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Abstract
Background
People seeking care for substance use (PSCSU) experience deep social and health inequities. Harm reduction can be a moral imperative to approach these persons. The purpose of this study was to explore relationships among users, health care providers, relatives, and society regarding harm reduction in mental health care, using a trust approach rooted in feminist ethics.

Methods
A qualitative study was conducted in a mental health service for PSCSU, and included fifteen participants who were health care providers, users, and their relatives. Individual in-depth and group interviews, participant observation, and a review of patients’ records and service reports were conducted.

Results
Three nested levels of (dis)trust were identified: (dis)trust in the treatment, (dis)trust in the user, and self-(dis)trust of the user, revealing the interconnections among different layers of trust. (Dis)trust at each level can amplify or decrease the potential for a positive therapeutic response in users, their relatives’ support, and how professionals act and build innovations in care. Distrust was more abundant than trust in participants’ reports, revealing the fragility of trust and the focus on abstinence within this setting.

Conclusion
The mismatch between wants and needs of users and the expectations and requirements of a society and mental health care system based on a logic of “fixing” has contributed to distrust and stigma. Therefore, we recommend policies that increase the investment in harm reduction education and practice that target service providers, PSCSU, and society to change the context of distrust identified.
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Background
People seeking care for substance use (PSCSU) experience deep social and health inequities. The perspective of harm reduction can be viewed as an ethical commitment and a moral imperative to approach these persons in such a way that “they are not forced to change and their choices are respected while trust and opportunities to access health care are preserved” ([1, 2], p. 201).
Harm reduction constitutes a fundamental strategy in contemporary mental health care for the benefit of not only PSCSU, but also their relatives and the community. “Harm reduction” has been defined as the combination of policies, programs, pragmatic practices, and practical goals that aim primarily to reduce the adverse health, social, and economic consequences of the legal and illegal use of psychoactive drugs, without necessarily reducing drug consumption [3, 4]. Harm reduction is complementary to prevention and treatment approaches, and empowers drug users to make informed decisions, even with respect to policy-making and program development. Harm reduction emphasizes the humanistic values of dignity, compassion, and nonjudgmental acceptance of people who use drugs. It focuses on users’ access to the highest attainable standard of health care and social services, and is evidence-based and cost-effective, addressing health and social harms associated with illegal drug use, such as soft-tissue infections, blood borne diseases, overdoses, violence, criminalization, and stigma [5–8].
The complexity of mental health care demands that professionals adopt a critical-reflective stance towards users. This perspective should involve acknowledgement of the socio-cultural and political reality of their practice, and be focused more on developing users’ autonomy regarding problem substance use and less on technological interventions, diagnostic labeling, or mere adjustment [2, 9, 10]. The ethical aspects of care in this context imply readiness with the practical, managerial, political, social, and philosophical dimensions of care [2, 9]. Each agent of care must be engaged and open, which requires new dialogue and continuous reflection [9, 10].
A gap exists in the clinical and public health literature regarding ethical dimensions of care for PSCSU. Moreover, there is a lack of understanding regarding the ethical nature of relationships among users and their care providers, family, and the public when harm reduction approaches are employed. Instead, current work “has privileged technical skills and knowledge over discussions about the ability of practitioners to respond to the ethical challenges they encounter in their work” ([11], p. 647). However, each agent of care (researchers, practitioners, policy makers, community members, and PSCSU) has ethical concerns and a role to play in the harm reduction approach.
In the context of ethical dimensions of care for PSCSU, we highlight Baier’s (1985) philosophical work that describes trust as a “reliance on others’ competence and willingness to look after, rather than harm, things one cares about which are entrusted to their care” (p. 259) [12]. Additionally, she highlights the requirement of the goodwill and virtue of the one in whom trust is placed. Baier also describes the importance of thinking critically about “whom,” “why,” and “when” to trust in interpersonal relationships, because trust can lead to tyranny, injustice, and betrayal given the vulnerability of the one who trusts and the corresponding power of the trustee [13]. Trust influences judgments and the therapeutic response in relationships between health professionals and patients [14–16]. Trust also exists in networks, including those with whom we are close and those at a distance, such as policy makers and unknown community members [13]. As such, it is possible to situate the political and normative dimensions of interpersonal relationships within broader interactive structures and contexts and to consider that trust relationships also exist among individuals and groups [16]. In these relationships, personal trust interacts with groups, institutions, and practices based on social structures [15, 17]. Thus, trust often requires more risk for people who are marginalized by mainstream cultures. Additionally, trust in a treatment often involves uncertain efficacy and side effects for the patient, which can be a hard to manage [18]. Trust is a useful concept when examining harm reduction because the nature of relationships formed using this approach are characterized by power differences and the vulnerability of PSCSU that require ethical awareness [2, 11]. Although there have been many useful approaches used to explore the experiences of PSCSU’s, such as the concept of stigma [19–21], the trust offers a novel lens to capture the ethical dimensions of this phenomenon.
Building on the work of Baier (1985, 1986) [12, 13] and other feminist perspectives, McLeod and Sherwin (2000) [17] developed the concept of self-trust, arguing that the internalization of oppression often leads to a lack of self-trust. Without self-trust, persons cannot be fully autonomous. That is, self-trust is needed for persons to trust themselves to make good decisions based on their values, beliefs, and desires, and to act on these decisions and trust their own judgment. Those lacking self-trust often make choices that are not in their best interest and lack competency in exercising their autonomy. McLeod and Sherwin (2000) [17] provide the example of people who use drugs (who often have a history of abuse and oppression) and the challenges they experience trusting themselves and others. They stress the significance of building trust in the relationship between HCP and users, and the need to foster users’ self-trust and autonomy.
In this study, we explored how a trust approach could help to clarify relationships among users, HCP, relatives, and society with respect to harm reduction in a mental health care context for PSCSU of alcohol, crack, and other drugs. Specifically, our research questions were the following: “How are trust and distrust manifested in the relationships that users have with HCP, family, society, and themselves?” and “How are trust and distrust manifested in harm reduction as an approach to drug abuse?”

