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Abstract

Background: Globally, health inequities persist with effects on whole populations and the most profound effects
on populations marginalized by poverty, discrimination and other forms of disadvantage. In the current neoliberal
political-economic context, health inequities are produced and sustained by the inequitable distribution of social
determinants of health and structural inequities such as discrimination and institutional racism. Even in the context
of healthcare organizations with an explicit commitment to health equity, multiple intersecting discourses, such as
ongoing efficiency discourses, and culturalist and racialized discourses, are in constant interaction with healthcare
practices at the point of care and the organizational level, limiting providers’ and organizations’ capacities to
address structural inequities. Attention to discourses that sustain inequities in health care is required to mitigate
health inequities and related power differentials. In this paper, we present findings from a critical analysis of the
relations among multiple discourses and healthcare practices within four Canadian primary health care clinics that
have an explicit commitment to health equity.

Methods: Informed by critical theoretical perspectives and critical discourse analysis principles, we conducted an
analysis of 31 in-depth interviews with clinic staff members. The analysis focused on the relations among discourses
and healthcare practices, the ways in which competing discourses influence, reinforce, and challenge current
practices, and how understanding these dynamics can be enlisted to promote health equity.

Results: We articulate the findings through three interrelated themes: equity-mandated organizations are
positioned as the “other” in the health care system; discourses align with structures and policies to position equity
at the margins of health care; staff and organizations navigate competing discourses through hybrid approaches to
care.

Conclusions: This study points to the ways in which multiple discourses interact with healthcare organizations’ and
providers’ practices and highlights the importance of structural changes at the systemic level to foster health equity
at the point of care.
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Background
The rhetoric of health equity has been adopted globally
and presented in key publications such as Integrating
Social Determinants of Health and Health Equity Into
Canadian Public Health Practice [1] and Achieving
Health Equity: A Guide for Health Care Organizations
[2]. These reports have specifically called for bridging
the knowledge to action gap for health equity gains.
Health equity, informed by social justice aims, focuses
on being responsive to people’s intersecting health and
social needs, including paying particular attention to
those at greatest risk of poor health. Health equity differs
from health equality, a principle guiding most Western
countries’ healthcare systems, which focuses primarily
on offering equal access to health care, implying that
people generally have similar capacity to obtain health
care.
Strategies aimed to address health inequities in the health

sector frequently target healthcare providers through edu-
cational and training programs, such as the development of
cultural competence and, more recently, cultural safety,
without necessarily involving broader organizational and
structural changes [3–5]. Studies have shown that, in spite
of the training provided to health care providers and their
commitment to health equity, they remain influenced by
pervasive, dominant social discourses [6–10]. These domin-
ant discourses often reflect erroneous assumptions about
the root causes of ill health, individualistic ideas of risk and
risk management and individual responsibility, taken for
granted assumptions about the importance of efficiency
over effectiveness, and the inevitability of health and social
inequities as a function of poor personal choices. Thus, be-
cause complex dynamics shape healthcare providers prac-
tices within organizations, education strategies are not
enough to induce sustainable changes of practice. A process
of organizational change involving changes in policies and
processes is thus necessary so that healthcare providers
move beyond shifting individual practices toward address-
ing structural inequities [4, 11].
Although knowledge and effective interventions at

the organizational level to address health inequities
have been documented, there is currently limited
awareness and use of this knowledge [12]. There is
also a lack of attention to how to operationalize
equity as a priority. This lack of understanding about
“what to do” about widening health inequities mirrors
broader dominant discourses at the policy level in
health care and in society. Thus, even in the context
of organizations with an explicit commitment to
health equity, multiple intersecting and often compet-
ing discourses shape healthcare practices at the point
of care and the organizational level, limiting pro-
viders’ and organizations’ capacities to address struc-
tural inequities [13].

In this paper, we present the findings of a critical ana-
lysis of the relations among multiple discourses that are
pervasive in health care, and health care providers’ per-
spectives and practices within four primary health care
(PHC) clinics that have an explicit philosophical com-
mitment to health equity. Through this analysis, we offer
some strategies to make visible competing discourses in
healthcare and reconcile them in the service of health
equity.

