care experiences.15 16
Recent studies have shown they face significant barriers,
including lack of transportation to clinics, and sometimes
feel judged by physicians, which discourages preventive
care-seeking.16 17
To address these gaps and strengthen equity, various
countries or regions with universal healthcare are implementing PHC innovations aligned with ‘equity-oriented
healthcare’.6 Innovations involving patient participation,
a strong interdisciplinary team and care vision, partnership between community resources and healthcare
organisations and support services such as community
health workers, health services brokers, or peer navigators, hold promise for improving access and quality of
PHC for structurally marginalised populations.18 19
This study focused on community-
based PHC practices (CBPHCPs), which: (1) offer contextually tailored
and integrated care and services (medical, psychosocial,
community) in a single location or organisation; (2) adopt
a holistic approach centred on patients’ active involvement; and (3) use preventive and health promotion
approaches that take into account social determinants.20
While there are a variety of CBPHCPs in Canada, the
USA and other wealthy countries, little scientific knowledge is available about their impact on the care experience and health of the marginalised people they serve,
whose subjective views remain largely understudied.18 It
is therefore relevant to document users’ perceptions of
these clinics’ practices, so as to inspire decision-makers
and clinicians to implement solutions based on patients’
perspectives.
In this study, we used the notion of sense of place, a
multidimensional and dynamic concept from cultural
geography comprising three core aspects: (1) geographic
location; (2) physicality; and (3) meaning and affects.21–23
Here, ‘place’ refers to two dimensions: subjective reaction
(eg, feeling welcomed) and environmental characteristics (eg, furnishings, amenities, secure surroundings).
The literature on sense of place as applied to care settings
suggests both dimensions interact and affect well-being.21
More importantly, ‘place’ is a space where individuals
develop social relationships and undergo a process of
identification with the place; it is, as Kearns and Moon
suggest, ‘an operational and living construct which
‘matters’ as opposed to being a passive ‘container’’.22
There is also growing interest in understanding how
physical and social dimensions of place are subjectively
experienced.24

Open access

in participants’ homes, at their choice. The interviewer
introduced the study, explained the consent form and
had the participant read and sign it before proceeding.
Interviews were recorded and professionally transcribed.
Recruitment ended when information from new interviews was redundant.34 We interviewed 28 patients
(17 women) aged 18–79 years. Half (n=14) were immigrants, of whom one-half were from African countries and
the other half from Western Europe, Asia and Central/
South America. A majority were living on social welfare
or a government disability programme (see table 1). The
numbers of patient interviews were nearly equal across
the three clinics. We conducted informal unstructured
interviews with 16 clinic managers or coordinators more
than once, and with secretaries, physicians, nurses and
peer navigators at least once. Informal interviews were
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Table 1 Sociodemographic characteristics of participants
(N=28)
Characteristics