Methods
Design
A critical qualitative research study was conducted [22, 23]. A critical approach demands an active interpretive stance on the part of the researcher in order to recognize power relations, roles, and inter-subjective structures within relationships [22]. Thus, each phase of analysis was grounded in a critical approach, attending to context, social relationships, and the maintenance of an active, interpretive, and reflexive stance [24].

Participants
Participants were PSCSU, also simply called users (of the service), their relatives, and health professionals directly involved in a specialized public mental health service, located in the North region of Brazil. Health professionals who had worked in an interdisciplinary team for a minimum of six months were invited to participate. The users selected were current clients linked to the service for at least six months, chosen by the health professionals as exemplary cases representing the complexity of needs and demands faced by the team in mental health care. Additionally, we invited one relative of each user chosen to participate in the study. We included persons who were mentioned by practitioners and users as a reference person in the care performed in the service. After obtaining ethical approval from the local university, participants were recruited. They signed an informed consent document, which described the study, risks and benefits, opportunity to withdraw, and measures to maintain confidentiality and data security.

Description of the setting
The psychosocial care center, or “Centro de Atenção Psicossocial” (CAPSad), in Portuguese, constitutes a public health service in Brazil within the mental health care network addressing PSCSU of alcohol, crack and other drugs who are referred either from other community-based health or social services, the criminal justice system, or by self-referral. The service represents a novel landmark intervention in mental health care, providing a low-threshold environment in which the interactions between providers and users are ideally non-judgmental and the care is more accessible. The service aims to minimize harms related to problematic substance use, reducing admissions to psychiatric institutions, and promoting reintegration of these individuals into society by articulation with community service networks [25–28].
Furthermore, the service offers cost-free psychosocial rehabilitation through a multidisciplinary team. This therapy includes individual and group sessions, involving expressivity workshops, crisis intervention, daily or 24/7 shelter, home visits, meetings with users’ family, integration with community services, and follow-up for users in collaboration with other mental health, legal, and social services [26–28].
The majority of users in the service had low socioeconomic status, were unemployed, and were involved in family and legal conflicts. Service reports from 2013 to 2015 presented the majority of users as male (80%), between 25–50 years of age (60%), and having alcohol, cocaine/crack, or polysubstance drug use (90%). The profile of users found in our study follows the description made in other studies involving the same service in different regions of Brazil [26–28]. The average annual number of health care appointments in 2013–2015 was 7,645, of which 9.0% were related to new cases.