Dominant discourses in the health sector
Discourses are manifestations of ideologies and form indi-
vidual and collective consciousness, which influence peo-
ple’s actions [14]. In the health sector, liberal individualism
is integral to dominant discourses that align with efficiency,
egalitarian, culturalist, and racializing discourses, all of
which can challenge the goal of equity [6, 15, 16]. Indeed,
healthcare systems in most Western nations are located in
a liberal political and economic ideology linked to the main
tenets of capitalism. With its emphasis on marketization
and competition, liberal individualism, a liberal ideology,
has highlighted the importance of individual choice and
productivity in the context of healthcare and health systems
globally, even in the context of publicly funded healthcare
systems [6]. In recent years, improving performance has
then become an imperative in most Western countries’
healthcare systems [17]. For example, recent United King-
dom’s National Health Services (NHS) reforms have pro-
moted improved healthcare productivity as a fundamental
objective of policy and professional work. Reports show
that instead of creating a better environment for care, this
competitive, business-focused philosophy has led organiza-
tions to become focused only on output and not on the
population needs [18].

Dominance of ‘efficiency’ and ‘equality’ discourses
At the point of care, efficiency discourses have shaped the
language used by healthcare providers and placed emphasis
on time pressures, care processes, and organizational
tensions in a way that can compromise best practice and
contribute to the entrenchment of a production-line men-
tality [7, 8].
For example, in a study aimed at examining the im-

pact of a policy initiated to reduce wait times in
Emergency Departments (ED) on clinical practice and
medical trainee education, Webster et al. (2015) con-
cluded that the emphasis on wait times resulted in
more importance being placed on “getting the patient
out” of the ED than on providing safe, person-centred
medical care. The pressure to reduce wait times also
meant fewer opportunities for teaching, resulting in
medical staff both explicitly and implicitly teaching
trainees that productivity in terms of processing pa-
tients as swiftly as possible is the top priority in their
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practice. This focus on processing patients as quickly
as possibly – which is often constructed as “effi-
ciency” – has also led healthcare providers to describe
patients in terms that suggest that patients are the
source of the problem despite underlying systemic is-
sues [8]. Some examples are the use of terms such as
frequent fliers, for patients who seek care at the hos-
pital often; bed blockers, for patients who cannot be
treated and discharged quickly; and failure to cope,
for patients with social needs. Hence, delivering good
quality care has been redefined in terms of managing
and processing patients to reach targets among re-
source shortages, including time [7, 8]. Echoing earl-
ier analyses [e.g. 19, 20], Moffatt, Martin [21] add
that a new professionalism has arisen from this kind
of efficiency discourse, reconstructing the professional
responsibility of healthcare providers at the point of
care. Productivity is now identified as an individual-
ized professional duty as healthcare providers are seen
not only as part of the problem of productivity but
also its potential solution [21]. Thus, when efficiency
is enacted to fulfill external fiscal pressures and in-
centives, it can shift the clinical focus away from the
patient and toward the achievement of system effi-
ciency [8], focusing on short-term gains (e.g. reduced
length of stay) at the expense of longer-term concerns
(e.g. readmission rates).
Equality is another principle guiding most Western

countries healthcare systems. Going hand in hand with a
liberal ideology, egalitarian (also known as equality) dis-
courses reinforce beliefs about the equal agency of all in-
dividuals, expecting them to be responsible for their
social position and behaviour regardless of their circum-
stances [22]. In Canada, for example, it is widely ac-
cepted that all citizens and landed immigrants have an
equal opportunity to achieve optimum health because
healthcare is a legislated social policy, publicly funded,
and a guaranteed right [15]. Hence, the ideal of equality
is often operationalized at the point of care with “equal
treatment” in the context of presumed “equal opportun-
ity” with providers aiming to “treat everyone the same.”
However, evidence shows that the life expectancy of In-
digenous people and low-income Canadians remains
lower than the life expectancy of the general population
[23]. Mortality rates and the prevalence of cardiovascular
disease, heart disease, and diabetes are also higher
among these groups. People living in rural and remote
areas face challenges in accessing healthcare and are
more likely to experience poorer health outcomes [23].
Consequently, while equality and fairness are seen as im-
portant professional values, treating everyone the same
regardless of their circumstances further perpetuates in-
equity by obscuring the unequal power relationships be-
tween patients and providers and by ignoring structural

and social inequities shaping people’s health [10, 13, 15].
Equality and personal responsibility, as central tenets of
liberal individualism, are still taught to health sciences
students as foundational axioms in most Canadian
programs.

