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CALLS TO ACTION

Commit to staffing counsellors trained in cultural safety and debriefing
racial trauma for students
Create spaces and resources for peer support for racialized students,
both in pre-clerkship and clerkship
Develop a confidential process to safely report racist behaviour by health
professionals in clinical settings, and policies should ensure due process

WELLNESS

Increase representation of Black students in Medicine by addressing
systemic barriers in admissions process
Collect demographic and socioeconomic data on all applicants to identify
underrepresented groups
Ensure representation of Black Faculty at every major decision making-
body in the Faculty of Medicine & Dentistry
Ensure representation of BMSA alongside MSA and IMDSA at all levels of
student government 

DIVERSITY & REPRESENTATION

GROSS PROFIT

Broaden current pre-clerkship curriculum to include disease presentation
and nuances in BIPOC patients
Include anti-racism, critical race theory, and intersectionality of social
determinants of health in curriculum
Integrate mandatory discrimination intervention training for all medical
students
Train preceptors to disrupt racist behaviour from patients and colleagues

  CURRICULUM

Commit to waive fees and/or create a financial bursary for students with
demonstrated financial need applying to medical school
Financially support initiatives such as the BMSA that aim to enhance the
diversity of the student population and raise awareness of health
disparities in minority groups

FINANCIAL SUPPORT

SUMMARY
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PREFACE
The world has propelled into action against racism in the wake of the tragic losses of

George Floyd, Ahmaud Arbery, Breonna Taylor, Rayshard Brooks, Regis Korchinski-

Paquet, D’Andre Campbell, Chantel Moore and many others. We have become

confronted with the experiences of Black, Indigenous, and People of Color (BIPOC)

citizens in our society and are now engaging in mass education to address biases,

understand microaggressions, acknowledge systemic racism, and agree emphatically

that we all have a role to play in resolving these issues. Addressing the effects of racism

in our society is much like formally introducing ourselves to someone for the first time;

though they have existed all along, we now recognize them everywhere.  

The legacy of systemic racism, and anti-Black systemic racism is not confined to the

United States. Black people in Canada are more likely to be racially profiled by police,

with Black Edmontonians being 3-5 times more likely to be carded than non-Black

citizens (1). Black individuals are also more likely to be victims of hate speech, be

overrepresented in our criminal justice system, experience disparities in health

outcomes, and be underrepresented in academia (2-4). Specifically at the University of

Alberta, we see that Black individuals make up approximately 6% of the Edmonton

population but only represent 1.2% of students in the MD program - There is only one

Black student in the Class of 2023 (5). Needless to say, the challenges of being Black in

Canada permeate to many facets of life.

The plight of Black Medical Students has not fallen on deaf ears. We have been

inundated with support from colleagues, Faculty allies and student interest groups.

However, the MD program has a mandate of social accountability to the populations we

serve, including representation from minority and marginalized communities. As

physicians, we must be equipped with the knowledge and tools to advocate for our

BIPOC patients and understand the intersection of social determinants with health

outcomes. As citizens of Canada (which prides itself on multiculturalism) we must

recognize the systemic injustices inflicted upon BIPOC. Identifying and calling-out

injustices is necessary but not sufficient. This Call To Action provides numerous

suggestions for meaningful change and should be integrated into the Faculty of

Medicine & Dentistry (FOMD) Strategic Plan. Many of the actions can be implemented

immediately, while others might take time. Regardless, all meaningful change requires

action, and the time for that is now!
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Amber Valley was an all-Black settlement 160 km north of Edmonton and was made up

of Black migrants fleeing racial tensions in the United States between 1909-1911.

These migrants built their town from the ground up and as urbanization increased,

dispersed to Edmonton, Calgary and surrounding areas, where many of their

descendants still live today. Additionally, migrants contributed immensely to the cities

they lived in, with Oliver Bowen (an amber valley descendant) engineering Calgary’s

first C-train (6). However, regardless of their contributions, the migration and overall

influx of Black immigrants in Alberta, caused uproar. Several organizations, including a

women’s group, petitioned in Parliament to ban Black people from Edmonton (7). 

This uproar against Black immigrants was not isolated to Alberta. In 1911, Prime

Minister Sir Wilfrid Laurier approved Order-in-Council P.C. 1324, which would ban

Black persons from entering Canada because, “the Negro race is deemed unsuitable to

the climate and requirements of Canada.” Finally, when Canada was encouraging a

wave of immigration in the early 1900s, the interior ministry created a prioritization

list used to approve immigrants based on ethnicity. Black people were at the bottom of

this list (7).
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Legacy of Anti-Black Racism in Canada 

INTRODUCTION

Canada’s legacy of racism is not as commonly discussed as that of the United States,

however we too have an extensive history of systemic anti-Black racism that must be

understood in order to appreciate their contributions to today’s current social and

political climate. Here we mention just a few manifestations of this legacy:

Anti-Black Immigration Policies

Although segregation was not directly enforced by legislation in Canada at the primary

and secondary school level, it was enforced in informal ways by White parents,

teachers and trustees who were supported by law enforcement. In 1850, the Common

Schools Act in Ontario added the Separate Schools Clause which allowed Protestants,

Catholics, and Black people to request separate schools (8). However, school trustees

used this as a way to enforce racial segregation of Black students, even when Black

parents objected (8). Such legislation would then expand into more eastern provinces

like Nova Scotia (9). These practices which continued until the late 1960s, allowed for

racial segregation of students into different desks, classrooms, or schools entirely (10). 

Racial Segragation in Canadian Schools
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While legislation did not directly support such segregation in Alberta, Saskatchewan,

New Brunswick, and PEI, it was a common and acceptable practice for residents and

teachers to deny Black students access to local public schools without any fear of

interference from legislative bodies (8).
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The history of anti-Black racism in Alberta is also manifest in the popularity and power

held by anti-Black racists groups in Alberta, such as the Ku Klux Klan (KKK). The

Alberta chapter of the KKK was established in 1923, and was very prominent in

Edmonton in the 1930s, having approximately 7,000 members in comparison to  the

Edmonton population of 80,000 at the time (11). Dan Knott, the mayor of Edmonton

(1931-1934), was associated with the KKK and granted them permits to hold public

picnics in the Northlands of Edmonton where they were allowed to erect burning

crosses (12). While it remains unclear whether Knott had official membership in the

KKK, Knott was pictured attending several KKK meetings and the KKK convention in

Calgary in 1931 (13). Although the KKK’s registry in Alberta lapsed in the 1950s, their

registration was renewed in 1980 and remained in effect until 2003 (14).