n

Gender
 Women

17

 Men

11

Age
 18–30

6

 31–40

9

 41–50

3

 51–60

5

 61–70

1

 71–80

1

 Unknown

3

Marital status
 Single

11

 Married/partnered

12

 Unknown

5

Children
 Yes

13

 No

12

 Unknown

3

Highest educational level
 Primary/middle school

3

 High school/some college

12

 University or postgraduate degree

10

 Unknown

3

Employment/income source
 Unemployed/Welfare

18

 Student

2

 Employed

1

 No income source

2

 Retired/pension plan

2

 Unknown

3
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managers, healthcare professionals and other personnel.
We conducted the fieldwork in 2016–2017 in each clinic
successively to produce a thick description. For consistency, all observations and interviews were conducted by
the same research assistant, a bilingual female PhD student
with a mixed ethnic background, trained in qualitative
research.31 32 She recruited patients in person, with the
gatekeepers’ assistance, applying four selection criteria: (1)
materially or socially disadvantaged, that is, living in poverty,
having a low literacy level and/or experiencing social exclusion; (2) receiving services at that clinic for at least 1 month
for chronic conditions; (3) French speaking or English
speaking; and (4) aged 18 years and over. We used a flexible collaborative recruitment strategy aligned with gatekeepers’ preferences, daily workflows, ways of working, and
schedules. We presented and explained our research objectives and inclusion criteria in staff meetings at each clinic.
We used different recruitment strategies in each clinic, but
for all of them we worked in tandem with the gatekeepers
on site to identify potential participants corresponding to
our inclusion criteria. Before conducting semistructured
interviews, the interviewer verified in person with each
participant whether they met those criteria.
The observation guide was developed by the
research team, led by three experienced qualitative
health researchers who hold PhDs (CL, SDupere and
SDahrouge), in collaboration with clinic partners. It was
validated and produced in French and English. Using
patient shadowing techniques,33 we observed daily activities, including patients’ reception, encounters with
professionals and managers, interventions by navigators and health professionals, referrals to community
services, and on-site activities (mother–child workshops,
cooking workshops). The guide described the setting,
clientele, activities, patient–professional interactions and
the clinic’s medical and organisational practices. It was
adjusted during data collection to better reflect each clinic’s particular features. On-site observations were used to
describe professionals’ day-to-day practices and patients’
healthcare routines in the community clinics. While we
adapted the timing of observations to each setting and its
activities, we spent at least the equivalent of five half-days
in each clinic.
Semistructured individual interviews were conducted
only with patients. An interview guide based on the literature was prepared by the researchers and validated by
members of the clinical teams. It included questions
about participants’ experiences in the healthcare system,
their perceptions of the benefits for patients using the
clinic and ideas for improvements at the clinic, such as:
How do the services and care offered by this clinic help
you feel well and healthy? How do your visits to this clinic
improve your living conditions (housing, employment,
education, social relationships, etc)? What do you think
about the approach health professionals use and how
they interact with you?
Interviews lasted 45–60 min and took place in locations conducive to confidentiality, either at the clinic or

Open access

Data analysis
The research team (LB, DC, CL, SDupéré) conducted the
thematic analysis iteratively to improve rigour and credibility.35 In debriefing sessions held after a few days of clinic
observations and after every two to four interviews, one
researcher and one research assistant together reflected
on the data collection, summarised findings, identified
emerging hypotheses and prepared subsequent interviews. Through independent analyses of transcripts, we
developed codes for themes and subthemes, which were
then consolidated in team discussions. Each transcript
was analysed by at least two team members, summarised,
and coded manually. Once all transcripts were coded and
analysed, CL, LB and SDupere met to compare coded
data from each interview, create broad categories across
the interviews and observations notes, and identify dominant themes.35 We integrated our observation notes for
the three clinics, producing a synthesis of similarities and
differences. Based on numerous team debriefing sessions
and extensive write-ups of patients’ care experience, we
identified major patterns and similarities across the clinics
and patients’ experiences. We then prepared a table with
the main emergent themes, supported by quotations from
all the interviews.32 We shared our interpretations with
our coresearchers and with professionals from the three
clinics, and we maintained a logbook for the duration of
the study. Key results were related to place, and our interpretation of findings was guided by the concept of sense
of place. Data were analysed directly in French or English,
according to the language in which they were produced.
French quotations were translated into English for this
paper. To promote reflexivity, during the course of the
study we used peer debriefing following the interviews
and observations and kept a logbook (including reflexive
notes). After each semistructured interview, the research
assistant completed an interview report to record the
challenges encountered, the emotions experienced, her
impressions and reflexive notes. The principal investigators (CL and SDupéré) regularly discussed the reflexive
dimensions (ethical issues, intrusive nature of the ethnographic approach, recruitment choices and issues, etc)
with the research assistant.