Pervasiveness of culturalist and racializing discourses
Within most healthcare contexts, attention is also paid
to diversity. In concert with individualism and egalitar-
ianism, culturalist and racializing discourses emphasize
simplified and stereotypical representations of cultural
and racialized groups [24]. Culturalism is “a form of
stereotyping whereby culture, defined very narrowly and
often in stereotypical ways, becomes the primary explan-
ation for why certain groups of people may be experien-
cing particular health or social issues” [13]. Evidence
also suggests that racialized ideologies and practices
affect not only the administration of healthcare services
but also the delivery of services to individuals and the al-
location of resources, training and educational programs
[15]. These dynamics of individual and institutional ra-
cism and culturalism are reflected in the policies and
practices of mainstream healthcare organizations. Even
in countries committed to democratic principles such as
justice, equality, and fairness, negative feelings about mi-
nority groups, differential treatment, racism and other
forms of discrimination coexist with these principles
[15]. One consequence of these conflicting positions is a
prevailing lack of support for policies and practices
changing the cultural, social, economic and political
order to address inequities. Furthermore, these policies
and practices, because they challenge status quo condi-
tions, are perceived to be in conflict, if not threatening,
to liberal democracy [15]. For example, in Canada, the
assumption is that because Canada is a society that en-
dorses the principles of a liberal democracy, it could not
sustain inequities, racism, and discrimination. Hence,
when racism is shown to exist, it is explained as an
individual-level issue, pre-empting questioning of the
structural processes in place that could reproduce and
sustain it. Giroux [25] argues that neoliberalism (con-
temporary liberal individualism) is central to the produc-
tion and reproduction of racism and other inequities in
Canada, because of the focus on individual freedom and
choice to the detriment of notions of public good, civic
responsibility and social justice, and the favouring of in-
dividual solutions to public issues such as poverty, lack
of housing, and underemployment of racialized peoples.

Health equity discourses
Although dominant discourses may act as barriers to the
implementation of equity principles at the point of care,
varied notions of social justice and equity also influence
healthcare practitioners’ training and day-to-day practice
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[26]. The mainstream sector has made efforts toward
supporting health equity through research and practice
related to patient-centred care, diversity, and cultural
sensitivity in healthcare [27–29]. However, efficiency dis-
courses often undermine such efforts.
Health equity initiatives tend to be isolated from the

mainstream delivery system [30] and little is known about
the challenges faced by organizations and their staff, and
the strategies they use to strive to provide equitable care in
the context of multiple competing discourses in health.
Thus, in this era of mandating organizations to provide
equity-oriented health care, it becomes even more import-
ant to make visible competing discourses in healthcare.
Attention to the types of language and discourses that cre-
ate and sustain inequities, and undermine equity-oriented
efforts in health care, or counter such dynamics, is required
to address and mitigate health inequities and related power
differentials. Examining how multiple discourses interact at
the point of care can help identify challenges and opportun-
ities for promoting equity in healthcare.

Method
The findings discussed in this paper are based on a sec-
ondary analysis of data from a larger study aimed at im-
proving the capacity of organizations to provide equity-
oriented health care (EOHC) by modifying structures, pol-
icies, and practices to address structural inequities. EOHC
aims to mitigate the impacts of the ongoing effects of
trauma and violence, the multiple and intersecting forms
of discrimination and stigma, and the unfair distribution
of the social determinants of health that sustain social and
health inequities. To that purpose, an innovative multi-
component, organizational-level intervention known as
‘Equipping Health Care for Equity’ (EQUIP), was designed,
implemented and evaluated in partnership with four pri-
mary health care (PHC) clinics in two provinces in Canada
[31–33]. The clinics provide services to between 1300 and
3700 individuals per clinic. The majority of clients experi-
ence challenges accessing care and are significantly af-
fected by structural inequities, including systemic racism,
poverty and gender-based violence. In EQUIP, EOHC is
conceptualized as comprising the following interrelated
key dimensions: trauma-and-violence informed care, cul-
turally safe care, and harm reduction, tailored to fit the
unique contexts and organizational settings in which they
are implemented [32]. These key dimensions of EOHC
provided the basis for the EQUIP intervention, and are de-
scribed in detail in prior publications [32, 33]. In brief, the
EQUIP intervention involved two main approaches: (a)
staff education and integration discussions delivered both
face to face and through online modules, and (b) a process
of organizational integration and tailoring, which each
clinic led and subsequently implemented to address spe-
cific priorities they identified.

We analyzed data from in-depth individual interviews
with 31 clinic staff members conducted as part of the
EQUIP research in the context of long-term research
relationships (3–15 years), delivery of the intervention
over a 2-year period, and the collection of observational
data throughout. Participants were purposefully se-
lected to represent a diversity of roles and experience at
the clinics. Participants included pharmacists, physi-
cians, nurses, nurse practitioners, dieticians, medical of-
fice assistants (MOA), substance use counsellors, social
workers, outreach workers, and administrative leaders.
The length of employment varied from 2months to 15
years, with a mean of 7 years. Most interviews were
conducted by principal investigators, including second
and third authors, who have extensive experience in
qualitative interviewing. Trained research staff con-
ducted some interviews. Interviews lasted from 30 to
60 min. They were recorded, transcribed, and all identi-
fying information was removed before analysis.
Critical theoretical perspectives and the principles of