Procedure
Data were generated using multiple sources of qualitative data, including 1) four months of participant observation of the care within the service; 2) individual and group face-to-face interviews with nine HCP (physicians, nurses, psychologists, social workers, physical educators, education technicians, and nurse technicians); 3) individual in-depth face-to-face interviews with three users and three of their relatives, and 4) review of documents such as medical records and service reports. Although a relatively small sample size of participants was used, the breadth and depth of the multiple sources of data collected helped ensure the trustworthiness of the results because of the potential for triangulation [29]. All the interviews conducted with relatives and HCPs were focused primarily on the care experienced by the users, further adding to our understanding of the data obtained from the PSCSU.
Given the abstract nature of the concept of trust, participants were not asked directly about the ethics of trust in the relationship experienced at the service with respect to harm reduction, but instead responded to this open-ended question: “How is the mental health care that is offered and/or that you have experienced in the service?”. This open question made it possible for the interviewer to explore all aspects of care including direct relationships with care providers or PSCSU along with the broader system of mental health and addiction care, allowing issues relating to trust to emerge freely.
Participant observation was conducted in diverse scenarios of care in the service in which HCP and users interacted, such as waiting room, therapeutic groups, case discussion and individual appointments. Thus, the observation focused on how HCP, PSCSU, and other agents interacted in the relationship of care. This stage of the study was carried out by the study’s principal investigator between April and July 2014. Many informal interviews took place, and descriptive and reflexive notes from observation were documented in field notes. Users’ records documented in the service and service reports were photocopied and served as a complementary source of data to interpret the relationship of care described by the participants in the interviews. In addition, the principal investigator, along with one trained research assistant, conducted face-to-face in-depth interviews between August and December 2014. These interviews were audiotaped and took place in a private area within the service, a public space, or at home, depending on the preference and availability of participants.

Data analysis
After transcription of the audiotapes from interviews, coauthors collaborated throughout the data analysis process to identify and understand emerging themes, key concepts, and their interrelationships involving trust and harm reduction in the relationship of care performed. Field notes, users’ records, and service reports were obtained as an additional source of data. We worked both separately and together comparing common features until we reached consensus regarding the labeling of preliminary codes and categories. Because the focus of this study was on exploring trust and distrust from a feminist perspective, we adopted a critical approach to data analysis. This approach required active interpretation by the researchers to identify power differentials within relationships and the political context of the phenomena [22]. Our shifting of focus back and forth between themes and the research purpose, along with the theoretical underpinnings, meant that we engaged in a “retroductive” process that was both inductive and deductive [24, 29–31]. We created several tentative diagrams of themes and their interrelationships, and ultimately reduced them to three overarching themes representing nested levels of trust and distrust in the treatment, the user, and the self of the user. To ensure rigor, we made certain that the purpose of the research, theoretical assumptions, and method of data analysis were congruent [32]. We also conducted joint meetings with professionals, users, and relatives to discuss the study findings. Thus, participants’ comments during this discussion were incorporated into the reflexive approach taken.


Results
The theoretical approach allowed us to identify three main themes: 1) (Dis)Trust in the treatment, representing trust and distrust in the harm reduction approach; 2) (Dis)Trust in the user, capturing trust and distrust in PSCSU; and 3) Self-(dis)trust of the user, expressing the perception of trust in the self among PSCSU.
Trust in the treatment
PSCSU expressed trust in the harm reduction perspective in the treatment, in relation to their relationship with HCP in the process of care. Thus, users indicated the importance of their engagement in and reliance on the care, as well as the opportunity to meet fundamental safety and social needs such as nutrition, hydration, medicine, relationships, recreation, occupation, and instrumental and emotional support, regardless of their drug user status. The extent of their vulnerability was manifested in the fundamental nature of their bodily needs:“(…) I have been spending time taking “intravenous,” eating, drinking, and then I returned to the street again; they help me a lot.” User
                              
“Through the service, I have my normal daily diet and a bath. There were people with whom I could exchange ideas (…).” User
                              


                        
In addition, users’ relatives pointed out that the professional team was flexible and open to talking. At the service, they trusted that users would at least have the tools necessary to begin to receive support and treatment in a caring place.“The team is open to talking, is not inflexible. (…) There [at the service], my father would at least have the potential tools to start treatment.” Relative
                              
