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Abstract
In Toronto, Canada, 51.5 % of the population are members of racialized groups. Systemic labor market racism has resulted in

an overrepresentation of racialized groups in low-income and precarious jobs, a racialization of poverty, and poor health. Yet,

the health care system is structured around a model of service delivery and policies that fail to consider unequal power social

relations or racism. This study examines how racialized health care users experience classism and everyday racism in the

health care setting and whether these experiences differ within stratifications such as social class, gender, and immigration

status. A concept mapping design was used to identify mechanisms of classism and everyday racism. For the rating activity,

41 participants identified as racialized health care users. The data analysis was completed using concept systems software.

Racialized health care users reported “race”/ethnic-based discrimination as moderate to high and socioeconomic posi-

tion-/social class-based discrimination as moderate in importance for the challenges experienced when receiving health

care; differences within stratifications were also identified. To improve access to services and quality of care, antiracist policies

that focus on unequal power social relations and a broader systems thinking are needed to address institutional racism within

the health care system.
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Introduction

Research has consistently demonstrated the harmful impact
of racism on physical and mental health.1–5 In Canada,
racism remains entrenched within society,6 with evidence
of health inequities among indigenous, racialized, and immi-
grant groups.7,8 According to the 2016 census data, 51.5% of
Toronto’s population (Canada’s most populous city, located
in the province of Ontario) are members of racialized
groups;9 projected estimates suggest a continued increase
to 63% by the year 2031.10

Structural racism, an integrated system of policies and
laws at the structural or macro level, resulting in racial/
ethnic stratification,11 is interconnected to the institutional
level (eg, hospitals) and to the interpersonal level, resulting
in everyday racism.12 “Race”/ethnicity, a social construct,
is defined in this study as a power-based social relation: a
set of social relations that are a subset of the structure of a
social system.13 Power differences in social relations result
in a racial hierarchy and are, in part, the result of oppressive
policies and laws.11–13 Racialization is understood as the
social construction of racial categories that are different

and unequal (on the superficial basis of attributes such as
skin color) such that they have social, economic, and political
consequences.14

In Canada, 1 way that systemic racism plays out is through
unequal access to or social exclusion from the labor market,
resulting in racial stratifications and a racialization of
poverty. Within the labor market, irrespective of educational
attainment, there is a history of an overrepresentation of racial-
ized groups, including racialized immigrants, in low-income
jobs, forms of precarious work, and unemployment.14–17
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Moreover, more than half (51.6%) of recent immigrants are
overqualified for their jobs based on their level of education.18

Racialized women are 48% more likely to be unemployed
and, when employed, earn an income of 55.6% as compared
to nonracialized men.19 This social exclusion from the labor
market in Canada is linked to poor health.20

More recently, the COVID-19 pandemic has further exac-
erbated the socioeconomic hardships faced by racialized
groups. Recent research indicates that in Canada, the pan-
demic generally has had a stronger impact on the ability of
racialized groups to meet financial obligations or essential
needs.21 This suggests that racialized groups may need tar-
geted interventions to address their health care needs.

Social class, defined as a power-based social relation,
refers to employment relations in the labor market focusing
on the social division that arises due to the ownership and
nonownership of productive assets.22 Over the past 2
decades, few studies have examined occupational social
class (hereafter, social class).23 Of these studies, findings
have demonstrated that social class and “race”/ethnicity are
linked to health inequities.24–26 Evidence has also demon-
strated that the impact of racism on health can occur indepen-
dent of social class for people in both working-class
(nonprofessional) and nonworking-class (professional)
occupations.27

As compared to the social class concept, most studies
examining health inequities use socioeconomic position
(SEP). SEP is a gradational concept and refers to the tech-
nical aspects of work whereby occupations are ranked
hierarchically.22 Studies examining health inequities for
racialized groups have established a link between poor
health and a low SEP;28–31 however, studies have also
demonstrated that the impact of racism on health is also
independent of SEP.32,33

In Canada, the health care system is structured around a
biomedical model or a biological essentialism of service
delivery and a policy of cultural competence; this has impli-
cations for racialized groups receiving health care. In
viewing “race” as a biological construct, the belief that
racial/ethnic groups are less sensitive to pain as compared
to nonracialized groups is still held by some health care pro-
viders (HCPs).34 This belief in biological differences has had
an impact on racialized patients. Although in Canada, the
data on racialized health care experiences are limited,35,36

systematic reviews have demonstrated that in North
America, racial/ethnic groups are undertreated for acute,
chronic, and palliative pain; this undertreatment occurs
across the lifespan and various treatment settings.37–39

Another systematic review found that African-Americans
are less likely to be prescribed and to receive pain medication
(nonopioid and opioid) in health care settings.40

Cultural competence in the health care setting focuses on an
HCP’s individual behavior when providing patient care.
Critical analyses of cultural competence critique this policy
as a form of racism for its focus on essentializing culture and

for failing to theorize power and systems of oppression.41–44

Despite these critiques and evidence demonstrating its limited
effectiveness in patient health outcomes and health care
access and utilization,45 the policy of cultural competence
continues to guide practice in the health care setting.

According to a recent systematic review, absent within the
extant literature is the contribution of historic or current
federal and institutional regulations, policies, and practices
toward maintaining institutional racism.46 To support identi-
fying mechanisms connected to policy processes, a political
economy model of society—which considers the distribution
of power and how economic, political, and cultural (or ideo-
logical) structures or context influence policy47–49—is used
in this study. Within this view, individual stratification in
society is the result of unobserved, macro-level mechanisms
based on oppressive histories and underlying asymmetrical
or unequal power social relations (racism, classism, and
sexism).50 Social mechanisms (at the micro level) are the
underlying process of reasoning, beliefs, preferences, and
collective norms that lead to decisions, choices, and out-
comes; these mechanisms are shaped and constrained by
social context,51 including unequal power social relations.13

The purpose of this study is to understand the effect of
health care policies and practices for different racial/ethnic
groups at the level of the individual by identifying mecha-
nisms of exclusion and, in particular, classism and everyday
racism. Specifically, this study examines how racialized
health care users (HCUs) feel or experience exclusion in
the health care setting of Toronto and the Greater Toronto
Area (GTA); and whether these experiences of exclusion
differ within stratifications such as social class, gender, and
immigration status (immigrant vs Canadian born).