Ku Klux Klan in Alberta

Legacy of Anti-Black Racism in Medicine
The legacy of anti-Black racism in North America is also pervasive in the context of

medicine. We see such manifestations in various incidents of unethical medical

experimentation on Black people, institutional anti-Black bans in medical education,

and cases of clear racial profiling of patients.

Medical Experimentation 

One of the most notorious examples of unethical experimentation conducted by the

United States Public Health Service (USPHS), was the Tuskegee Syphilis Study in 1932.

In this study, 600 Black men were enlisted and misinformed that they were receiving

treatment for anemia over the course of six months, when in reality the purpose of the

study was to examine the effects of untreated syphilis in a study that lasted 40 years.

Participants were not informed of their syphilis diagnosis and did not receive

treatment. At times, they were even barred from treatment - even though penicillin had

already been established as an effective therapy at the time of the study (15,16).

Tuskegee Syphilis Study
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Immortalized Without Consent

In 1951, Henrietta Lacks’ cancer cells were harvested without her family’s consent and

without compensation, while she was receiving cervical cancer treatment at Johns

Hopkins Hospital. Lacks’ cancer cells are the source of the first immortalized human

cell line, which is in common use to this day – the HeLa cell line (17).

James Marion Sims

Known as the “Father of Modern Gynaecology,” much of James Sims’ medical

breakthroughs in gynaecology were achieved through unethical experiments on

enslaved Black women. These experiments were conducted without anesthesia, or

consent of the women; however, their owners were financially compensated. Historians

report that Sims was often more interested in the experiments than the therapeutic

treatment, and that he operated under the erroneous notion that Black people did not

feel pain (18,19).

In 1908, Abraham Flexner was indirectly contracted by the AMA to review and report

on the 155 medical schools across North America to guide the reformation of medical

education. Flexner released the Flexner Report which became the basis of medical

education reformation and is followed by most medical schools in North America, even

in the present day. Additionally, the Flexner report suggested that five of seven

predominantly Black medical schools across North America be closed down and that

Black physicians should only treat Black patients, as subordinates to white physicians

(20). Flexner recommended that “the practice of the Negro doctor [be] limited to his

own race...[because] the physical well-being of the Negro is not only of moment to the

Negro himself… Not only does the Negro himself suffer from hookworm and

tuberculosis; he communicates them to his white neighbors... self- interest seconds

philanthropy. The Negro must be educated not only for his sake, but for ours (21).”  For

the fifty years directly following the release of this report, Black medical student

admissions declined substantially in North America. It is believed that the Flexner

report is directly responsible for the disproportionately poor admission rates of Black

medical students to this day (22).

The Flexner Report

From 1918 to 1965, there were various official policies enforced to exclude Black

students from being admitted to medical schools across the University of Toronto,

McGill University, Dalhousie University and Queen’s University (8). The policy

excluding Black students from Queen’s, although no longer enforced since 1965, was

still in place until 2018 when the ban was repealed and a formal apology was given (23). 

Anti-Black Medical School Policies



The American Medical Association (AMA) strongly supported such policies, and in fact,

AMA itself did not welcome Black physicians until 1965 – 118 years after its

establishment (8).
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While there is an extensive history of unfair treatment of Black people in the history of

medicine, John River’s story is a contemporary one in Canada. In December 2017,

award-winning Black Canadian rapper, John River began experiencing extreme neck

pain, blurry vision, loss of senses, and sensitivity to light. Given that River had recently

had a spinal tap, he visited more than five Greater Toronto Area hospitals seeking help.

On various occasions, his symptoms were completely ignored by nurses and physicians,

and he was accused of faking symptoms to receive narcotics. River claims that he was

accused of being a drug user and dealer, and not “educated enough” to understand that

the pain he was feeling was conjured up in his imagination. After 60 days of pain, River

and fellow artists shared his story on their platforms, thereby increasing media

pressure on doctors to take his condition seriously. Three months after his initial

hospital visit, River was diagnosed with Spontaneous Cerebrospinal Fluid Leak and

required an emergency procedure (24).

John River's Story

The aforementioned injustices, though numerous, reflect only a small fraction of the

inequities Black people have faced in Canadian history and the history of medicine. In

2017, the United Nations reported that they were “… deeply concerned by the structural

racism that lies at the core of many Canadian institutions and the systemic anti-Black

racism that continues to have a negative impact on the human rights situation of African

Canadians (9)." "...The cumulative impact of anti-Black racism and discrimination faced

by African Canadians in the enjoyment of their rights to education, health, housing and

employment, among other economic, social and cultural rights, has had serious

consequences for their overall well-being.” Of particular note, the UN report highlighted

health disparities for Black Canadians, stating,  “Several factors contribute to these

health disparities, including historic barriers to access and continuity of health care,

long-standing systemic racism, low socioeconomic status, lack of cultural specificity in

health education and underrepresentation of Black health professionals in the system

(9).” The legacy of colonialism, the social construct of racial classification, and the

Flexner Report, in addition to institutional policies against Black immigration, education,

and prosperity, are all foundational and contributory to the injustices Black people face

today.
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CALLS TO ACTION



As detailed in the University of Alberta Faculty of Medicine & Dentistry (FOMD)

Diversity Policy, the FOMD “believes its faculty, staff and students will be best able to

serve diverse populations, if their own personal backgrounds and training create an

understanding and appreciation of the diversity of human experience” (25). In order to

achieve this, the FOMD commits to supporting “compositional diversity” (in which the

diversity of the Faculty’s members, support staff, and students reflect the population of

greater Alberta and Canada), and promoting inclusion and cultural competence in all

members of the Faculty (25). The University of Alberta BMSA shares this same vision

and commits to being continually collaborative with the Faculty in efforts to

accomplish these goals.

MARKETING

P A G E  6

FOMD's COMMITMENT TO EQUITY, DIVERSITY & INCLUSION

DIVERSITY & REPRESENTATION



We call for the MD Program to increase representation of Black students in the MD

program. Black Canadians in Edmonton constitute 5.9% of the population, yet Black

students within the MD program only comprise 1.2% of the student body (5). It is

evident that there needs to be a change in the admissions process that addresses this

disparity as graduating medical students should reflect the population they serve.

Moreover, studies have shown that Black students are more likely to practice in

underserved communities (26), and that receiving care from someone of the same

cultural background results in improved patient care and satisfaction scores (27,28). 