Fairclough’s [34] critical discourse analysis (CDA) in-
formed our approach. Critical perspectives provide a
theoretical lens through which to look at power dynam-
ics reflected in participants’ discourses, and the sociopo-
litical contexts and discourses that shape healthcare
providers’ perspectives and practices [35]. CDA com-
bines a critique of discourse and an explanation of how
it figures within and contributes to existing social reality,
as a basis for action to change that existing reality [34].
One of the aims of CDA is to identify how ideology and
power operate within discourses. Thus, CDA principles
are suitable to generating a deep understanding of com-
peting discourses influencing healthcare practices, and
making power relationships explicit. We focused the
analysis on the relations among discourses and health-
care practices, the ways competing discourses influence,
reinforce, and challenge current practices, and how un-
derstanding these dynamics can be enlisted to promote
health equity.
Fairclough (2015) proposes an analytic framework for

exploring the relationships between text and its social
context which comprises three interdependent dimensions
of discourse: text, discourse practice, and sociocultural
practice. Fairclough suggests approaching the analysis of
the dimensions simultaneously. It is in the interconnec-
tions of text, discourse practice and sociocultural practices
that patterns and disjunctions can be highlighted and ex-
plained. First, we read all interviews and selected specific
sections to analyze. We used NVivo™ to organize and code
the data. We selected sections where the participants de-
scribed their approach to care, perceptions of their roles
and relations with patients and other staff. We then ana-
lyzed the selected sections in a non-linear manner keeping
in mind Fairclough’s three interdependent dimensions of
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discourse to identify the challenges staff members face at
the point of care and the strategies they use to engage with
multiple discourses and internalize or resist these dis-
courses in practice. Beginning with a textual analysis
(text), we paid attention to participants’ word choice, lexi-
calization, ideological orientation, taken-for-granted as-
sumptions, contradictions, and descriptions of power
relations. We then moved to analyzing the process of pro-
duction and reception of the text (discursive practice) and
its interactions with power structures (sociocultural prac-
tice). We examined how various discourses figure in the
establishment, reproduction and shifts in power relations
at the clinic and systemic levels, and how they might be
enlisted to promote health equity. Co-authors met regu-
larly to ensure consistency between the data collected and
the emerging themes and descriptions. An audit trail of
analytical insights was kept throughout the analysis.

Results
The analysis illustrated that discourses dominant in the
broader Canadian health sector were readily reflected
in the language and practice of clinic staff. Some of the
discourses impeded efforts toward EOHC and contrib-
uted to tensions in operationalizing the clinics’ and
practitioners’ stated values, aims, and philosophies. We
identified three interrelated themes representing the re-
lations among broader discourses in health and health
care practices: 1) equity-mandated organizations are
positioned as the “other” in the health care system, 2)
discourses align with structures and policies to position
equity at the margins of health care, and 3) staff and or-
ganizations navigate competing discourses through hy-
brid approaches to care. Equity-mandated organizations
are often excluded from the mainstream healthcare sys-
tem in material and professional ways, creating pres-
sures on healthcare providers at the point of care.
Operating at the margins of healthcare influences how
practice is structured, and how healthcare providers’
practice, which contributes to positioning equity as out-
side of usual practice frameworks. Because equity is po-
sitioned at the margins of health care, organizations
and providers must navigate dominant discourses, such
as efficiency and culturalist and racializing discourses,
through hybrid approaches to care, sometimes by har-
nessing these discourses in the service of EOHC.

Equity-mandated organizations are positioned as the
“other” in the health care system
Participants expressed concerns about being perceived
by other providers in the local community as outsiders,
working at the margins of the healthcare system, result-
ing in some participants’ sense of operating in isolation
and feeling excluded from mainstream healthcare sys-
tem. This sense of exclusion was evident as participants

referred to the mainstream system as the “outside world”
(nurse practitioner) and “out there” (social worker).
They also contrasted the populations they serve at the
clinic from the population served in the mainstream
healthcare system. Services offered at the clinics target
underserved populations who face many challenges re-
lated to their health status, socioeconomic conditions,
and ability to access good quality healthcare. For ex-
ample, one participant described the “special” population
they served contrasting with the “general” or “average”
population (pharmacist).
Participants felt marginalized in both professional and

material ways, reflecting a sense of exclusion. Participants
repeatedly stressed the uniqueness of the services they
provided and the impossibility of their clientele receiving
care from the mainstream healthcare organizations.