Methods

For this study, a concept mapping (CM) study design52 with
a participatory approach53 was selected to support an under-
standing of classism and everyday racism in the health care
setting and, by extension, institutional racism. CM was first
used in public health by O’Campo and colleagues,54 who
also adapted the CM design to support a participatory
approach. CM supports the inclusion of a range of
participant-generated ideas and, with the application of mul-
tidimensional scaling and hierarchical cluster analysis, pro-
vides an objective, replicable structure to the qualitative
data. CM supports an analysis of how identified themes
relate to one another; the simultaneous exploration of multi-
ple themes, including the differences within or between
groups; and the possible relationships between themes.53

CM is a semiqualitative design consisting of 4 data collection
activities: brainstorming, sorting, rating, and mapping.
Although detailed descriptions of CM are described else-
where,52,53 we briefly describe CM steps/processes specific
to our study below.
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Participants

As recommended by Kane and Trochim,52 this study used
purposive sampling for heterogeneity to support the selection
of participants with known salience specific to the subject
matter and was not intended to ensure generalizability.
Participants were comprised of HCUs and HCPs. For
HCUs, participant eligibility was based on the following cri-
teria: a negative experience in Toronto or the GTA health
care setting within the past 5 years, age 16 years or older,
and able to write in English at a self-identified “very
good,” “good,” or “intermediate” level. For HCPs, eligibility
was based on at least 1 year of practice experience working in
Toronto or the GTA as a frontline provider (eg, nurse, doctor,
social worker, pharmacist).

Prior to data collection, all research protocols, participant
information sheets, and appropriate reimbursements were
submitted and approved by the University of Toronto’s
Research Ethics Board. For each activity, participant
informed consent was obtained. The brainstorming, sorting,
and rating activities were completed online. For the
mapping activity, data collection took place in person at
the MAP Centre for Urban Health Solutions, located in
central downtown Toronto.

Data Collection Activities

Brainstorming
During the brainstorming activity, participants generated
qualitative data or statements using a focal prompt; state-
ments are based on the participant’s experiences. To identify
mechanisms of how, in general, experiences of exclusion
occur, the focal question used in this study was: “One way
in which patients feel disrespected or feel mistreated when
seeking good quality health care (service) is…?” For
HCUs, the intent was to generate statements of mechanisms
in which they had experienced disrespect or mistreatment
when receiving health care. For HCPs, the intent was to gen-
erate statements of mechanisms based on their knowledge of
processes that may result in disrespect or mistreatment for
HCUs when receiving health care.

Sorting
During the sorting activity, participants individually sorted
statements into conceptually similar piles. Multidimensional
scaling was used to represent the participants’ aggregated
sort data onto a 2-dimensional configuration or map of state-
ments. Hierarchical cluster analysis was used to group the par-
ticipants’ statements into distinct conceptually similar clusters
of statements in order to create the cluster map.52 These statis-
tical analyses were performed using the concept systems
software.

Rating
For the rating activity, based on the rating question selected and
using a scale from 1 to 5, participants rated each statement on
the degree of importance based on their perceptions or opinions.
We used the racialized HCU data for the following rating ques-
tions: “Rate how important discrimination based on ‘race’/
ethnicity is as a reason for experiencing these challenges” and
“Rate how important socioeconomic position (social class) is
as a reason for experiencing these challenges.” Responses
were used to make distinctions about the degree of importance
for each statement based on the racialized HCUs’ perceptions or
opinions of racial/ethnic and SEP/social class-based discrimina-
tion in Toronto’s health care setting. In order to compare qual-
itative differences, the ratings for individual statements and
aggregated cluster averages were divided into 3 categories of
importance: “high” (rated 3.8 or higher), “moderate” (rated
3.7–2.9), and “low” (rated 2.8 or lower).

Mapping
Using the cluster map, during the mapping activity, partici-
pants reviewed statements in each cluster to confirm that the
statements located within the cluster were conceptually
similar. After a participant group discussion, participants iden-
tified and agreed on a theme for each cluster of statements.
Next, after reviewing the participant thematically labeled clus-
ters, as the researchers of this study, we identified and themati-
cally labeled the conceptual regions on the cluster map.

Identifying Within Stratification Differences
To examine differences within stratifications, we used pattern
match graphs. Based on the rating activity data, a correlation
coefficient r value of 1.0 indicates complete agreement in
racialized HCUs’ perceptions and opinions (depicted as hor-
izontal lines between clusters), whereas an r value of −1.0
indicates complete disagreement (depicted as diagonal
lines). For the stratifications, we compared racialized
working-class HCUs to racialized nonworking-class HCUs,
racialized female HCUs to racialized male HCUs, and racial-
ized immigrant HCUs to racialized Canadian-born HCUs.

Identifying Importance for Action/Change
To identify statements rated high in importance for action/
change, we used the go-zone data from racialized HCUs.
The go-zone is a simple bivariate plot divided into 4 quad-
rants and, in this study, identifies the ratings of statements
based on 2 rating questions: “Rate how important discrimina-
tion based on ‘race’/ethnicity is as a reason for experiencing
these challenges” and “Rate how important each statement is
for action or change.” Each statement within a cluster falls
into 1 of 4 quadrants. The upper right quadrant, known as
the “go-zone,” contains the statements that were highly
rated on the rating questions selected.
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Analytic Categories
Participants were asked to self-identify based on 4 stratifica-
tions: “race”/ethnicity, social class, gender, and immigration
status. For the “race”/ethnicity stratification, participants
were asked to self-identify using the categories developed
by the Canadian Employment Equity Act. Because these cat-
egories are used by Statistics Canada, in this study, these cat-
egories are used in order to situate findings within the
Canadian empirical literature.

For the social class stratification, we used Wright’s55 con-
temporary conceptualization of social class; categories used
were “working-class” and “nonworking-class” HCUs. The
working-class group consisted of participants who self-
identified as “working,” whereas the nonworking-class
group consisted of participants who self-identified as
“supervisor/manager” or “owner of business.”