Increasing the representation of Black, Indigenous and People of Colour (BIPOC)

students thus creates more equitable access to quality healthcare for BIPOC patients

and would be a step towards fulfilling the FOMD’s social accountability mandate. While

increasing representation partly addresses the barriers to accessing culturally safe

care for patients, it does not excuse the responsibility of medical programs to train all

students in social accountability and cultural safety. At the moment, the MD program

does not meet its mandate of training medical students to serve a population

representative of Edmonton, Alberta, and Canada at large. As such, we are proposing a

few key changes to the admission process to help increase representation of Black

students and other underrepresented groups.
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ADMISSIONS

DIVERSITY & REPRESENTATION

We propose that the Faculty of Medicine collects demographic and socioeconomic data

on all applicants. This data would allow the Faculty to effectively identify

underrepresented groups. In addition to Black students, there is underrepresentation

of visible minorities such as Indigenous and Filipino students, and of people with

disabilities in medicine (see Figure 1) (29). Additionally, medical schools in Canada are

primarily composed of students from affluent backgrounds and with parents who have

obtained higher education (30). By collecting and sharing demographic data for MD

program applicants, we can develop metrics to hold ourselves accountable to the public

we serve, identify underrepresented groups, and assess our progress towards goals of

promoting equity, diversity and inclusion within our incoming classes.

Demographic Data Collection 
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Figure 1: A graph from a study by Young et. al displaying underrepresentation of self-reported
minority groups at four medical schools, compared with municipal, provincial, and national
census data (29).

We propose that the MD program establish a Black Canadian Admissions Working

Group, similar to the one successfully created and implemented at the University of

Toronto (31). The goal of the Working Group will be to increase efforts in the outreach

to, and recruitment of Black Canadian students, and to increase the number of Black

Canadian students in the Undergraduate Medical Education program.

Black Canadian Admissions Working Group:

Black physicians, faculty, and community leaders 

Allied Health Professionals

Post-graduate medical education residents/fellows 

BMSA representatives 

Assistant Dean of Admissions MD Program

Assistant Dean EDI Faculty of Medicine & Dentistry

Registrar representation

The working group will be composed of: 
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Mirroring the great work done at the University of Toronto medical school, we propose

the formation of a Black Student Application Process (BSAP) (32). 

The purpose of BSAP will be to decrease the systemic biases, whether implicit or

explicit, within the MD admissions process so that we can better identify gaps in the

admission process for qualified Black applicants. Black students are often hesitant to

share extracurriculars related to Blackness or culture for fear of their experiences

being judged or disregarded by file reviewers. Applicants will be given the opportunity

to self-identify as Black* and the opportunity to tell a narrative about their experiences

as a Black individual through an optional application process. Furthermore, BSAP

applicants will meet the same requirements as all other applicants (MCAT, GPA, Extra-

curriculars etc.). To reduce the role of bias within the admission process, file review

and interview will include Black physicians and/or Black community members. The

active participation of the Black community during this application process will

empower the community and help them choose physicians that will serve their

community as well as others in the future. We believe that this admission process will

encourage Black applicants to share their unique experiences. Moreover, Black

applicants will feel confident knowing their application is being reviewed by someone

qualified to understand their experiences.

Black Student Application Process (BSAP):

The strength of applications processes such as BSAP, and the Indigenous Health

Initiatives Program (IHIP) rely on the ability to get students to the stage where

applying to medical school is plausible. Students must have access to “pre-med”

mentorship, research, job-shadowing, MCAT financial support, CASPER preparation,

application review, and interview support before applying. Notably, many students of

higher socioeconomic status and greater social capital already have ample access to

these resources. Furthermore, there is evidence to suggest that support is needed as

early as middle school because “failure to aspire” is often a consequence of lower

socioeconomic status (33).

In the FOMD, some of these disparities are already being tackled by MD Admissions

Initiative for Diversity & Equity (MD AIDE), a program which provides free MCAT and

interview prep for low-income and Indigenous students. In a survey done in 2018,

100% of MD AIDE survey respondents claimed that the program was an important pre-

entry support, which helped them address barriers of entry into medicine (34). 

Expand Existing Pipeline Programs

*Black African, Black Caribbean, Black North American, or multi-racial students who

identify with Black ancestry
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We propose that this much needed program expand its reach in the following ways to

continue to remove barriers for underrepresented students:

The journey to medical school starts long before the MCAT. There are several barriers

inhibiting students several stops before, which we must address to ensure that all

groups are represented in our incoming medical classes.

 Expand its target to underrepresented populations within the FOMD including

students who are Black, Indigenous, Filipino, economically disadvantaged or

identify with having a disability.

 Work with community leaders in the underrepresented minorities to establish

grassroots engagements, better understand the challenges specific to these groups,

and identify avenues to rectify them.

 Extend recruitment of MD AIDE to other post-secondary institutions within

Edmonton such as NAIT, MacEwan University, Concordia University College, and

Norquest College. We hope this will better engage students who may not otherwise

have supports and inspire their schools to implement similar programs.

 Collaborate with the Community of Support program at the University of Toronto,

which historically has mentored BIPOC students on their successful journeys to

medicine, and other programs with shared goals.

 Engage with middle schools and high schools consisting of identified

underrepresented populations to promote pursuit of higher education and the

notion that a career in medicine is attainable. We propose this be done in

collaboration with existing student outreach organizations in the FOMD, including

but not limited to: Venture Healthcare, MD Ambassadors, Rockin’ Docs, and

Asclepius Medical Camp.

 Assign a staff lead to work with student Co-Leads in expanding the scope of the

program and its execution. The FOMDs’ utmost pre-entry EDI initiative should not

be entirely student-driven.

1.

2.

3.

4.

5.

6.



In the pilot FOMD voluntary Diversity Census Results in 2017, only 15% of

respondents reported as racialized, which is significantly lower in comparison to the

percentage of racialized undergraduate students and racialized doctoral degree

holders in Canada at 36% and 31% respectively (4, 35). Similarly, in the FOMD, there is

limited visibility of Black instructors in our medical education. We encourage the

FOMD to continue to assess best practices in departmental hiring committees, as the

survey data admittedly raises questions about our hiring processes and whether they

are as equitable and inclusive as they can be (35).

MARKETING

We call that the FOMD increases representation of Black physicians as preceptors for

lectures, longitudinal clinical experiences (LCE), communications, and physical exam

sessions in the MD program by considering how calls for these opportunities are

delivered. We encourage course coordinators to welcome and support a diverse cast of

teachers in creating and instructing their courses.  Additionally for opportunities such

as discovery learning (DL) and physician discussion groups (PDG), where participation

is open to all faculty, we recognize that there are barriers to participation. Therefore

we call for professional development and support opportunities, which address the

differential barriers that BIPOC faculty face in engaging these opportunities. It is

crucial to endorse a diverse cast of educators to demonstrate cultural and racial

nuances, while being mindful of tokenism, in patient care.