And just understanding what we’re trying to do here,
sometimes it’s hard for outsiders, and I notice that
when I talk with my own students it’s very hard to
understand, and it takes them about two weeks to
kind of get a grasp on what our clinic is all about and
how are our clients different. (dietician)

In one clinic, this sense of operating in isolation ex-
tended to participants’ sense that the board of directors,
who were ostensibly providing oversight of their clinic,
understood poorly the nature of their work. Providing care
to populations marginalized by poverty, discrimination
and other forms of disadvantage, they felt marginalized
themselves by the larger structures of the healthcare
system.

At times I felt very much like a lone wolf, I mean this
is a very conservative community […] even at the
board level, how do you let them know that this is the
organization they’re running? (nurse practitioner)

The normalized dominance of biomedical approaches to
primary health care and efficiency discourses manifest in
performance indicators created tensions between the clinics’
commitments to health equity and the mainstream indica-
tors of healthcare quality. Required use of mainstream qual-
ity indicators in evaluation and funding processes further
pushed the organizations at the margins. Participants de-
scribed how efficiency-enhancing approaches to health care
management, for example rigid appointment scheduling,
was at odds with the philosophy of the clinic.

You still have to see X number of clients in a day in
order to make the bean counters happy. And you still,
you know, you still have all these, these organizational
pressures that you have to go into. (nurse
practitioner)
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Some participants recounted challenges meeting ac-
countability criteria of their professional associations,
grounded in a biomedical and egalitarian perspective of
healthcare, which is often difficult to reconcile with, for
example, harm reduction approaches that are part of
EOHC. For example, physicians debated with their pro-
fessional and regulatory associations about their opioid
prescribing practices for “patients with addictions.” Ten-
sions among differing approaches to opioid prescribing
practices mirrored discourses about abstinence versus
harm reduction approaches, and often remained unre-
solved, with detrimental impacts for patients, and per-
sistent frustration among providers.

Which of these patients are palliative and which of
these patients are addiction? And my response is
that’s not how I would classify these patients. I have
patients who, on this list, I’ve prescribed opiates to
who are palliative, yes, and there are patients on this
list that have chronic pain and I’ve prescribed opiates
to. Do some of them also have addiction issues, yes,
(…) someone comes in with diabetes and say oh I’m
not gonna treat your hypertension because I’m gonna
focus on your diabetes. Just because someone comes
in with a history of addictions doesn’t mean we can
just say, we can’t treat your pain. I feel strongly about
that. (physician)

Participants also felt excluded in material ways. Being
the “other” in the healthcare system compromised their
ability to tap into resources that were ostensibly avail-
able outside the clinic. For example, many highlighted
the rigidity of mainstream healthcare structures and pol-
icies that impose limitations on providers’ abilities to
refer patients to needed services.

To refer to someone in the pain clinic at the hospital
is almost impossible, the amount of documentation,
referrals and all that it takes is just insurmountable.
And then they don’t want to treat anybody with
severe mental health or substance use disorders so
you can cross off our entire patient population.
(nurse)

About the institutional integration of equity, how do
you start to get into these mammoth structures that
are hard to change (…), and how the hospital
manages people who don’t fit into their nice neat
ticky boxes. (physician)

Being positioned structurally at the margins of the main-
stream healthcare system translated into the individual
level of practice, influencing healthcare providers to
push equity to the margins of their day-to-day practice.

Discourses align with structures and policies to position
equity at the margins of health care
Throughout the interviews, participants emphasized the
importance of equity. Even though they understood
what was needed to provide EOHC and were employed
in organizations that were focused on providing care to
populations marginalized by poverty, discrimination
and other forms of disadvantage, many participants had
a compartmentalized perspective of their professional
role regarding health equity. They separated their com-
mitment to health equity and their professional role,
considering equity as an “extra” element of care, which
contributed to pushing it to the margins of their day-
to-day practice. The following excerpt illustrates how
trauma-informed care, which is a component of EOHC,
was not considered central to participants’ professional
roles and identities, thus, marginalizing equity.

You know it’s hard to parse out something like
trauma-informed care when I’m just delivering care in
general. (nurse)

This marginality of equity was also visible in the lan-
guage participants used to describe their practice, con-
tributing to conceptualizing equity as an “extra” to usual
practice. Although participants acknowledged that their
everyday practice was inspired by equity principles, they
rarely described their approach of care as being equity-
oriented. “Equity (…) we do it and we all know that we
do it but it’s just kind of naming it.”(counsellor).
Most participants explained that providing EOHC re-

quired doing things differently to go beyond individual
interactions and to tackle privilege, trauma, and histor-
ical contexts in healthcare. For example, to provide
EOHC, participants argued that it was essential to ac-
knowledge that trauma is a background context of care.