Results

Sample Composition
For all CM activities, racialized and nonracialized HCUs and
HCPs participated. For the rating activity, racialized HCUs
self-identified in the following racial/ethnic categories (in
alphabetical order): Black, Chinese, Korean, Latin American,

South Asian, Southeast Asian, West Asian, White, and
other. Of the 72 participants who completed the rating activity,
41 participants identified as racialized HCUs. Of the racialized
HCUs, for the gender and immigration stratification, 25 partic-
ipants identified as female and 22 identified as Canadian
born; for the social class stratification, 16 identified in the
working-class occupation, 10 identified in the nonworking-
class occupation, and 15 identified as other (eg, student, unem-
ployed, retired).

Identification of Thematic Clusters
From the brainstorming activity, participants generated 35
unique statements or mechanisms of disrespect or mistreat-
ment. During the sorting activity, participants sorted these
statements into conceptually similar piles. Next, participants
identified and thematically labeled 5 unique clusters of
statements during the mapping activity. From these clusters,
2 conceptually distinct regions were identified and labeled
with higher level themes: “Viewed as inferior” and “Unequal
medical care” (Figure 1). In CM, a good stress value is
<0.36.56 The stress value for this study was 0.18, meaning
that participants generally agreed upon the location of
statements within clusters and the location of clusters on
the cluster map.

Figure 1. Cluster map with ratings for “race”/ethnic-based discrimination as reported by racialized health care users.
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The “Viewed as inferior” conceptual region, located in the
top section of the cluster map, is dominated by statements of
experiences that describe activities or behaviors generally per-
taining to interpersonal interactions by health care personnel,
in which the patient, the patient’s family, or their needs are
viewed as inferior. This region consists of 2 clusters:
“Racial/ethnic and class discrimination” and “Dehumanizing
the patient.”

The “Unequal medical care” conceptual region, located in
the lower section of the cluster map, is dominated by state-
ments of experiences that describe structural conditions, or
activities and behaviors generally pertaining to interpersonal
interactions that involve unequal medical access and treat-
ment. This area consists of 3 clusters: “Unequal access to
health and health services,” “Negligent communication,”
and “Professional misconduct.”

Ratings for Thematic Clusters
For racialized HCUs, the aggregated cluster average rating
for “race”/ethnic-based discrimination was moderate to
high (2.9–4.1) (Figure 1). For SEP/social class-based dis-
crimination, the average rating was moderate (2.9–3.7)
(Table 1). For both “race”/ethnic- and SEP/social class-
based discrimination, the “Racial/ethnic and class discrim-
ination” cluster had the highest cluster rating (4.1 and 3.7,
respectively); this cluster also had the highest rated
statements for both forms of discrimination. For “race”/
ethnic-based discrimination, the highest rated statements,
in order, were “when the White male health care provider
continuously picks on the non-White patient” and “when
the White health care provider talks to the patient as
if they are uneducated.” For SEP/social class-based
discrimination, the highest rated statement was “when
health care providers or health care staff look down on
the patient because of their appearance”; 2 statements
had the second-highest rating: “when the patient is
looked down on by the health care provider or health
care staff for using public transportation” and “when a
patient on social assistance is treated in a separate area
with fewer resources.”

The second highest rated cluster for “race”/ethnic- and
SEP/social class-based discrimination was “Dehumanizing
the patient.” For “race”/ethnic-based discrimination, the
“Dehumanizing the patient” cluster average was 3.6; within
this cluster, for “race”/ethnic-based discrimination, the
highest rated statement was “when the health care provider
is disrespectful,” and the second highest was “when the
health care provider belittles or talks down to the patient.”
For SEP/social class-based discrimination, the rating for
the “Dehumanizing the patient” cluster was 3.5; within this
cluster, the highest rated statement for the SEP/social class-
based discrimination was “when the health care provider
belittles or talks down to the patient”; the second highest
was “when the health care provider is disrespectful.”

Within Stratification Differences
To examine whether these experiences of exclusion differ
within stratifications such as social class, gender, and
immigration status, we used a pattern match graph for
each stratification. For the social class pattern match
(Figure 2), the correlation coefficient at the cluster level
was r= .76; this means there is a strong relationship between
what racialized working-class HCUs believe and what
racialized nonworking-class HCUs believe to be the most
important clusters to demonstrate “race”/ethnic-based dis-
crimination as a reason for the challenges experienced
when receiving health care. Both groups ranked “Racial/
ethnic and class discrimination” as the most important
cluster; however, racialized working-class HCUs had a
higher cluster average (4.13), as compared to racialized
nonworking-class HCUs (3.73). Both groups also ranked
“Dehumanizing the patient” as the second most important
cluster; racialized working-class HCUs had a higher
rating for this cluster. Additionally, racialized working-
class HCUs had a higher rating or cluster average for
the “Negligent communication” and “Unequal access to
health and health services” clusters.

For the gender pattern match (Figure 3), the correlation
coefficient was r= .96; that means there is a strong relation-
ship in beliefs or opinions between racialized female and
male HCUs. Both groups agreed on the 2 most important
clusters to demonstrate “race”/ethnic-based discrimination.
The “Racial/ethnic and class discrimination” cluster was
ranked as the most important, with racialized female HCUs
having a higher cluster average (4.19). Both groups ranked
“Dehumanizing the patient” as the second most important
cluster; racialized male HCUs had a higher cluster average.
Overall, racialized female HCUs had a higher cluster
average for 3 of 5 clusters: “Racial/ethnic and class discrim-
ination,” “Unequal access to health and health services,” and
“Professional misconduct.”

For the immigration status pattern match (Figure 4), the
correlation coefficient was r= .98; there is a strong relation-
ship in beliefs or opinions between racialized immigrant and
Canadian-born HCUs. Both groups ranked “Racial/ethnic
and class discrimination” as the most important cluster,
with a higher cluster average (4.10) reported from racialized
Canadian-born HCUs. Although all 5 clusters were ranked in
the same order of importance, the racialized Canadian-born
HCUs had a higher cluster average for the first 4 clusters.
Put differently, racialized immigrant HCUs had lower aver-
ages for the first 4 clusters.