Figure 2: A table from the FoMD voluntary pilot Diversity Census in 2017 (35).
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FACULTY REPRESENTATION

DIVERSITY & REPRESENTATION



We believe this will contribute to addressing the current gaps identified in our medical

education (see “Curriculum”). Having diverse faculty will also help to minimize biases

and oversights towards racialized groups among physician educators and deter the

transfer of such biases to students. Furthermore, we demand that Black Faculty be

present at all major decision making bodies within the FOMD, including but not limited

to: the MD Curriculum & Program Committee (MDCPC), the Faculty Academic

Standings and Promotions Committee (FASPC), the Pre-Clerkship and Clerkship Sub-

Committees, Faculty Council, and the Admissions Committee. Nonetheless, the service

that Black faculty provide to their communities and on committees should be greatly

valued, and measures must be taken to ensure the limited number of Black faculty are

not overtasked and thus hindered from career advancement. Increasing the number of

Black faculty would be useful in mitigating this.

Additionally, we propose a Black Health Lead to oversee educational elements as they

pertain to Black Health in Canada (see “Curriculum”). We also recommend that

demographic data collected on our Faculty members continue to be available to the

students, faculty, University, and public. This transparency in our metrics will continue

to ensure accountability to the Faculty’s long-term equity, diversity and inclusion

goals. Lastly, we ask that all faculty receive group-based, interactive training in cultural

safety. We acknowledge that this training is part of on-boarding faculty in many

departments but seek to improve this process.
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In addition to addressing admission barriers for prospective Black students, we call for

representation of the BMSA alongside the Indigenous Medical Students’ Association

(IMDSA) and Medical Students’ Association (MSA) at all levels of student government

and Faculty decision-making bodies with student representation including but not

limited to: MDCPC, Admissions Committee and Faculty Council. We look forward to

representing and advocating for the health of BIPOC within our medical program and

within the community at large.

STUDENT REPRESENTATION
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CURRICULUM

We call for the FOMD to require all students to learn and understand critical race

theory and its relation to medicine. Students should be provided with skill-based

training in anti-racism, cultural safety, and human rights. This will be accomplished by

broadening areas of the pre-clerkship medical curriculum to ensure that courses are

more racially conscious. Anti-Black and anti-Indigenous teachings must be removed

from the curriculum. A curriculum focusing on minority health can improve students'

perceived skill at treating minority patients and increase the likelihood that they will

practice in underserved areas (36). Modifications can also be made to Physicianship

and Discovery Learning to focus on anti-racism, and student experiences (see Figure 3). 
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Once as I was expressing my

frustrations about how hard it is for

Black students to get into medical

school, another student said to me but

they must have changed the

requirements, I mean there are 3 of

you in your year.

“During a small group session, I
mentioned how being Black

changes the way others interact
with me. A fellow student

followed up by essentially saying
that they don’t see colour and

race doesn’t matter.”

Figure 3: Quotes shared by Black pre-clerksip students in the MD program

PRE-CLERKSHIP (Y1-Y2)

 We have identified various areas for improvement across various learning settings in

pre-clerkship below:
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DMED 511  -
FOUNDATIONS OF

MEDICINE
(HEMATOLOGY)

DMED 511  -
FOUNDATIONS OF

MEDICINE (PAIN
MANAGEMENT)

DMED 515  -
CARDIOLOGY  

Hematologic reference ranges do not apply to all ethnic groups and differ in

Black patients (37).

Jaundice can be harder to notice in darker skinned individuals. Students

should be instructed to examine the hard palate of the mouth and inner

canthus of the eyes if jaundice is suspected in a darker skinned individual.

Emphasis should continue to be placed on the possibility of sickle cell

anemia or thalassemia trait in darker skinned patients with hematologic

abnormalities.

Pain in BIPOC patients is often underestimated or attributed to drug

seeking behavior (38).

Black patients may be more stoic in their presentation of pain, which may

lead to physicians using inadequate pain medication in this population (38).

Some students have the notion that there are racial differences in pain

perception. This is a misconception and it should be emphasized in lectures

that individuals differ in their expression of pain rather than in their

perception of it.

The aforementioned disparities should be referenced in acute and chronic

pain lectures.

Black patients are more likely to develop hypertension and heart disease

compared to Caucasian patients (39). 

Black patients respond less to ACE inhibitors compared to Caucasian

patients. Beta-blockers and diuretics have demonstrated better efficacy in

Black patients (40-43).

These differences in treatment guidelines should be taught in more detail

during the cardiology block. 

Students should be advised on how to examine discoloration in melanated

patients in response to critical ischemia. 

An element of chronic disease management and lifestyle changes for

racialized/low-income populations should be incorporated into the

curriculum.

Black women experience higher rates of morbidity and mortality during

pregnancy, and receive inadequate care compared to Caucasian women (44).

Black women have higher rates of preterm births compared to White women

(45).

Students should be made aware of the socioeconomic factors that lead to

these disparities and should be encouraged to advocate for pregnant Black

women during their care.

MED 522 -
REPRODUCTIVE

MEDICINE &
UROLOGY 

Amendments to Course Blocks*

*Dr. Onye Nnorom from the University of Toronto and Dr. OmiSoore Dryden from Dalhousie have assembled a

team of scholars across Canada that are developing an online primer for medical students to learn about Black

health, and how anti-Black racism functions as a driver of health inequities.



There is a limited scope of learning with regards to how dermatological

conditions manifest in individuals with darker skin. Sample images of skin

conditions in darker skinned individuals should be included in case

presentations.

The case-based tutorial session should include BIPOC patients. 

Malignant melanoma is learned in the context of fair-skinned individuals.

Emphasis should be placed on the increased likelihood of acral lentiginous

melanoma in darker-skinned individuals and where it presents (i.e.

fingernails, soles of hands and feet) (46).
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DMED 515-
CARDIOLOGY  

MED 522 -
REPRODUCTIVE

MEDICINE &
UROLOGY 

DMED 523 -
MUSCULOSKELETAL

SYSTEM
(DERMATOLOGY)

DMED 529 -
PSYCHIATRY

Black patients with mental health issues are considered to be more violent

than their Caucuasian counterparts and are more likely to be involuntarily

admitted (47-48).

Black patients with mental illness are less likely to be offered

psychotherapy and more likely to be offered pharmacotherapy (47-48).

Every student should be aware that Black patients presenting with delirium

are more likely to be turned away and accused of malingering or drug usage

(47).