mental health problems, pregnant women in precarious
circumstances, people who inject drugs). Services are
offered either on the clinic premises or through community partners.
Clinic 1 is a non-profit organisation founded in 2014
whose mission is to improve the health of structurally
marginalised persons with limited access to healthcare.
Its services are available in five community organisations
across the city to patients coping with medical, psychological and social challenges.
Clinic 2 is a social perinatal care centre founded in
2007, operating in four neighbourhoods of Montreal.
It offers medical and psychosocial services to vulnerable
pregnant women and their families, most of whom are
recent immigrants or refugees. It is a hybrid structure: a
non-profit charitable organisation and a family medicine
group within an integrated university health and social
services centre (Centre intégré universitaire de santé et
des services sociaux). The four service points are actual
houses and function as such: patients are encouraged to
walk in, use the space and make themselves at home, with
or without an appointment.
Clinic 3 is one branch of a community health centre
(CHC) that provides PHC and social services at different
locations in Ottawa. Like clinic 2, it is a hybrid structure
(non-profit community organisation/Ontario healthcare
system). Building on the CHC model, it goes beyond
healthcare services, offering a wide range of health
promotion and community development services focused
on social determinants of health for patients living with
various types of social vulnerability.
Patients’ experience of sense of place
Social and relational dimensions were central to the
patients’ experience of sense of place. Patients appreciated the relaxed care interactions and social interactions in these premises. They saw themselves reflected in
the flexible care approach (the welcome and assistance
received even without an appointment, the harm reduction approach taken with persons who used drugs, etc)
and in the non-condescending regard of others. They
could come to socialise without needing healthcare
and find a ‘friendly’ and ‘warm’ place. This young man
attending clinic 1 described it as a social space:
I think there are so many people because some enjoy
socializing afterwards and leaving after that. They’re
good people and they’re doing their best to help
people.

RESULTS
Description of the clinics
The clinics studied offer prevention and health promotion services as well as routine medical and psychosocial
services to which certain populations generally have little
access (disadvantaged and disenfranchised persons with

Through spending time in the clinics, many patients
had developed significant social bonds with other patients,
community or peer navigators, and/or professionals, all
of whom welcomed them without judging when or how
they showed up for medical attention or social services.
Patients saw the care space (clinic) as a social space, a
physically constructed and ritualised place where they
could socialise, develop meaningful social bonds, and
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generally audio-recorded with the respondent’s consent,
and the content noted in the observation journal
and subsequently analysed. Informal interviews were
conducted during those observation half-
days. These
were unplanned, generally lasted just a few minutes, and
were used to better understand the contextual factors
influencing the patient experience at the clinic.

Open access

Geographic proximity
All participants appreciated that the clinic’s location in
their neighbourhood removed transportation-
related
barriers (cost, time, etc). Our clinic observations and
discussions with staff revealed how access to programmes
and services revolved around the target populations’ location and needs. For example, clinic 2 had opened three
houses where their target clientele was more likely to be
found, in deprived and multiethnic urban areas.
I came, because also the clinic is closest to my home,…
I’m a regular client, you could say, so they know me
very well.
This meets three-quarters of the demand in the local
population. Someone passing by, he sees the clinic,
he knows what it is, he comes in.
All participants, to varying degrees, noted that patients
were familiar with these places and felt comfortable
there. Clinic 1 is anchored in several community organisations that are local landmarks for deprived/marginalised persons. Their trust in the clinic stemmed from their
trust in these community organisations and peer navigators, and from ‘word of mouth’ in the community.
Patients valued finding, under one roof, a ‘home’ or
‘place like home’, or, depending on their personal situation or health condition, a familiar place near home.
Geographic proximity thus engenders a sense of social
proximity. Patients reported feeling welcome; some even
got involved as volunteers or peer navigators as a way
of giving back to the community. The clinics developed
organisational responsiveness and flexibility, adapting
services quickly and progressively to meet expressed
needs, thereby reinforcing the sense of social proximity.
Spatial informality
The clinics’ spatial disposition appeared to strongly
influence patients’ experience. Their lively, colourful,
warm and ‘cosy’ environments contrast sharply with the
impersonal environments of medical clinics. In these
inviting spaces, patients reported feeling welcome to
enter, ask questions and socialise with the staff, including
the community navigator, or other patients. There were
familiar faces, people could come and go, and it was
always possible to see a healthcare professional, even
without an appointment.
For instance, clinic 2 functions like an actual house, with
few spatial barriers. Patients are welcome almost everywhere, free to use the space as they wish. This is in sharp
contrast to ‘regular’ clinics, where spaces (reception,
waiting area, consultation rooms, etc) are clearly defined
and patients must not wander without authorisation. In
the clinics studied, services were more relaxed. Patients
appreciated the informal spaces (kitchen, shower, playroom, etc) available and said this made the environments
warm and reassuring.
Loignon C, et al. BMJ Open 2022;12:e056133. doi:10.1136/bmjopen-2021-056133