Priorities for Action/Change
Overall, racialized HCUs rated clusters in the “Unequal
medical care” conceptual region of the cluster map as a pri-
ority for action/change. Additionally, statements in the
go-zone for the “Unequal access to health and health
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Table 1. Results for “Race”/Ethnic and Socioeconomic Position-based Discrimination as Rated by Racialized Health Care Users.

Cluster Statement

“Race”/Ethnicity

Rating

Socioeconomic

Position Rating

Cluster 1: Dehumanizing

the patient

Moderate Moderate

When the health care provider is disrespectful15 High Moderate

When the health care provider belittles or talks down to the patient3 High High

When the health care provider does not show empathy or sympathy13 Moderate Moderate

When the health care provider will not listen to the patient or pretends

that they do not hear the patient1
Moderate Moderate

When health care provider is impatient with the family after the patient dies5 Moderate Moderate

When the health care provider or health care support staff is impatient

with the patient8
Moderate Moderate

Cluster 2: Negligent

communication

Moderate Moderate

When the patient’s symptoms are ignored or not taken seriously10 Moderate Moderate

When the health care provider does not consider the patient’s concerns

about the plan of treatment20
Moderate Moderate

When the health care provider willfully misunderstands the patient’s

concerns9
Moderate Moderate

When the health care provider lies to the patient19 Moderate Moderate

When the health care provider does not listen to patient’s medical

history before prescribing medication4
Moderate Moderate

When the health care support staff places the patient’s phone call on hold

and then disconnects them6

Low Low

Cluster 3: Unequal access

to health and health

services

Moderate Moderate

When there is little or no access to language interpreters30 High Moderate

When a patient cannot get access to government-funded assist programs

because of where the patient lives2
Moderate High

When the health care provider tells the patient that they cannot keep

them as their patient because they have enough patients35
Low Moderate

When the patient cannot make an appointment to see their health care

provider within a two-week time frame16
Low Low

Cluster 4: Professional

misconduct

Moderate Moderate

When the patient’s pain is not treated12 Moderate Low

When the health care provider does not provide a referral to see a

health care specialist14
Moderate Moderate

When the patient is discharged prematurely from the hospital27 Moderate Moderate

When the health care provider does not complete a proper assessment34 Moderate Moderate

When a patient’s message for the health care provider is not relayed

by the health care support staff23
Low Low

When the health care provider does not provide the requested information25 Low Low

When the health care provider does not read the patient’s medical history,

resulting in negligent care26
Low Moderate

When the health care provider does not provide the correct treatment11 Low Low

Cluster 5: Racial/ethnic

and class discrimination

High Moderate

When the White male health care provider continuously picks on the

nonWhite patient22
High Moderate

When the White health care provider talks to the patient as if they are

uneducated29
High High

When the health care provider wrongly assumes that the patient does

not speak English32
High Moderate

(continued)
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services” cluster identified 2 additional health care policy
processes; these were “when a patient cannot get access to
government-funded assist programs because of where the
patient lives” and “when there is little or no access to lan-
guage interpreters.” Both of these statements, as rated by
racialized HCUs, had relatively higher ratings for both
“race”/ethnic-based discrimination and action/change, as
compared to other statements within this cluster.

Discussion

Systematic reviews continue to demonstrate HCP implicit
racial bias.57,58 By focusing on how this occurs, studies
have recently identified high-level mechanisms of racism
in the Canadian health care system for the indigenous
population59 and in Europe, for racialized groups.59 Our
CM study adds to the literature by identifying micro-level
mechanisms or how experience of classism and everyday

Table 1. Continued.

Cluster Statement

“Race”/Ethnicity

Rating

Socioeconomic

Position Rating

When the patient feels disrespected and not listened to by health care

providers because of language issues31
High Moderate

When health care providers or health care staff look down on the patient

because of their appearance18
High High

When health care provider is unfamiliar with different religious or cultural

practices in caring for a loved one who has died28
High Moderate

When the patient’s concern is thought of by the health care provider as being

superstitious21
High Moderate

When the health care provider engages in victim blaming17 High High

When the patient is looked down on by the health care provider or health

care staff for using public transportation24
Moderate High

When a patient on social assistance is treated in a separate area with fewer

resources33
Moderate High

When the patient is wrongly judged to be “drug seeking”7 Moderate High

Note. The rating levels were divided into categories: “high” (statements rated 3.8 or higher), “moderate” (statements rated 3.7–2.9), and “low” (statements

rated 2.8 or lower).

Figure 2. Pattern match comparison between racialized working-class health care users and racialized nonworking class health care users

on “race”/ethnic-based discrimination in Toronto’s health care system.
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racism occurs in Toronto’s health care system for racial-
ized HCUs and differences in experiences within social
stratifications.

In this study, the labeled cluster map consists of 5 unique
clusters of statements or mechanisms and 2 conceptual

regions. The clusters from both the “Viewed as inferior”
and “Unequal medical care” regions represent the collective
experiences of participants when receiving health care;
simply put, these 2 regions are not mutually exclusive. For
example, when receiving health care, a patient may

Figure 3. Pattern match comparison between racialized female health care users and racialized male health care users on “race”/
ethnic-based discrimination in Toronto’s health care system.

Figure 4. Pattern match comparison between racialized immigrant health care users and Canadian-born health care users on “race”/
ethnic-based discrimination in Toronto’s health care system.
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experience “when the health care provider engages in victim
blaming” (ie, blaming the individual for poor health) (in the
“Viewed as inferior” region) followed by “when the health
care provider does not provide a referral to see a health care
specialist” (in the “Unequal medical care” region). These mech-
anisms at the microlevel are the underlying process of rea-
soning, beliefs, preferences, and collective norms that lead
to decisions, choices, and ultimately outcomes (eg, inequities
in health care).51 Microlevel everyday racism is linked to the
activation of underlying power social relations and is inter-
connected to the mesolevel or institutional level (ie, health
care system and labor market) and to the macrolevel or socio-
political structure.12

In this section, we will first discuss experiences of class-
ism and everyday racism as reported by racialized HCUs, fol-
lowed by how these experiences differ based on social class,
gender, and immigration status. Findings are situated within
the current literature; in keeping with a political economy
model of society, findings are also linked to the local socio-
economic and political context.