Students should be made aware that mental health issues are more

prevalent and less effectively treated in Black communities.

MED 522 -
REPRODUCTIVE

MEDICINE &
UROLOGY 

ALL  COURSE
BLOCKS

We recommend that each block highlight racial and ethnic differences in the

presentations of common diseases 

Cases should feature a more diverse cast of patients that highlight some of

the racial differences taught in lecture but without subscribing to only

stereotypical racialized presentations (e.g. a Black patient can just have a

URTI).

Learning objectives should highlight racism and mistreatment in the

vignettes and prompt students to have discussions about addressing and

reporting racism within medicine.

Discovery Learning

Table 1: A list of medical competencies all University of Alberta Graduates should have when
treating Black patients.
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PHYSICIAN
DISCUSSION

GROUPS (PDG)

CRIT ICAL RACE
THEORY (CRT)

RACISM IN
MEDICINE

Sessions that are designed to address racism should be facilitated by

preceptors from the BIPOC communities and/or preceptors that are

adequately trained to facilitate racism-sensitive discussions.

A protocol should be developed for addressing racist incidents. 

Students should be aware that racist behavior warrants use of the

Professionalism button. 

There should be meaningful discussion of race as a social construct during

discussion groups.

An overarching theme of Physicianship should be Critical Race Theory

(CRT). A fundamental principle of CRT is that power structures in society

(including healthcare) are based on White privilege and that these power

structures often preserve the marginalization of people of color (49).  

In many courses, health disparities are noted but the reason for them is not

explored. While noting these differences is a good first step, students must

understand why these differences exist. 

We propose that the structural inequalities that cause health disparities be

taught in lecture. These include social, historic, and economic legacies that

have generated health disparities in persons of color and that continue to

sustain these disparities.

Students should be informed on the racist history of Medicine and the

manifestations seen in unethical testing and experimentation.

Students should be informed on the racist ideologies of many of Medicine’s

influential figures, how their ideas were conducive to cultivating

ethnocentrism in institutional medicine, and how those ideas still persist

today.

Students should be educated on the deleterious effects of racism as a social

determinant of health and racial stress as a risk factor for disease.

Students should be educated on the effects of the social determinants of

health, including but not limited to: food insecurity, education,

socioeconomic status, neighbourhood/environment, and community/social

context.

Students should be educated on how these social determinants intersect,

disproportionately affect marginalized and minority populations, and

contribute to higher prevalence of disease.

SOCIAL
DETERMINANTS OF

HEALTH  

Amendments to Physicianship*



Patients sharing their experiences with disease to the medical class, or

patients participating in PIE (Patient Immersion Experience) should come

from different backgrounds and socioeconomic status to better equip

students to recognize the intersectionality of race, SES and disease.

MARKETING
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DMED 515-
CARDIOLOGY  

MED 522 -
REPRODUCTIVE

MEDICINE &
UROLOGY 

PATIENT
EXPERIENCES

DMED 529 -
PSYCHIATRY

Black patients with mental health issues are considered to be more violent

than their Caucuasian counterparts and are more likely to be involuntarily

admitted (47-48).

Black patients with mental illness are less likely to be offered

psychotherapy and more likely to be offered pharmacotherapy (47-48).

Every student should be aware that Black patients presenting with delirium

are more likely to be turned away and accused of malingering or drug usage

(47).

Students should be made aware that mental health issues are more

prevalent and less effectively treated in Black communities.

Table 2: A list of cultural competencies all University of Alberta Graduates should have when
treating Black patients.

As students early in our medical careers, we humbly recognize that the areas listed

here for improvement are in no way exhaustive. We propose that our student Course

Representatives work with faculty Course Coordinators and BIPOC faculty members to

identify gaps in our current curriculum and ensure these objectives are met for our

student body.



MARKETING

CURRICULUM

Medical students from minority communities have expressed a number of concerns

regarding the clerkship experience, particularly within rural communities. Here we

propose a number of changes that would make the clerkship experience more inclusive

and safe for BIPOC. There have been a number of concerns by Black students regarding

clerkship (see Figure 4), including but not limited to:

Fear of being mistreated by patients and staff in rural settings 

Hearing racist discrimination and inappropriate jokes from students, staff, and

residents about Black patients and health care workers

Anxiety surrounding performance due to stereotype threat 

Stress regarding finances during clerkship (e.g. buying a car, insurance, travel,

books etc.)

P A G E   1 8

I have heard of some

pretty awful stories

regarding discrimination

and cruel jokes played on

Black staff members, even

physicians. But those are

not my stories to tell

“I still feel I need to be better than
everyone else clinically and

professionally. Not just average. Because
of the implicit bias in people/society. I

think on that further, it can make a badmark in an exam or struggling that much
more anxiety provoking. It’s enough to

deal with regular anxiety of performing
but of failure is worse

Figure 4: Quotes shared by Black clerkship students in the MD program

CLERKSHIP (Y3-Y4)

“When doing rounds with a
physician, I was told ‘this
patient is ‘kinda racist’,
let's just move on. I was

later told its something I
should get used to”
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Based on the concerns of clerks we recommend several amendments to clerkship that

will improve the experience for all students.

 A process to safely report racist behaviour by healthcare professionals (i.e.

physicians, nurses, clinical assistants etc.) and patients without fear of

repercussions is greatly needed. Furthermore, clerkship representatives should

ensure that preceptors are held accountable for racist behaviour. 

 To enrich the learning experience of BIPOCs, we believe the diversity of preceptors

during clerkship should be expanded when possible. Learning from someone of a

similar phenotypic and cultural background is a powerful and enriching experience

for students of colour. As aforementioned, increasing the number of Black

physicians in leadership positions within the faculty is crucial. 

 Seminars on financial management during clerkship and greater financial support

for clerks is necessary to reduce anxiety surrounding clerkship that many students

struggle with. 

 Cultural safety workshops prior to clerkship for all students should be developed.

The purpose of these workshops is to encourage critical thinking regarding race and

bias in clinical medicine. The goal of this would be to increase structural

competency of students entering clerkship so that the experience of BIPOC

patients is improved. The Association of American Medical Colleges (AAMC)

defines structural competence as “the ability to identify how disease and symptoms

are informed by access to health care and food, urban zoning, racism, and

educational systems” (51). These workshops should be held in person and require

active participation of all students before the start of rotations. 

 Finally, preceptors need to be trained to disrupt racist behaviour from patients and

debrief with BIPOC learners. Too often these exchanges are marked by a double

silence, silence towards the remarks directed at the BIPOC learner, and failure to

address what occurred afterwards with the learner. With training, preceptors can

be allies in these moments and set the tone of an inclusive culture.