The point again that really sticks to me is the idea
about not treating trauma but using it as a context
(…) as a younger nurse you tend to have ideas that
you’re going to solve people’s problems (…) as you
experience, you realize that most of what people are
going through is outside of the scope of what you’re
able to, to do in terms of “solving problems”. And
that, it’s more important to support people wherever
they’re at or what they’re doing. (nurse)

Seeing equity as beyond their scope was not merely the
perspective of individual providers, but rather was embed-
ded within organizational policies and how care delivery is
structured. Thus, in concert with siloed professional desig-
nations and identities, equity was pushed to the margins
by organizational practices. Participants underlined that
equity is not part of initial health professionals’ training,
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“we have a lot to learn because we don’t particularly learn
it in school” (counsellor). Training related to equity was
mostly accessed through self-learning on their own per-
sonal time, contributing to pushing equity further to the
margins of practice. Participants stated the importance of
training to better articulate, name and operationalize
EOHC.
Some participants also felt a disconnection between

administrative and clinical staff. Participants said that to
tailor care to individual patients’ circumstances they had
to “drop the usual guidelines” that were based on effi-
ciency indicators and grounded in egalitarian perspec-
tives. Even when the clinic philosophy explicitly stated
equity as a priority, participants described how work was
still needed at all levels of the organization to be more
fully supported fulfilling this commitment.

I think it has to start at the top and it has to be led by
example and the people that are at the top need to be
making it a priority to walk the talk and not just talk
it. And for me I think it really does start at the top
and that means our board, that means our executive
director, public healthcare coordinator those people
need to be leading by example and often what you see
is a real disconnect between the people that do the
work and the people that are in charge.
(administrator)

Structures and practices worked in concert to push
equity to the margins of healthcare despite the commit-
ment to equity from both clinics and participants. A per-
ceived lack of organizational support to provide EOHC,
conceptualizations of professional roles and identities,
and organizational practices all contributed. To harness
broader discourses and circumvent barriers to EOHC
healthcare providers and organizations developed hybrid
approaches to care.

Staff and organizations navigate competing discourses
through hybrid approaches to care
While striving to provide EOHC, participants interacted
daily with broader biomedical, culturalist, racializing, ef-
ficiency, and egalitarian discourses. Dealing with the
contradictions and tensions among these discourses on
the one hand, and their commitments to equity on the
other, led to the implementation of hybrid approaches
to care. Thus, when working to operationalize equity in
practice, their approach to care was not only equity-
oriented but rather, reflected a complex combination of
components of various discourses.
This hybrid approach developed in the context of the

pervasiveness of neoliberal and racializing discourses.
Racializing discourses continued to influence aspects of
some participants’ language and thought patterns. In this

excerpt, there is a taken-for-granted assumption that tai-
loring care requires being sensitive to, or attention to,
race-based characteristics, in this case the notion that
eye contact is a racial characteristic rather than a strat-
egy for dealing with power dynamics.

[…] we all think that we're sensitive to racial
differences. However, we might not be as sensitive as
we think just in terms of, like, looking people directly
in the eye and how one race would look at that
differently. (administrator)

Even when the staff members realized the importance
of continuously examining unconscious biases, racializ-
ing and culturalist discourses persisted, and staff often
struggled to find the language to frame the issues they
faced at the point of care, often reverting to culturalist,
race-based thinking:

All of us need to keep revisiting this [racializing
behaviour] because a lot of it is unconscious, however,
you have to be aware of every different nationality or
culture that comes in here. (administrator)

I think that it would have been really helpful to have
someone from the Indigenous community come in
and teach how their culture would do it anyway
(medical office assistant)

Thus, even in organizations with explicit commitments
to health equity, dominant racializing and culturalist dis-
courses are pervasive and can affect the attitudes and
practices of staff members, and in some cases, create
harm for patients. In the following excerpt, a participant
working at an administrative level reflected on an inter-
action between a clinician and an Indigenous patient.
Even as the clinician struggled to support a better re-
sponse, she continued to reflect assumptions that link
Indigenous peoples to “drug seeking” behaviours – as-
sumptions that result in negative judgments and ongoing
stigma toward Indigenous people [13].