“(…) He told me that he would go to the service because they would take care of him. He knows that he will find it [care] there; it is a refuge for him.” Relative
                              


                        
Moreover, from the perspective of the professional team, the service represents a place of care and support for users where they could rely on the goodwill of the team. According to HCP, the service also helps users to develop strength and demonstrates how to manage everyday problems through a balanced relationship with drugs.“The user needed help and his relationships were all severed. He had no one to assist him to find help and that's when the service came and made a difference.” HCP
                              
“The idea of this care is to strengthen, creating ways to deal with life’s problems.” HCP
                              
“We have users who have reached a level of stability in terms of their relationship with the drug; the drug is no longer an obstacle for them to live their lives.” HCP
                              


                        

Distrust of the treatment
In contrast, participants also pointed out aspects of the relationship in the process of care that made them distrust the harm reduction approach to treatment. For users, the idea of treatment normally entailed traditional psychiatric interventions, such as having individual appointments with a physician, taking medicines, being isolated from the community, and experiencing an inpatient regimen of abstinence at a rehab center. Therefore, users felt confused and it took time to understand the type of health care and organizational routine offered through this service.“I didn’t want to learn about this service. I wanted to move, go to a treatment [based on abstinence in an inpatient rehabilitation center].” User
                              
“I was there and I wanted a remedy. I was very nervous, anxious, and angry because they could not give me medication the way I wished.” User
                              


                        
Similarly, relatives’ ideas of treatment mainly involved traditional psychiatric interventions and they questioned the team’s professional skills to deal with users. They too occasionally manifested distrust particularly with respect to the team’s capacity to provide the care they believed their relative needed.“I went there [the service] with him to get his medication. I wanted him to be admitted to another service [inpatient rehabilitation center]. I was so upset.” Relative
                              
“I think the team lacks a bit of experience; many of them don’t know how to deal with users.” Relative
                              


                        
Furthermore, professional team members expressed frustration related to users’ lapses in abstinence and relapses into intense drug use, demonstrating their lack of complete trust in the ideals of harm reduction, which are generally not abstinence-based:“The user is trying, but he cannot sustain it, and just falls back.” HCP
                              


                        
The care provided to drug users was still focused on specialized mental health services. In this regard, during observation, participants briefly described the need for and challenges associated with integration with primary health care services, which is key to harm reduction approaches. However, public services such as housing, security, citizenship, and social assistance, as well as community organizations that work in the area of mental health were only sometimes integrated into the work of the service, according to observation, interviews, and users’ records. Participants also did not mention in the interviews relevant clinical harm reduction actions, such as counseling and education about safer ways to use drugs; testing for HIV (human immunodeficiency virus), HVC (hepatitis C virus), HVB (hepatitis B virus), and other co-morbidities; the use of contraceptive methods and needle exchange. Moreover, observation and users’ records also showed an insufficient attention to these aspects in the care.

Trust in the user
Users recognized that abstinence and sobriety were necessary to gain trust, acceptance, and support from their relatives, the community, co-workers, and society, and frequently even from the health professional team and public health services. Indeed, according to users, trust could be gained by making noticed their desire to seek help and to change, thereby revealing the relative power that other people in the lives of PSCSU have and the fragility of trust in these relationships.“(…) People who are around me need to know that I want to change.” User
                              


                        
In addition, as a sign of trust from families, users reported having received support from relatives:“When I am good, I sleep at my sister’s house. (…) When I go there she always has clothes to give to me; she is always taking care of me.” User
                              


                        

Distrust of the user
References to distrust of users were much more abundant in comparison with those of trust, for all participants’ reports including those of relatives, professionals, and even users themselves.
The distrust content in participants’ reports was related to total abstinence not being a sustainable path for the majority of the users. PSCSU often had alternating cycles of abstinence and relapse during treatment, leading to the difficulties relatives and professionals have in maintaining trust in users.“I remember my father as a drug user all my life. He spent two weeks on the street and when he wanted, came back. My mother made him soup, washed his clothes, etc. She sent everyone out [us, the children] to let him sleep, for a week straight, to recover and be ready. (…) But he did not want to know [about treatment]; he went back home just to steal something, broke everything, and then left again.” Relative
                              