1.

2.

3.

4.

5.



CURRICULUM

To champion the necessary updates to curriculum, we propose the role of a Black

Health Lead at the Faculty level. This MD Program Lead for Black Health Education

position relates to health education regarding the Black people of Canada. The Lead

would be responsible for the design, implementation, and evaluation of educational

elements that constitute a curricular theme in Black Health across all four years of the

MD Program. The necessity and success of such a role has been shown at the University

of Toronto (52). This position would reflect: 

BLACK HEALTH LEAD

The FOMD’s mandate of social responsibility to develop and work towards specific

health goals for underserved communities. 

The FOMD’s commitment, as identified in the Diversity Statement, to celebrate the

strength in diversity and promote diversity, equity and inclusion at all levels

including: employment, medical education, and patient care delivery. 

The University of Alberta’s commitment, as identified in the Diversity Statement to

welcome applications from visible minorities and all those who contribute further

to the diversification of ideas.

1.

2.

3.

P A G E  2 0



WELLNESS

The ongoing racial trauma that BIPOC students face has significant impacts on their

mental health and wellness. Literature demonstrates that for Black university students,

their experience of being Black can exacerbate the sense of imposter syndrome and

feelings of being intellectually inferior (53, 54). This is especially true for Black medical

students who face the distress of being racialized in addition to the recognized

pressures of medical education (55). In Black medical students, race contributes to this

psychological distress (56). Moreover, for medical students whose self-concept is

linked to their race, that is having a strong racial identity, there are higher rates of

everyday discrimination and lower feelings of acceptance (57). Furthermore, we can

consider the effect of stereotype threat, the fear of being perceived in accordance to

negative stereotypes of one’s race/ethnicity, on behaviour. Literature demonstrates

that this phenomenon may prevent Black patients from accessing healthcare (58).

Considering the high expectations and performance based nature of medical education,

Black students who are used to experiencing stereotype threat may continue to deal

with its effects afterward. 

Given the experiences of Black medical students at the University of Alberta, which

include, but are not limited to peer comments that , devalue Black student experiences,

target certain ethnic groups, and demonstrate a lack of empathy to lived experiences,

we call the FOMD to:

STUDENT WELLNESS

 Commit to staffing counsellors trained in cultural safety and debriefing racial

trauma for students. All counsellors should be knowledgeable in basic mental

health needs of racialized populations, and the effect of intersectionality on the

experience of underrepresented students.

 Create a space and resources for peer support for racialized students, both in

pre-clerkship and clerkship. This peer support mandate should be integrated into

existing, funded student wellness programs, to ensure its sustainability.

 Integrate mandatory discrimination intervention training for all medical

students. This training must be skill based and interactive, using techniques

supported by literature such as role playing, small group discussions and

simulation based learning. This training should also address how to identify and

respond to microaggressions. This training should be co-designed by the BMSA,

IMDSA, the Office of Professionalism and the Office of Advocacy and Wellness.

1.

2.

3.
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4.Track formally and informally reported cases of hate based incidents, including

racism, sexism, islamophobia and homophobia. This will allow the program to

monitor deficits in Faculty and student training and better equip students to be

successful.

5. Hire diverse staff which mirror the community we serve. Student groups such as

the BMSA and Indigenous Medical Students’ Association (IMDSA) can work with

Faculty on looking at job descriptions for staff roles (i.e. personal counselors,

career counselors, etc.) and such roles can be promoted through community

connections.

6. There should be sound policies and consequences for faculty or staff that

harass/mistreat students, and policies should ensure due process.

The challenges to wellness faced by BIPOC are not unique to students, but also affect

BIPOC Faculty. As stated from the FOMD Office of EDI, “we need to be aware of the

well-being of people we hire to be part of the faculty, and how we groom them for

promotion, for success, for happiness and satisfaction at work” (59). We encourage the

continued assessment of our practices to ensure that all Faculty are in good well-being

and equitably equipped with tools for success and advancement in their careers.

FACULTY WELLNESS



FINANCIAL SUPPORT
The FOMD should commit to waive fees and/or create a financial bursary for students

with demonstrated financial need applying to medical school. This will help alleviate

financial barriers that some BIPOC face when applying to medicine. The FOMD should

financially support initiatives such as the BMSA that aim to recruit more Black students

and enhance the diversity of the student population. Furthermore, financial

scholarships covering all four years of medical school should be made available to

BIPOC students. This will encourage more BIPOC students to choose the University of

Alberta for their medical education.

P A G E  2 3
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SOLIDARITY

We recognize that the challenges of BIPOC students and staff are not limited to the

MD Program. Similar challenges are seen in programs within the Faculty of Medicine &

Dentistry, and broadly within professional programs at the University of Alberta

including: the Faculty of Law, Faculty of Pharmacy and Pharmaceutical Sciences,

Faculty of Rehabilitation Medicine, Faculty of Nursing, Faculty of Education, School of

Public Health, Faculty of ALES, Faculty of Engineering, Faculty of Native Studies,

Faculty of Science, Faculty of Graduate Studies and Research, and the Alberta School of

Business. We encourage all faculties to examine their current practices, identify areas

for improvement in serving BIPOC students, and work with BIPOC Faculty to optimize

curricula in ways that produce culturally safe professionals. The University of Alberta

BMSA advocates for and stands in solidarity with all BIPOC and marginalized groups at

the University of Alberta and within our community at large.

WITH ALL PROFESSIONAL PROGRAMS
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CONCLUSION

We recognize that the FOMD is continually working towards practicing equity,

diversity, and inclusivity, and not simply the philosophy of it. We also recognize the

FOMD’s progress over the years in diversifying our classrooms and Faculty and the

space created for this work by the pioneering accomplishments of the Faculty’s Office

of EDI (60). Nonetheless, it remains evident that some groups remain consistently

underrepresented within the FOMD. We encourage continued transparency with the

student body, Faculty, University, and community at large regarding the metrics used

to assess EDI progress, and the initiatives implemented to address current gaps. In

addition to increasing representation of Black students and Faculty in the MD program,

it is crucial that we develop a curriculum, which elaborates important nuances in the

health of minorities. Additionally, we must continue to cultivate a culture that is safe

and welcoming for members of all minorities, conducive to their success and

development, and cognizant of their wellness.