I feel I can stop by whenever I feel like it. [The clinic]
is always open, with a kitchen where you can have a
coffee, tea, and sometimes cook with others [during
activities].
These places offer services that bring comfort and reassurance, such as spaces for playing with children and
meeting other mothers (clinic 2), rooms where patients
can eat together, or even bathrooms where they can
shower (clinic 3). The clinics’ physical characteristics and
their attendance by people from the same social groups
in the neighbourhood produced a sense of security and
inclusion. Most patients made negative comparisons
when referring to other clinics, to explain why they identified with this more welcoming place.
You know, I see that I fit better in these surroundings
than if I go to a clinic somewhere else and sit in a
waiting room.
Here, it’s very cozy, it’s like a little family.
Belonging to the place: respect, dignity, non-judgment
The staff knew everyone’s names, greeted them warmly
and treated them with respect. Patients said they did not
feel reduced to their problem or illness but welcomed as
a person with their identity and experience. We observed
particular attention paid to literacy levels (time taken to
listen, explanations in simple language, avoiding jargon),
which the interviews confirmed. In these clinics, the experience is tailored to the patient, in contrast to the traditional healthcare system, where everyone is processed in
the same way. Our observations and patients’ comments
suggest that the more relaxed attitude towards time
is a dimension of the sense of belonging to place. One
woman with a disability (stuttering) affecting her ability
to express herself in medical encounters said the clinic
was the only place where people took the time to listen
and adapt to her disability, which helped restore her
confidence in health professionals and improved her
well-being. Persons who are stigmatised by the healthcare
system do not ‘fit in’ easily, which creates tension with
staff in other care organisations. Some patients reported
having felt oppressed, judged or discriminated against
elsewhere.
People aren’t laughed at here… There have been
times when I’ve sent people to the ER because they
needed to go there, and they were turned away and
ridiculed.
[At the local community service centre (CLSC) ], I
would lie about my substance use. But here, I laid it
all out. I said, ‘look, I used this much; I took this, and
that, I used…’. If I’d gone to the CLSC, I wouldn’t
have said that.
Not only were they not judged, but also in some cases
they were recognised and valued for their experiential
knowledge. One mother at clinic 2 was invited to show
an infant care technique to another. The social and
5
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strengthen their social and/or cultural integration, while
obtaining care for their health problem in the short term.
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At the hospitals and other clinics I feel like a number,
I feel like people are looking down on me.
[Here] I feel like I’m on the same level as everyone
else. I don’t feel put down.
I trust them…. They don’t speak above me. They
don’t condescend to me. They don’t use big medical
terms.
Personalised care made the difference for these
patients, who felt respected and treated with dignity.
This lessened their resistance to medical personnel and
fostered positive relationships. Peer navigators—people
with whom they could relate—helped patients express
their needs and questions to the health professionals.
I think it’s great there’s a peer navigator, someone
who’s been through some hard stuff. He can warn
you, ‘Look, you’re going to be refused [for a prescription], I know you’re going to be angry soon’, so, I’ll
prepare myself for that.
Things were simpler here than in the bureaucratic
healthcare system. Staff were accommodating. Patients
knew that if they showed up, they would see a professional, so they were more willing to return for follow-up.
From the beginning, it was a clinic designed for people like me…. To me, it’s complicated, family doctors,
I find that CLSCs are complicated.
It encourages you to follow up, which you wouldn’t
necessarily have done [before]…. [T]hose who
were on the street… they don’t like making appointments… taking elevators, and…. You know, when it’s
too complicated, people don’t go.
Staff went the ‘extra mile’ to make sure patients feel
supported. For instance, in one clinic a patient was
still allowed to come in for care, despite having left the
neighbourhood. Many patients refused to get treatment anywhere else. Even so, some complained about
not having, or having very limited, access to specialised
mental health services or free consultations on-site with
psychologists or child specialists.