“(…) The addiction is so much bigger than the user.” HCP
                              


                        
This unstable situation leads people to see the user as someone who is untrustworthy and is always trying to take advantage of any help. They were not seen as trying to get better, but rather were labeled as “manipulative,” as the HCP pointed out:“It is typical for users to manipulate thinking: ‘In this moment I am in need and I want to have some help.’ They use this device of needing help to get other things. Many users arrive at the service with this thought: ‘…I’m naked in the street now. I’m broke.’ Then they come to the service, in a gentle and quiet way, to get food, a place to sleep, to call family, trying to restore a connection (…). So, when the family starts to bring clothes and other personal things they need, they think: ‘now I’ve got what I wanted.’” HCP
                              


                        
Reinforcing distrust in the user and the professional’s power to define what is normal or good in the PSCSU’s life, a professional described that a user got to the point in the addiction process that he lost his capacity to continue working to provide financial support for the family.“The user got to the point of his wife having to become the head of the family because everything he received as payment for work was spent on alcohol and other drugs.” HCP
                              


                        
In addition, one user expressed negative feelings about the perception of distrust from HCP:“Most of them see you like a ‘table’ [an object]. They do not place importance on the person, because they think that person has not or will not improve in the future.” User
                              


                        

Self-(Dis)trust of the user
Data regarding self-trust of the PSCSU, while scarce, was expressed by their self-perceptions of hopelessness, stigma, and other harms linked to substance misuse. Furthermore, users realized that their condition had resulted in humiliation and profound suffering for themselves and others:“(…) Science says that once you are a user [of drugs] you will always be.” User
                              
“I already know the suffering that I’ll have and I’ll cause people: humiliation, hunger, cold, loneliness, dirt, everything. I have done this hundreds of times and I cannot stop. I do not believe in myself. (…) My relapses are not ten or twenty; they are five hundred, a thousand. I improve physically, psychologically, and think ‘Now I’m good!’ But I wasn’t, nor I am today and I will never be.” User
                              


                        