Dr. Goez, the Assistant Dean of Diversity, provides an eloquent analogy regarding EDI

discussions at the institutional level: “It’s like opening a box that was firmly closed for

years, and now when opening it up, questions and concerns are raised” (60). By opening

this box, we allow for continued reflection on our practices, feedback from members

within our Faculty, and identification of areas for continual improvement; all of which

are cardinal traits of successful institutions. We commit to collaborating with the

FOMD in achieving our shared goals and look forward to the incorporation of these

proposals in the FOMD Strategic Plan.
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SIGNATORIES
FACULTY OF MEDICINE

FACULTY OF NURSING

MD Curriculum & Program Committee
FOMD University of Alberta

Tracey Hillier MD CCFP FRCPC MEd
FOMD University of Alberta

Sita Gourishankar MD, MSc (Epid), FRCP(C)
Associate Professor
Assistant Dean, Admissions, MD Program
FOMD University of Alberta

Helly Goez MD, FRCPC
Associate Professor
Assistant Dean, Diversity, MD Program
FOMD University of Alberta

Melanie Lewis MD, MMedED, FRCPC
Associate Dean, Learner Advocacy & Wellness
Professor of Pediatrics
FOMD University of Alberta

Kim Kelly MD, CCFP(AM), FCFP
Associate Clinical Professor
Department of Family Medicine
FOMD University of Alberta

Deng Mapiour MD
Clinical Lecturer
Program Director, General Surgery 
FOMD University of Alberta

Shelby Haque MD CCFP (EM)
Department of Emergency Medicine 
FOMD University of Alberta

Jaime C. Yu  MD, MEd, FRCPC, CSCN (EMG)
Assistant Professor
Division of Physical Medicine & Rehabilitation
FOMD University of Alberta

Penny Smyth MD, FRCPC
Associate Professor
FOMD University of Alberta

Bukola (Oladunni) Salami, RN, MN, PhD
Associate Professor
Faculty of Nursing

UNIVERSITY OF TORONTO ADVISORS

Ike Okafor
Senior Officer, Service Learning &
Diversity Outreach
University of Toronto MD Program

Onyenyechukwu Nnorom MD, CCFP, MPH, FRCPC
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Black Health Theme Lead
University of Toronto MD Program

Jill Konkin MD, MClSc, CCFP, FCFP, FRRMS
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STUDENT GOVERNMENT

Medical Students' Association

Law Students' Association

Education Students' Association

Canadian Federation of Medical Students
President
Victor Do, MD
PGY1 Pediatrics, University of Toronto

Interdepartmental Science Students Society

P A G E  2 7

University of Alberta

University of Alberta

University of Alberta

University of Alberta
Rehabilitation Medicine Students' Association
University of Alberta



STUDENT INTEREST GROUPS
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MD Admissions Initiative for 
Diversity & Equity (MD AIDE)
University of Alberta

Indigenous Medical & Dental 
Students' Association
Univesity of Alberta

Filipino Association of Medical Students Black Medical Students' Association
University of CalgaryUniversity of Toronto

Black Medical Students' Association of Canada

Nigerian Students' Association
University of Alberta

Black Graduate Students' Association
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Ethiopean & Eritrean Students' Association
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P A G E  2 9

Council of Edmonton Filipino Associations Africa Centre



P A G E  3 0

REFERENCES
1. Wakefield J. Black people, aboriginal women over-represented in ‘carding’ police

stops. Edmonton Journal [Internet]. 2017 June 27 [Cited 2020 June 20]: Local

News:Crime. Available from: https://edmontonjournal.com/news/local-

news/Black-people-aboriginal-women-over-represented-in-carding-police-stops

2. Marie-Claude Landry. Statement: Anti-Black racism in Canada: time to face the

truth. Canadian Human Rights Commission [Internet]. 2020 June 02 [Cited 2020

June 20]. Available from: https://www.chrc-ccdp.gc.ca/eng/content/statement-

anti-Black-racism-canada-time-face-truth

3. Chiu M, Maclagan LC, Tu JV, et al. Temporal trends in cardiovascular disease risk

factors among White, South Asian, Chinese and Black groups in Ontario, Canada,

2001 to 2012: a population-based study. BMJ Open 2015;5:e007232. doi:

10.1136/bmjopen-2014-007232

4. Underrepresented & Underpaid: Diversity & Equity Among Canada’s Post-

Secondary Education Teachers. Canadian Association of University Teachers

[Internet]. 2018 April [Cited 2020 June 20]. Available from:

https://www.caut.ca/sites/default/files/caut_equity_report_2018-04final.pdf

5. Government of Canada, S. (2019, June 18). Census Profile, 2016 Census Canada

[Country] and Canada [Country]. Retrieved June 25, 2020, from

https://www12.statcan.gc.ca/census-recensement/2016/dp-

pd/prof/details/page.cfm?Lang=E

6. Bell D. Hidden history explored in new doc as Alberta celebrates Black History

Month. CBC News [Internet]. 2017 [cited 25 June 2020];. Available from:

https://www.cbc.ca/news/canada/calgary/black-history-month-alberta-1.3962796

7. Yarhi, E. Order-in-Council P.C. 1911-1324 — the Proposed Ban on Black

Immigration to Canada.  The Canadian Encyclopedia, 26 February 2020, Historica

Canada. Accessed 25 June 2020. Available from:

https://www.thecanadianencyclopedia.ca/en/article/order-in-council-pc-1911-

1324-the-proposed-ban-on-black-immigration-to-canada

8. Henry, N., Racial Segregation of Black People in Canada (2019). In The Canadian

Encyclopedia. Available from:

https://www.thecanadianencyclopedia.ca/en/article/racial-segregation-of-black-

people-in-canada 

9. Human Rights Council Thirty-sixth Session. Report of the Working Group of

Experts on People of African Descent on its Mission to Canada. ANSA NovaScotia

[Internet]. 2017 [cited 28 June 2020]. Available from:

https://ansa.novascotia.ca/sites/default/files/files/report-of-the-working-group-

of-experts-on-people-of-african-descent-on-its-mission-to-canada.pdf



P A G E  3 1

REFERENCES
10. Bradburn J. The story of Ontario’s last segregated Black school. TVO

[Internet]. 2018 [cited 25 June 2020];. Available from:

https://www.tvo.org/article/the-story-of-ontarios-last-segregated-black-

school#

11. Goyette L, Roemmich C. Edmonton in our own words. Edmonton: Univ. of

Alberta Press; 2005.