problems. Indeed, most patients’ reports attested to
broader impacts on health and well-being, empowerment
and social integration. For many, care from the PHC team
and referrals to community-based services helped them
gain self-confidence, take care of themselves and improve
their overall health and well-being.
For many, the social relationships and trust developed
through their clinic experiences inspired them to carry
out a project or become more socially integrated. One
woman who had attended clinic 2 subsequently became a
peer navigator, helping women cope with the challenges
of being mothers and women immigrants in vulnerable
situations. Another woman, who had received financial
support from clinic 3 to get back into shape, said this was
a turning point in her life.
[The] Woman’s Live program they had, that program
was so good. At first I didn’t want to go at all, and now
I’m completely sold on it. My gym life is what I live
for…. And it’s because of them, they sponsored me,
they referred me, I got the subsidy, and that has been
the… biggest new change that I’ve had in my life for
years.
Several patients described how having access to the
support and services network in the neighbourhood
beyond the clinic’s walls had helped their social integration. One mother, a recent immigrant, said the occupational guidance she received had lessened her anxiety.
They give me a lot of information. So, with regard to
my decision about what I might do here… in terms of
an occupation, I told them my ideas, what I was aiming to do, and everything. They gave me advice, told
me where I could go, all that. That’s important for
newcomers who don’t yet have a source of income.
One patient described how the support and referrals
to community-based resources had been a turning point
for a woman at clinic 1 who was experiencing domestic
violence.
One woman, she had just been beaten by her partner,
and she went to [agency X]. They helped her. They
called a place so she could go to a battered women’s
shelter. She went there, and now she has a job, an
apartment, and she has everything now.

Long-term ripple effects: empowerment and social integration
Our analysis revealed unanticipated and long-term benefits of clinic attendance, far beyond appreciation of the
professionals’ humanism and the resolution of health