Discussion
The nested levels of trust and distrust shown in this study revealed interconnections involving the relationships among HCP, PSCSU, and their relatives regarding a harm reduction approach, trust in users, and trust in the self of the user. Trust/distrust in each of these dimensions can influence access to health care, therapeutic responses in users, engagement of relatives in treatment, and the motivation of professionals to act and build innovations in care [10, 33, 34]. Distrust was more abundant than trust in participants’ reports, revealing the fragility of trust and the focus on abstinence within this setting, despite the harm reduction approach that has been established in mental health policies. These findings are consistent with the ideology of “fixing” the user, a curative approach also called the “getting clean” model of care, through which participants see abstinence as the main goal rather than “the end result of a process, as it is viewed from the Harm Reduction perspective” ([35], p. 6). In this context, stigma is often present and it is hard for all involved to manage such a complex chronic illness that is not easily “fixable” [2, 36, 37]. From an ethical point of view, these tensions underscore differences in the values underlying different approaches to care.
Furthermore, the harm reduction perspective has been developed within the conflicting frameworks of public security (control of drug trafficking and use) and public health (control of demand and reduction of harm for drug users [36, 38]). In addition to this conflict, other social and structural conditions experienced in this scenario increase issues of trust in systems of care, affecting health care utilization, risk accounts, and agency in PSCSU [39–41]. The resulting tension is reflected in the everyday settings of mental health care provision experienced by providers and participants of the service. In this regard, a “reorientation from being an expert on other peoples’ lives towards supporting individuals in their own ways of dealing with problems and struggles” could aid in the development of services targeting users’ needs and preferences, instead of the traditional standard of assessing, adjusting, and fitting users into existing services ([42], p. 3).
Drug users attended the service with a goal to get better, as well as to respond to the expectations of their family and friends. This confirmed that their motivation to seek help involved self-recognition of their poor health and life status, which included experiencing fear and exhaustion, being “disgusted” with themselves, and hitting “rock bottom,” as well as the attitudes of people who mattered to them [43]. Users’ seeking the service, however, did not necessarily want to be abstinent; indeed, they expressed that they were looking for a change and valued the care received with respect to it being welcoming and addressing basic human needs. This finding corresponds to the harm reduction approach, which can accommodate improvement in health without abstinence [11, 44].
The outcomes and success of care were other critical points for participants. Many social opportunities for drug users in treatment are in judgmental and high-threshold settings, in which problem drug use is seen as a choice, and drug users are required to adhere to many strict rules involving complete abstinence and other freedom deprivation aspects [37]. Although we can consider this service as low-threshold [25], stigma, marginalization, and oppression were still present and connected with difficulties in building trust between HCP and drug users in a harm reduction framework [4]. In this regard, through an understanding of therapeutic success as nuanced, low-threshold environments and non-judgmental interactions may allow trust and dialogue to develop among providers and users. Furthermore, as suggested in other related studies, the achievement of de-marginalization, social functioning, mutually trusting relationships between PSCSU and provider, engagement in the program, changes in drug use, and articulation of future goals and plans for users can be used to measure the success of harm reduction-based mental health care [14, 45].
While the harm reduction perspective is criticized as having a neo-liberalism basis, with an over-emphasis on the accountability of the subject and “a prescriptive moralism, based on the duty of citizens to be healthy” [4, p. 5, 46], in the context of public health, it is an effective method to improve access to health care and social justice for users. Because of these benefits, the provision of a harm reduction approach has been viewed as a moral imperative for health care providers [2]. Furthermore, adopting a harm reduction perspective can build mutual trust, which is a path to achieving positive outcomes and change in users’ lives [45].
The ethical dimensions, particularly inequities, inherent in the network of trust are often not acknowledged, including conflicts and invisible oppression related to the international drug market, policies grounded in social control and neoliberalism, and inequities in access to health care [38, 46]. The service described in this research constitutes a novel opportunity for community-based treatment care access in problematic substance use. However, mistrust and discrepancies between care provided and preferences and needs of users continue to challenge access to and stability in treatment [27, 47].
The harm reduction approach employed in this service focused on the provision of housing, access to health services, and meeting basic human needs, which may be helpful to address social determinants of health in this context, in contrast to the much-debated approach related to reducing clinical harm [2]. Additionally, this service should move toward primary health care integration, by offering non-judgmental services under a harm reduction framework, promoting community-based interventions oriented by users’ needs, and engaging communities as partners in psychosocial interventions. Moreover, as other studies suggest, inter-sectoral approaches, integration of community service, continuous training for service providers, and innovations derived from wider health policy reforms can help to address the social determinants of mental health [48, 49].
Limitations
Several limitations were present in this study. The selection of users was based on HCP’s perceptions of exemplary cases in one specialized mental health care service, which may limit the transferability of the results. In addition, although data were collected by research team members, not linked to the service, and treated confidentially, the process of data collection at the service facility may have affected participants’ responses. Nevertheless, this service represents the main public, cost-free, mental health care strategy available in Brazil, which allowed us to reflect on how PSCSU experience mental health care. Despite these limitations, each insight was grounded in theory and data triangulation, which ensured rigor.


Conclusions
The study allowed for broad reflection on the harm reduction approach to relationships among PSCSU, their relatives, and HCP; and the challenges they experience. The critical approach used helped us to understand how an ethic of trust is related to care for providers, users, and their relatives in a public mental health care service. Participants’ perceptions of harm reduction approaches within treatment, and the ability of users to sustain themselves in treatment and to develop a better relationship with drugs demonstrated the fragility of trust in this context. The exploration of a harm reduction approach through an ethical lens can strengthen the quality of mental health policies and care provided for PSCSU.
Considering the fragility of trust affecting the relationship of care discussed in our results, as concrete recommendations regarding policy and practice in the area, we suggest: investment in intersectoral engagement approaching policy and practice for people seeking care for substance use, prioritizing harm reduction strategies; the provision of society education towards stigma, marginalization and oppression involving drug use, as well as continuing education for Health Care Providers (HCP) regarding the ethical dimensions of care in this context. In addition, in the therapeutic relationship of care established between providers, users and users’ families, we recommend more dialog, clarity, and structure in expressing expectations and possibilities related to treatment, as well as better visibility and concrete measures of psychosocial improvements reached during treatment for all agents engaged in the care.
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