Racialized HCU Experiences
For racialized HCUs, the aggregated cluster averages for
“race”/ethnic-based discrimination ranged from moderate to
high, meaning that “race”/ethnic based discrimination was
central to the challenges experienced in the health care
setting. In other words, racialized HCUs reported “race”/
ethnic-based discrimination as largely contributory to the chal-
lenges experienced when receiving health care. Additionally,
statements from the “Viewed as inferior” and “Unequal
medical access” region both contained statements that were
rated moderate to high, indicating that for racialized HCUs,
“race”/ethnic-based discrimination impacts both quality of
care and access. These findings align with a landmark US
report by the Institute of Medicine,38 which identified that
implicit racial bias and stereotyping of racial/ethnic groups
impact the treatment of patients in 3 central areas of access
and quality: unequal treatment/access, lower quality of
health care, and undertreatment of pain. Findings also align
with a literature review that identified emerging evidence of
unequal treatment/access and lower quality of health care for
racialized groups in Canada.35

For SEP/social class-based discrimination, the aggregated
cluster average ranged from moderate to high, with no clus-
ters rated as low. The similarity in cluster averages, when
compared to “race”/ethnic-based discrimination cluster aver-
ages, suggests that for racialized HCUs, “race”/ethnic- and
SEP/social class-based discrimination are interconnected.
This aligns with previous research findings that “race”/
ethnicity is generally linked to a lower SEP (and poor
health outcomes).30,31

In this study, racialized HCUs rated the statement “when
the patient’s pain is not treated” as moderate for “race”/
ethnic-based discrimination. This finding is consistent with

a Toronto Public Health study61 that identified that racialized
groups were more likely to have pain or discomfort. More
generally, reviews of the literature have demonstrated that
racialized groups are undertreated for pain across the life-
span37,39 and less likely to be prescribed and to receive
pain medication (nonopioid and opioid) in health care
settings.40

Racialized HCUs rated “when the patient is discharged
prematurely from the hospital” as moderate for “race”/
ethnic-based discrimination. When discharged prematurely
from the hospital, racialized HCUs may not have their con-
tinued health care needs met. Premature hospital discharges
occur in an economic context in which racialized groups
within Canadian society are relegated to lower paying jobs
and, therefore, income,16,17,62 while paying more for health
care coverage and services. Research specific to Ontario
reveals a decrease in health care coverage (e.g., home care
services) and an increase in user charges for some health
services (e.g., physiotherapy).63 Furthermore, a system
whereby publicly funded home care services are now
managed by a few large, for-profit agencies has resulted in
diminished services and access for immigrant, racialized,
and non-English-speaking groups.64

Differences in Experiences Within Stratifications
From the pattern match graphs, findings demonstrate a strong
relationship in terms of clusters that are believed to be most
important in demonstrating “racial”/ethnic-based discrimina-
tion. Participants generally ranked the clusters in the same
order of importance; however, in terms of cluster ratings or
aggregated cluster averages, differences were identified
within stratifications.

For the social class stratification, racialized nonworking-
class HCUs had a higher rating for the first 3 ranked clusters.
The clusters “Racial/ethnic and class discrimination” and
“Dehumanizing the patient” are located in the “Viewed as
inferior” conceptual region of the cluster map, whereas the
cluster “Negligent communication” is in the “Unequal
medical access” region. This suggests that for racialized
working-class HCUs, their “race”/ethnicity and social class
are linked to their experiences of a lower quality of care
and unequal medical access.

Experiences of SEP/social class-based discrimination as
reported by racialized HCUs are occurring in a socioeco-
nomic and political context of increasing poverty among
racialized groups. Recent research demonstrates that in
Canada, racialized groups continue to be excluded from the
labor market.65,66 In Toronto, members of racialized groups
represent 62% of all persons living in poverty.62

Furthermore, almost two-thirds of the “working poor” are
racialized workers.67

Findings from our study also indicate that SEP/social class
intersects with “race”/ethnic-based discrimination in the
health care setting, which may further impact the health of
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racialized working-class HCUs. With evidence of health
inequities at the intersections of “race”/ethnicity and social
class,24–26 researchers continue to correctly argue for the
use of a theoretical framework in research that recognizes
that social class interacts with “race”/ethnic-based discrimi-
nation to determine racial inequities in health.23 In order to
improve the health care system, using a theoretical frame-
work that includes social class when examining racism is
important to consider in the development of future research
and interventions.

Both the racialized working-class and racialized
nonworking-class HCUs rated the same top 2 clusters high
in importance for “race”/ethnic-based discrimination, indi-
cating that within the health care setting, experiences of
racism also occur independent of social class. Although
there are limited empirical studies on social class,23 findings
are consistent with Muntaner et al,27 who demonstrated that
racism (and its impact on health) can occur independent of
social class.

For the gender pattern match, racialized female HCUs had
higher cluster ratings for “Racial/ethnic and class discrimina-
tion,” “Unequal access to health and health services,” and
“Professional misconduct,” as compared to racialized male
HCUs. On the cluster map, “Racial/ethnic and class discrim-
ination” is located in the “Viewed as inferior” region,
whereas the clusters “Unequal access to health and health
services” and “Professional misconduct” are located in the
“Unequal medical access” region. This finding suggests
that for racialized female HCUs, “race”/ethnicity and
gender are linked to their experiences of a lower quality of
care and, in particular, unequal medical access.

This finding may also be a reflection of the current SEP/
social class of racialized women in Toronto. Previous
research had identified that in Canada, there is a racialization
of poverty16,17 and a feminization of poverty; the 2006
Canadian national census data found racialized women are
more likely to be unemployed and earn almost less than
half the income of nonracialized men.19 In Toronto and the
GTA, food bank visits have increased, with an overrepresen-
tation of women and racialized groups.68 Taken together,
these findings may be an acknowledgment of not only the
difficulties in accessing medical care, but also the importance
of addressing health needs and, accordingly, of racialized
women maintaining the ability to work/stay employed in
order to meet the financial challenges of paying for basic
necessities such as food, shelter, and medication(s).