DISCUSSION
The aim of this study was to deepen our understanding
of the experience of structurally marginalised patients
attending CBPHCPs offering contextually tailored care.
The focused ethnography approach allowed us to capture
in depth these patients’ experience, an understudied
phenomenon, particularly among the marginalised. This
study makes a new contribution to understanding how, in
the PHC experience, geographic and social proximity as
well as infrastructure characteristics are of utmost importance for structurally marginalised patients.
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interdisciplinary aspects of medical practice were emphasised. Nurses reported being able to take more initiative,
while doctors were less prominent. Structures were less
hierarchical among professionals. The interdisciplinary
teams discussed patients and decided together how to
proceed.
Patients were reassured by the staff’s positive and
supportive attitudes. Staff made conscious efforts to create
a feeling of inclusion for patients and avoid stigmatisation
or judgement. The social context of care was taken into
account by medical staff and shaped their practice.
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clinic. These experiences leave scars that are difficult
to repair and lead many to consult only in crisis.15 The
presence of navigators—people from the community who
have experienced the same social situations or who were
past patients of the clinic—appears to have a soothing
effect on people’s fears and enacted stigma. This type
of intervention (peer navigation) has long been used in
the mental health field, but not so much in PHC. Studies
have found that these ‘community connectors’ support
patients in navigating the system and help them improve
their health.40 41 The literature reports that interventions
involving a support service such as community health
workers, health service brokers, or navigators, hold
promise for improving PHC access and quality for disadvantaged people.19 42 However, qualitative research on the
experience of patients and professionals involved in this
type of innovation remains sparse.
While this study contributes significantly to the current
state of knowledge on the importance of place in the
care experiences of structurally marginalised people in
contextually tailored care practices, it is important to
note certain limitations. Even if our findings are relevant for other similar contexts, the focused ethnography approach was confined to three clinics, and the
numbers of interviews and observations were limited by
time and budget constraints, such that results reflect the
experiences of only the individuals involved at the time
of the study. Further observations and additional interviews could have enriched the data. Also, we did not
conduct observations in the community, which might
have provided more insight into the contributions of
peer navigators in particular. Despite these limitations,
we consider that this study makes an important contribution to understanding the effect of place on marginalised
patients that should be taken into account in healthcare
policy. There is growing evidence that neoliberal policies concerning healthcare services have undermined
providers’ ability to adapt to individuals’ needs and
diversity.43 The policy environment in Canada favours
a focus on clinical services and lifestyle interventions in
PHC to the detriment of health promotion informed by
a social determinants focus.44 Future research is needed
to identify how healthcare policy in Canada can better
support equity-oriented services adapted to the needs of
marginalised patients. We believe there is a continuing
need to explore how solutions implemented at different
health system levels, and especially in primary care, such
as contextually tailored and integrated care practices, can
enhance marginalised patients’ access to health.
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Our study is noteworthy for its focus on the particular
importance of clinic settings for people facing inequities in healthcare use. Few studies have explored, with
nuanced sociocultural analysis, patients’ experience in
different types of contextually tailored care practices
in urban areas in Canada. Our study showed that these
clinics, strategically located to enable easy access for
the socially vulnerable or marginalised, and presenting
informal and inviting physical premises, promote a sense
of inclusion among patients. The study also underscores
the importance of humanistic, non-hierarchical clinical
practices that strengthen relational proximity among
people. Patients reported feeling emotionally secure
and taking on social ‘ownership’ of these ‘safe spaces’,
rather than just visiting them passively. For most, this had
positive repercussions on their self-esteem, their trust in
health professionals and their social relationships. For
some, it also had an empowering and socially integrating
effect.
Despite a vast body of evidence suggesting the importance of patient-centred care and of integrating social
services and care, very few qualitative studies have considered the notion of sense of place in patients’ experience
of PHC practices. Indeed, there is abundant literature
focused on personal factors related to marginalised
patients in terms of healthcare access (non-compliance,
low health literacy, etc). Our study focused more on
system aspects, by exploring how a care setting’s configuration and location, as well as the structure of the
place, could affect patients. Our results corroborate
other studies that have gone beyond patient characteristics to examine health system factors, such as distance
to access a source of care or a PHC facility. When that
distance is significant, it can lead to reduced service use
and area-based inequities in health status.36 The scientific
literature is unanimous regarding the negative effect of
distance. A study based on patient interviews found that
geographic inaccessibility was a ‘system-level’ factor that
inhibited access to quality care.37
It has been shown, for example, that structurally
marginalised people, pregnant immigrant women, and
people living on the street, for instance, are very sensitive
to the quality of relational care, and that having access
to responsive care when the person’s social network is
weak or absent has a positive impact on health.38 Also,
as mentioned by Browne et al in their work on equity-
oriented care, PHC practices should address the dimensions of structural and interpersonal racism in their
organisational strategies.39 The present study adds the
finding that accessibility is not the only vector of social
integration; equally important is the care experience in
an organisation that takes a humanistic approach centred
on people’s needs, including a social network of resources
and peer navigators.
It is important to note that our patient respondents
referred repeatedly to painful and stigmatising experiences of care in ‘cold and hostile’ environments elsewhere in the health network or prior to attending the
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