We had someone who felt they were being judged
because they were Aboriginal because the [provider’s]
discussion [with the patient] centred around, “do you
know that nurse practitioners can’t prescribe
narcotics?” God why did you say that? So we
rehearsed, I said so here’s how I would have handled
that. I would have started with “as long as you
understand that you’re welcome in the practice but
we can’t prescribe controlled substances”. I said that’s
the word I use now (…) You didn’t think you were
making a judgment but they heard a judgment. And
maybe you can’t own that and that’s okay but I think
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we need to also look at what helped them hear that
(…) and I think it was the word narcotic. (clinical
lead)

Although the participant acknowledged that making
an association between drug use and being an Indigen-
ous person is problematic, this same association is evi-
dent in her suggested revised response. She focuses on
whether the words “substance” or “narcotic” should be
used rather than on the harmful association. Similarly, a
counsellor from another clinic implicitly associated drug
and alcohol use with being Indigenous, also obscuring
the potential influence of racialized power dynamics on
being “reluctant to talk.”

I think maybe again I talk a lot about this is just that
awareness now of, of seeing that maybe the work I do
with First Nation’s people and the work I do with say
people who don’t have a drug or an alcohol problem
and they’re in here for an entirely different reason is
that my approach with them is very consistent. I will
be more aware maybe that the First Nations might be
reluctant to talk…as opposed to say somebody who
doesn’t have an alcohol or drug addiction in their
past. (counsellor)

Tailoring care to contexts was also sometimes conflated
with a culturalist approach of care. Speaking about the on-
line Indigenous Cultural Safety1 training that was taken as
part of the EQUIP intervention, one participant expressed
dissatisfaction related to the fact that the training did not
focus on cultural characteristics of Indigenous peoples. In
the following excerpts, there is an assumption that culture
is associated with specific behaviours and practices com-
mon among a group of persons.

I felt like I learned nothing about the culture of First
Nation’s people beyond the trauma that they’ve gone
through. (…) there should have been more focus on
their culture, the positive aspects of their culture and
who they are, how their family systems are organized
and their spiritual practice and their food (…) Yeah, I
would have liked to have learned more about that as
well as because it seems like there was a real lack of
learning about their culture. (medical office assistant)

A hybrid approach was evident in how providers’
practices simultaneously resisted and colluded with

discourses that contradict their goals of equity. Efficiency
goals, role definitions and professional identities combined
to support and reinforce the dominant biomedical ap-
proaches to care which participants saw as contradicting
their intentions toward equity, creating challenges in their
day-to-day practice.

How can I help someone work through their chronic
pain given the current, the tool set that I have? And
how do I change the tool set within […] that whole
systematic, the institutional, the way mental health is
organized, the way medicine is organized in the
current structures that makes it more difficult.
(physician)

Nevertheless, participants worked to circumvent
some difficulties related to biomedical approaches to
orient their care toward equity. In one clinic, for ex-
ample, one participant described making the relation-
ship with the patient the top priority instead of the
medical act itself.

In the end I think it’s all about the relationship. And
that it’s something that I think sometimes gets
overlooked is the importance of taking the time to
build the relationship (…) And so when you have a
physician churning people through in five minutes
that’s not going to be relationship building (…) every
patient who loves their doctor it’s because it’s the
doctors who spend time with them and listen to them
and that’s what it’s about so maybe the tension isn’t
so much about prescribing but it’s about ways of
being… (nurse)

In addition, having an equity-informed understanding
of the population served by the clinics helped partici-
pants to navigate pervasive efficiency discourses and
impelled personal and structural changes toward a more
context-responsive approach congruent with EOHC. For
example, population statistics collected at the clinic level
were used to legitimate or find funding for activities to
translate the clinics’ commitment to health equity into
programs and practices. Statistics were also used to
measure the effectiveness of interventions and programs
at the clinics and reorient them, if needed, toward the
clinics’ philosophy.

I started pulling out data to figure out how many kids
are coming into care. So that’s when I kind of looked
at the data and we saw, wow, we have a lot of kids
here we actually don’t see hardly any of them. (…) So
we made a safe space [for children in the clinic] and it
wasn’t just me who was like let’s put this space here,
it was everybody. (nurse practitioner)

1The San'yas Indigenous Cultural Safety training program was
developed in British Columbia, Canada by the Provincial Health
Services Authority Aboriginal Health Program. It is a facilitated online
training program designed to increase understanding of Indigenous
people, and knowledge, self-awareness, and skills of those working dir-
ectly or indirectly with Indigenous people (http://www.sanyas.ca/).
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And then how and when to use that like that’s really
good data that we can use for maybe more funding to
get more alcohol and drug counsellors, mental health
counsellors, physio because, you know, trauma comes
out in physical pain that kind of stuff. So I think those
numbers are really valuable to take to [the health
authority] and say hey, we need more money, we need
more staff. (nurse)

Considering the pervasiveness of multiple discourses
influencing the practices of the staff at the clinics and
the fact that EOHC is in constant evolution, participants
raised the importance of continuously reflecting on their
practices to challenge discourses competing with the
clinics’ commitment to health equity and use them in
the service of health equity.