For the immigration status pattern match, as compared
to racialized Canadian-born HCUs, racialized immigrant
HCUs had a lower rating for the clusters “Negligent
Communication” and “Unequal access to health and health
services”; both clusters are found in the “Unequal medical
care” region of the cluster map. This suggests that for racial-
ized immigrant HCUs, access to health care is viewed as less
of a concern, as compared to racialized Canadian-born
HCUs. Although rates of poverty are higher for racialized

recent immigrants,16 a possible explanation for the lower
cluster rating may be that the majority of immigrants in
this study were recent economic immigrants.

In Canada, economic immigrants are relatively healthier
on arrival due to the mandatory medical examination
required prior to entering the country.69 Indeed, a recent
study found that economic immigrants did not use health
services more than long-term residents or refugees.70 A sys-
tematic review identified that the “healthy immigrant effect,”
whereby economic immigrants are in better health on arrival
as compared to their Canadian-born counterparts, is stronger
for more recent immigrants.71 If economic immigrants are in
fact healthier on arrival, as suggested by this systematic
review, this may explain why racialized immigrant HCUs
did not rate clusters located in the “Unequal medical care”
region of the cluster map as highly as Canadian-born
HCUs. Specifically, accessing health care may not be as
crucial toward maintaining health and, by extension, employ-
ment, because economic immigrant HCUs may be relatively
healthier on arrival to Canada. Another reason may be that
newer immigrants may not yet be aware of the exclusionary
policies in Canada, as suggested by recent evidence from the
Canadian Community Health Survey, the largest nationally
representative data set, which found that the prevalence for
perceived “race”/ethnic-based discrimination was signifi-
cantly higher among long-term immigrants, as compared to
newer immigrants.72

Implications
Based on the findings from this study, there are several impli-
cations for HCPs and health care organizations. Findings
indicate that racialized HCUs prioritized access to health.
Yet, in experiencing racism in the health care setting, for
some, this experience may result in delaying in or not
seeking health care.73 To support access and quality of
care, antiracist policies are needed. Translated into practice,
an antiracist strategy focuses on both improving care by rec-
ognizing “race”/ethnicity as a social construct and addressing
unequal power social relations. One way to minimize power
imbalances is to tailor health care by assessing the patient’s
social determinants of health and providing medical care
for racialized individuals and groups who self-define
priorities.74,75

From the go-zone data, racialized HCUs identified that
unequal medical care is also experienced through broader
health care system policies. One priority, as identified by
racialized HCUs for action/change based on “race”/
ethnic-based discrimination, is “when a patient cannot get
access to government-funded assist programs because of
where the patient lives.” Current research suggests that this
may be due to increasing racialized residential segregation
based on income inequality within the GTA76 and the incon-
sistent provision of health services due to health care
reform.64 To improve health care, policies are needed to
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provide more health care services in low-income areas and
restore social programs/services in communities. Health
care organizations and HCPs must advocate for services
that can be accessed when and where people need. These pri-
orities fall in line with those of the Ontarian population.77

Another priority identified is “when there is little or no
access to language interpreters.” This finding indicates that
currently, access to interpreters when receiving health care
is not meeting the needs of racialized HCUs. The Institute
of Medicine38 recognizes that language barriers in health
care limit the understanding of a patient’s medical condition
and treatment, resulting in a lower quality of care, and conse-
quently is a source of racial/ethnic inequities in health care.
In terms of health care system obligations when it comes to
language, the Ontario Human Rights Code prohibits discrim-
ination on the grounds of “race” and ethnic origin, which is
linked to language.78

HCPs must incorporate a broader systems thinking that
includes acknowledging systemic racism in the labor
market and the resulting, devastating impact of poverty on
social conditions for racialized groups. In particular, this
way of thinking brings into view the existence of an
unequal, integrated system of policies and laws that result
in racial/ethnic stratification or structural racism,11 which
impacts the health and health care of racialized HCUs.
Acknowledging this unequalness in system supports means
recognizing that for racialized HCUs, health care services
are not universally applicable or accessible. In this view,
HCPs also have a moral obligation to address this injustice
by advocating for improved health and social services for
racialized communities.

There are several limitations to this study. CM activities
were conducted in English; therefore, there is an absence
of experiences specific to non-English-speaking racialized
HCUs. Future studies should include interpreters to gain
insight into additional mechanisms that contribute to class-
ism and everyday racism in the health care system. Also,
we conducted this study within a limited time frame, result-
ing in a smaller sample size of HCPs. Future studies with a
larger sample size could examine the differences between
racialized and nonracialized HCPs; and between different
types of HCPs.

In terms of strengths in this study, the stress value for the
cluster map is 0.18, indicating a good statistical fit. Another
strength is that members of the Toronto and GTA communi-
ties participated in several phases of the research process,
supporting a CM participatory approach. Additionally, as
recommended, priority agenda setting for health care was
determined by racialized HCUs—the community members
negatively impacted by health care policies and practices.53

Conclusions and Recommendations

This study contributes to the literature by identifying how
classism and everyday racism occur in the health care

system for some racialized HCUs; these discriminations
occur through mechanisms of unequal power social relations
in a context of institutional health care policies and practices
such as cultural competence and a biomedical model of
service delivery. Racialized HCUs reported “race”/ethnic-based
discrimination and SEP/social class-based discrimination when
receiving health care; these experiences differed based on social
class, gender, and immigration status. Given that classism and
everyday racism are interconnected for racialized HCUs in
Toronto and the GTA, we conclude that to improve access to
services and quality of care, antiracist policies—that focus on
“race”/ethnicity as a social construct, unequal power social
relations (classism and everyday racism), and a broader
systems thinking—are needed to address institutional racism
within the health care system.
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41. Kumaş-Tan Z, Beagan B, Loppie C, MacLeod A, Frank B.
Measures of cultural competence: examining hidden assump-
tions. Acad Med. 2007;82(6):548–557. doi:10.1097/ACM.
0b013e3180555a2d

42. Pon G. Cultural competency as new racism: an ontology of for-
getting. J Progress Hum Serv. 2009;20:59–71. doi:10.1080/
10428230902871173

43. Reyes D. Cultural competence or code for racism? J Assoc
Nurses AIDS Care. 2013;24(5):393–395. doi:10.1016/j.jana.
2013.06.007

44. McGibbon E. Oppression and access to health care: Deepening
the conversation. In: Raphael D, ed. Social Determinants of
Health: Canadian Perspectives. 3rd ed. Canadian Scholars’
Press; 2016:491–520.

45. Truong M, Paradies Y, Priest N. Interventions to improve
cultural competency in healthcare: a systematic review of
reviews. BMC Health Serv Res. 2014;14:99. doi:10.1186/
1472-6963-14-99

46. Shavers VL, Fagan P, Jones D, et al. The state of research
on racial/ethnic discrimination in the receipt of health care.
Am J Public Health. 2012;102(5):953–966. doi:10.2105/
AJPH.2012.300773

47. Doyal I. The Political Economy of Health. Pluto Press Limited;
1979.

48. Navarro V. The Political Economy of Social Inequalities.
Baywood Publishing Company; 2001.

49. Navarro V,Muntaner C, eds. Political and Economic Determinants
of Population Health and Well-Being: Controversies and
Developments. Baywood Publishing Company; 2004.

50. Ng E, Muntaner C. A critical approach to macrosocial determi-
nants of population health: engaging scientific realism and
incorporating social conflict. Curr Epidemiol Rep. 2014;
1(1):27–37. doi:10.1007/s40471-013-0002-0

51. Pawson R, Tilley N. Realistic Evaluation. SAGE Publications
Ltd.; 1997.

52. Kane M, Trochim WM. Concept Mapping for Planning and
Evaluation. SAGE Publications; 2007.

53. Burke JG, O’Campo P, Peak GL, Gielen AC, McDonnell KA,
Trochim WM. An introduction to concept mapping as a partic-
ipatory public health research method. Qual Health Res.
2005;15(10):1392–1410. doi:10.1177/1049732305278876

54. O’Campo P, Burke J, Peak GL, McDonnell KA, Gielen AC.
Uncovering neighbourhood influences on intimate partner vio-
lence using concept mapping. J Epidemiol Community Health.
2005;59(7):603–608. doi:10.1136/jech.2004.027227

55. Wright EO. Class analysis. In: Class Counts: Comparative

Studies in Class Analysis. Cambridge University Press;
1997:1–39.

56. Trochim WM. An introduction to concept mapping for plan-
ning and evaluation. Eval Program Plann. 1989;12(1):1–16.

57. Dehon E, Weiss N, Jones J, Faulconer W, Hinton E, Sterling S.
A systematic review of the impact of physician implicit racial
bias on clinical decision making. Acad Emerg Med. 2017;
24(8):895–904. doi:10.1111/acem.13214

58. FitzGerald C, Hurst S. Implicit bias in healthcare professionals:
a systematic review. BMC Med Ethics. 2017;18(19):1–18. doi:
10.1186/s12910-017-0179-8

59. Phillips-Beck W, Eni R, Lavoie JG, Avery Kinew K, Kyoon
Achan G, Katz A. Confronting racism within the Canadian
healthcare system: systemic exclusion of First Nations from
quality and consistent care. Int J Environ Res Public Health.
2020;17(22):1–20. doi: 10.3390/ijerph17228343

60. Hamed S, Thapar-Björkert S, Bradby H, Ahlberg BM. Racism
in European health care: structural violence and beyond.
Qual Health Res. 2020;30(11):1662–1673. doi:10.1177/
1049732320931430

61. Levy J, Ansara D, Stover A. Racialization and Health
Inequities in Toronto. Toronto Public Health; 2013.

62. Colour of Poverty. Racialized Poverty in Income and Social
Assistance. Colour of Poverty; 2019.

63. Karanikolos M, Mladovsky P, Cylus J, et al. Financial crisis,
austerity, and health in Europe. Lancet. 2013;381(9874):
1323–1331. doi:10.1016/S0140-6736(13)60102-6

64. Yakerson A. Home care in Ontario: perspectives on
equity. Int J Health Serv. 2019;49(2):260–272. doi:10.1177/
0020731418804403

65. Lightman N, Good Gingrich L. Measuring economic exclusion
for racialized minorities, immigrants and women in Canada:
results from 2000 and 2010. J Poverty. 2018;22(5):398–420.
doi:10.1080/10875549.2018.1460736

66. Block S, Galabuzi GE, Tranjan R. Canada’s Colour Coded
Income Inequality. Canadian Centre for Policy Alternatives;
2019.

67. Stapleton J, James CE, Hope K. The Working Poor in the
Toronto Region: A Closer Look at the Increasing Numbers.
Metcalf Foundation; 2019.

68. Daily Bread Food Bank. Who’s Hungry: Profiles in Hunger in
the Toronto Region. Daily Bread Food Bank; 2019.

69. Gushulak BD, Williams LS. National immigration health
policy: existing policy, changing needs, and future directions.
Can J Public Health. 2004;95(3):I27–I29. doi:10.1007/
BF03403662

70. Aery A, McKenzie K. Primary Care Utilization Trajectories
for Immigrants and Refugees in Ontario Compared with
Longterm Residents. Wellesley Institute; 2018.

71. Vang ZM, Sigouin J, Flenon A, Gagnon A. Are immigrants
healthier than native-born Canadians? A systematic review of
the healthy immigrant effect in Canada. Ethn Health. 2017;
22(3):209–241. doi:10.1080/13557858.2016.1246518

72. Hyman I, O’Campo P, Ansara DL, et al. Prevalence and
Predictors of Everyday Discrimination in Canada: Findings
from the Canadian Community Health Survey. Wellesley
Institute; 2019.