We always have ongoing discussions on how to make
us more relevant, make this place more culturally safe
and relevant for our clients. (nurse)

The multiple discourses encountered in providers’ day-
to-day practice gave them the opportunity to reflect on
their practice and to develop an approach that they in-
tend to be oriented toward equity.

Discussion
Results of this analysis highlight the need for providers
and organizations to continuously examine pervasive
efficiency, racializing and culturalist discourses and
how they are playing out in the health care context. In
Canada, an innovative program grounded in anti-racist
pedagogy, critical race theory, and transformative
learning principles, known as the San’yas Indigenous
Cultural Safety training, has been helpful in enhancing
responsiveness to racism and stereotyping generally
[32, 36]. This type of training could be instrumental in
building health care staff and administrators’ awareness
of dominant culturalist and racializing discourses and
enhance their capacity to challenge theses discourses at
the organizational level. However, for interventions to
be disruptive and challenge the status quo, new
organizational structures and processes are also neces-
sary to manage the shifts in power dynamics and taken-
for-granted practices [32, 37].
As shown in the results of this study, organizations such

as primary health care clinics must have the capacity to re-
spond to competing demands from the mainstream health-
care system and funders [30], their communities and health
care providers. These demands, which are variously guided
and influenced by both EOHC principles, and efficiency and
accountability requirements, are often difficult to reconcile.
At the same time, studies show that discourses of efficiency
and accountability can be mobilized as goals in the service

of EOHC. For example, in prior research, Browne et al. [13]
showed that efficiency can be achieved using an EOHC ap-
proach comprising 10 strategies that intersect to optimize
effectiveness of healthcare services for Indigenous peoples.
New evidence suggests that equity-oriented care is associ-
ated with positive health outcomes for people experiencing
health and social inequities, and that interventions delivered
at the point-of-care, along with supportive organizational
leadership, can improve providers’ knowledge and confi-
dence related to providing such care [32, 33]. In this regard,
workplace learning initiatives aimed at both professional de-
velopment and organizational change represent a promising
avenue for the promotion of EOHC. EOHC could be sup-
ported and sustained by staff forming communities of
practice dedicated to health equity and anti-discrimination.
Communities of practice represent a collaborative interpro-
fessional learning strategy [38] and have been very successful
in increasing a sense of ownership and autonomy among
participants [39]. They can benefit the individual, a team of
co-workers, and the organization [39, 40] and are considered
dynamic adaptive systems that evolve over time within the
organizational context and social environment [41]. This
may be an effective, sustainable, and low-cost strategy for or-
ganizations – enabling them to continually revisit, challenge,
and respond to competing discourses in their individual, in-
stitutional, and systemic forms.
Results of this study also highlight that the responsibility

for change toward health equity cannot be delegated only
to point-of-care workers. Indeed, despite mandates and
commitments to health equity, the clinics in this study
were structured to align with mainstream health care sys-
tem goals and priorities – dictated by funding priorities,
performance indicators, and policies emanating from the
healthcare system, professional organizations, and rules
governing the organization within which the clinics were
embedded [30]. This points to a need for mainstream
agencies to make fundamental changes to their service-
delivery systems and the dominant values underpinning
their practices, such as equality and universalism. For ex-
ample, the emphasis could shift from the so-called univer-
sal approach of mainstream services toward services that
are more tailored to meet the needs of individuals and
communities experiencing inequities and having the poor-
est health outcomes. In that sense, patients’ perspectives
rarely inform decisions about policies and practices at
health centres. Considering underserved patients’ voices
seems to be an untapped potential. Thus, instead of con-
sidering these patients’ experiences as exceptions that
need to be accommodated on an ad hoc basis, approaches
for addressing the most pressing healthcare needs could
be integrated into the structures, policies, programs, and
practices of mainstream healthcare systems; these ap-
proaches could be considered “the norm” for good quality
and equitable care for all.
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Conclusion
This study highlights the importance of making visible the
ways in which competing discourses influence, reinforce,
and challenge current practices, and to take action so
these dynamics can be enlisted to promote health equity
at the clinical, organizational, and systemic levels. It is
time to develop strategies to help shift health equity from
being an “add-on” to usual care, to being an integral and
fundamental aspect of care. By naming equity and provid-
ing tools to set equity as an expectation of good-quality
care, this “extra” practice can become part of the role and
responsibility of everybody working in primary health care
and other healthcare settings, from receptionists to board
members and government leaders. Considering equity as
everyone’s responsibility in the day-to-day life of organiza-
tions and systems has the potential to prepare people to
tackle structural constraints to health equity and position
EOHC at the centre of healthcare practices.
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