73. Ben J, Cormack D, Harris R, Paradies Y. Racism and health
service utilisation: a systematic review and meta-analysis.
PLoS One. 2017;12(12):1–22. doi:10.1371/journal.pone.
0189900

74. Corneau S, Stergiopoulos V. More than being against it:
anti-racism and anti-oppression in mental health services.
Transcult Psychiatry. 2012;49(2):261–282. doi:10.1177/
1363461512441594

362 International Journal of Health Services 51(3)

https://doi.org/10.1111/j.1526-4637.2011.01310.x
https://doi.org/10.1111/j.1526-4637.2011.01310.x
https://doi.org/10.1097/ACM.0b013e3180555a2d
https://doi.org/10.1097/ACM.0b013e3180555a2d
https://doi.org/10.1080/10428230902871173
https://doi.org/10.1080/10428230902871173
https://doi.org/10.1016/j.jana.2013.06.007
https://doi.org/10.1016/j.jana.2013.06.007
https://doi.org/10.1186/1472-6963-14-99
https://doi.org/10.1186/1472-6963-14-99
https://doi.org/10.1186/1472-6963-14-99
https://doi.org/10.1186/1472-6963-14-99
https://doi.org/10.1186/1472-6963-14-99
https://doi.org/10.2105/AJPH.2012.300773
https://doi.org/10.2105/AJPH.2012.300773
https://doi.org/10.1007/s40471-013-0002-0
https://doi.org/10.1007/s40471-013-0002-0
https://doi.org/10.1007/s40471-013-0002-0
https://doi.org/10.1007/s40471-013-0002-0
https://doi.org/10.1177/1049732305278876
https://doi.org/10.1136/jech.2004.027227
https://doi.org/10.1111/acem.13214
https://doi.org/10.1186/s12910-017-0179-8
https://doi.org/10.1186/s12910-017-0179-8
https://doi.org/10.1186/s12910-017-0179-8
https://doi.org/10.1186/s12910-017-0179-8
https://doi.org/10.3390/ijerph17228343
https://doi.org/10.1177/1049732320931430
https://doi.org/10.1177/1049732320931430
https://doi.org/10.1016/S0140-6736(13)60102-6
https://doi.org/10.1016/S0140-6736(13)60102-6
https://doi.org/10.1016/S0140-6736(13)60102-6
https://doi.org/10.1177/0020731418804403
https://doi.org/10.1177/0020731418804403
https://doi.org/10.1080/10875549.2018.1460736
https://doi.org/10.1007/BF03403662
https://doi.org/10.1007/BF03403662
https://doi.org/10.1080/13557858.2016.1246518
https://doi.org/10.1371/journal.pone.0189900
https://doi.org/10.1371/journal.pone.0189900
https://doi.org/10.1177/1363461512441594
https://doi.org/10.1177/1363461512441594


75. Goel R, Buchman S, Meili R, Woollard R. Social accountability
at the micro level: one patient at a time. Can Fam Physician.
2016;62(4):287–302.

76. The United Way. Rebalancing the Opportunity Equation. The
United Way; 2019.

77. Kirst M, Shankardass K, Singhal S, Lofters A, Muntaner C,
Quiñonez C. Addressing health inequities in Ontario, Canada:
what solutions do the public support? BMC Public Health.
2017;17(1):1–9. doi:10.1186/s12889-016-3932-x

78. Kumar N, Laher N, Sultana A, Aery A. The Right to Language
Accessibility in Ontario’s Health Care System. Wellesley
Institute; 2017.

Author Biographies

Deb Finn Mahabir is a PhD graduate of the Faculty of
Nursing at the University of Toronto. Her research focuses
on racism and classism in health care.

Patricia O’Campo is currently Chair in Urban Health at the
Center for Urban Health Solutions, St Michaels Hospital and
professor at the Dalla Lana School of Public Health Sciences,
University of Toronto. She was previously a professor in the
Department of Population, Family and Reproductive Health,
at The Johns Hopkins Bloomberg School of Hygiene and
Public Health. As a social epidemiologist, Dr O’Campo has
conducted a number of longitudinal and cross-sectional
studies in the areas of the social determinants of adult
mental health, intimate partner violence, children’s well-being
(such as youth violence or school readiness and perinatal
health) as well as the clinic- and community-based evaluations
of programs concerning smoking cessation, prevention of
perinatal transmission of Human Immunodeficiency Virus,
prevention of infant mortality and homelessness. Dr
O’Campo has focused on methods development as part of
her research, including the application of multilevel modeling
to understand residential and workplace contexts on women’s
and children’s health, the application of concept mapping to

increase understanding of how residential neighborhoods’
influence well-being of the application of realist approaches
for the evaluation of policies to reduce health inequities, and
the development of monitoring methods for rare health
events in small geographic areas.

Aisha Lofters is a family physician at the Women’s College
Hospital Family Practice Health Centre, an associate profes-
sor and clinician-scientist at the Department of Family and
Community Medicine, University of Toronto, and the
Chair in Implementation Science at the Peter Gilgan Centre
for Women’s Cancers, Women’s College Hospital. Her
area of research focuses on cancer screening, health equity,
clinical epidemiology, and implementation science.

Ketan Shankardass is an associate professor at the Wilfrid
Laurier University, an associate scientist at the Centre for
Urban Health Solutions in the Li Ka Shing Knowledge
Institute of St. Michael’s Hospital, and an assistant professor
at the Dalla Lana School of Public Health at the University of
Toronto. He draws on his training in social epidemiology,
public health and geography to understand the drivers of pop-
ulation health inequity from “cell to society,” and to support
innovative solutions for more equitable health systems.

Christina Salmon is the Research Program Manager for the
Central Administration and IT Support Teams in the
Knowledge Translation Program at the Li Ka Shing
Knowledge Institute, St. Michael’s Hospital. Her expertise
includes 15 years of concept mapping research targeting pop-
ulations that face marginalization—with a strong focus on
social justice.

Carles Muntaner is a professor of Nursing, Public Health
and Psychiatry at the University of Toronto. His research
focuses on the politics of population health and social class
inequalities in health.

Mahabir et al. 363

https://doi.org/10.1186/s12889-016-3932-x
https://doi.org/10.1186/s12889-016-3932-x
https://doi.org/10.1186/s12889-016-3932-x
https://doi.org/10.1186/s12889-016-3932-x

	 Introduction
	 Methods
	 Participants
	 Data Collection Activities
	 Brainstorming
	 Sorting
	 Rating
	 Mapping
	 Identifying Within Stratification Differences
	 Identifying Importance for Action/Change
	 Analytic Categories

	 Results
	 Sample Composition
	 Identification of Thematic Clusters
	 Ratings for Thematic Clusters
	 Within Stratification Differences
	 Priorities for Action/Change

	 Discussion
	 Racialized HCU Experiences
	 Differences in Experiences Within Stratifications
	 Implications

	 Conclusions and Recommendations
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