12. Snowden W. A dark chapter: should Edmonton's KKK history be

acknowledged?. CBC [Internet]. 2016 [cited 25 June 2020];. Available from:

https://www.cbc.ca/news/canada/edmonton/a-dark-chapter-should-edmonton-

s-kkk-history-be-acknowledged-1.3872961

13. McMaster G. Citizen historian determined to expose Edmonton’s racist past

to reconcile and move forward. [cited 25 June 2020];. Available from:

https://www.ualberta.ca/arts/faculty-news/2019/february/citizen-historian-

determined-to-expose-edmontons-racist-past-to-reconcile-and-move-

forward.html

14. Maharaj Shallima. Edmonton’s historical ties to the Ku Klux Klan resurface.

Global [Internet]. 2017 [cited 25 June 2020];. Available from:

https://www.ualberta.ca/arts/faculty-news/2019/february/citizen-historian-

determined-to-expose-edmontons-racist-past-to-reconcile-and-move-

forward.html

15. Brandt, A. (1978). Racism and Research: The Case of the Tuskegee Syphilis

Study. The Hastings Center Report, 8(6), 21-29. doi:10.2307/3561468

16. Mcvean, A. 40 years of Human Experimentation in America: The Tuskegee

Study. Available from: https://www.mcgill.ca/oss/article/history/40-years-

human-experimentation-america-tuskegee-study

17. Mckie, R. Henrietta Lacks’ Cells were Priceless, but her Family Can’t Afford a

Hospital. The Guardian [Internet]. 2010 [cited 25 June 2020] Available

from:https://www.theguardian.com/world/2010/apr/04/henrietta-lacks-cancer-

cells

18. James Marion Sims: some speculations and a new position. Med J Aust.

2003;178(12):660-663.

19. Lerner, B.H. Scholars Argue Over Legacy of Surgeon Who Was Lionized, Then

Vilified. The New York Times [Internet]. 2003 [cited 25 June 2020] Available

from: https://www.nytimes.com/2003/10/28/health/scholars-argue-over-

legacy-of-surgeon-who-was-lionized-then-vilified.html

20. Duffy T. P. (2011). The Flexner Report--100 years later. The Yale journal of

biology and medicine, 84(3), 269–276.



P A G E  3 2

REFERENCES

21. Institute of Medicine (US) Committee on Understanding and Eliminating

Racial and Ethnic Disparities in Health Care; Smedley BD, Stith AY, Nelson AR,

editors. Unequal Treatment: Confronting Racial and Ethnic Disparities in Health

Care. Washington (DC): National Academies Press (US); 2003. 2, The Healthcare

Environment and Its Relation to Disparities. Available from:

https://www.ncbi.nlm.nih.gov/books/NBK220362/

22. Sullivan, Louis W, and Ilana Suez Mittman. “The state of diversity in the

health professions a century after Flexner.” Academic medicine : journal of the

Association of American Medical Colleges vol. 85,2 (2010): 246-53.

doi:10.1097/ACM.0b013e3181c88145

23. The Canadian Press. Queen’s to Teach Med Students About Historic ban on

Black Applicants to Program. The Calgary Herald [Internet]. Available from:

https://calgaryherald.com/news/queens-to-teach-med-students-about-historic-

ban-on-black-applicants-to-program/wcm/55b65b1a-ebfb-43e1-92f2-

444165306239/

24. Amin, F. Falling Through the Cracks of Canada’s Healthcare System: The

John River story. City News [Internet]. Available from:

https://toronto.citynews.ca/2019/12/04/canada-healthcare-system-john-river/

25. FoMD Diversity Policy (2013). Available from:

https://cloudfront.ualberta.ca/-/media/medicine/aboutus/policies/diversitypolic

yfinal.pdf

26. Institute of Medicine (US) Committee on Institutional and Policy-Level

Strategies for Increasing the Diversity of the U.S. Healthcare Workforce;

Smedley BD, Stith Butler A, Bristow LR, editors. In the Nation's Compelling

Interest: Ensuring Diversity in the Health-Care Workforce. Washington (DC):

National Academies Press (US); 2004. 1, Introduction. Available from:

https://www.ncbi.nlm.nih.gov/books/NBK216011/

27. Garcia J, Paterniti D, Romano P, Kravitza R. Patient preferences for

physician characteristics in university-based primary care clinics. Ethnicity &

Disease. 2003;13(2):259-267.

28. Gray B, Stoddard J. Patient-Physician Pairing: Does Racial and Ethnic

Congruity Influence Selection of a Regular Physician? Journal of Community

Health. 1997;22(4):247-259.

29. Young M, Razack S, Hanson M, Slade S, Varpio L, Dore K et al. Calling for a

Broader Conceptualization of Diversity. Academic Medicine. 2012;87(11):1501-

1510.



P A G E  3 3

REFERENCES
30. Dhalla IA, Kwong JC, Streiner DL, Baddour RE, Waddell AE, Johnson IL.

Characteristics of first-year students in Canadian medical schools. CMAJ.

2002;166(8):1029-1035.

31. The Community of Support helps Black students develop their potential as

future health professionals [Internet]. MD Program. 2020 [cited 22 June 2020].

Available from: https://md.utoronto.ca/Annual_Report/Diversity/CoS

32. Black Student Application Program [Internet]. MD Program. 2020 [cited 22

June 2020]. Available from: https://applymd.utoronto.ca/Black-student-

application-program

33. Ibrahim, S. (2011, January 26). Poverty, Aspirations and Well-Being: Afraid

to Aspire and Unable to Reach a Better Life – Voices from Egypt. Retrieved June

25, 2020, from https://papers.ssrn.com/sol3/papers.cfm?abstract_id=1747798

34. Soke, S. (2018, January 9). Faculty of Medicine & Dentistry. Retrieved June

25, 2020, from https://www.ualberta.ca/medicine/news/2018/january/md-aide-

breaks-down-barriers-to-medical-education

35. Soke, S. (2018, June 14). Faculty of Medicine & Dentistry. Retrieved June 25,

2020 from: https://www.ualberta.ca/medicine/news/2018/june/asking-

important-questions-about-diversity

36. Phelan SM, Burke SE, Cunningham BA, et al. The Effects of Racism in Medical

Education on Students' Decisions to Practice in Underserved or Minority

Communities. Acad Med. 2019;94(8):1178-1189.

doi:10.1097/ACM.0000000000002719

37. Beutler E, West C. Hematologic differences between African-Americans and

Whites: the roles of iron deficiency and alpha-thalassemia on hemoglobin levels

and mean corpuscular volume. Blood. 2005;106(2):740-5.

38. Wyatt, R. (2013, May 01). Pain and Ethnicity. Retrieved June 25, 2020, from

https://journalofethics.ama-assn.org/article/pain-and-ethnicity/2013-05

39. Fuchs, F. D. (2011). Why Do Black Americans Have Higher Prevalence of

Hypertension? Hypertension, 57(3), 379-380.

doi:10.1161/hypertensionaha.110.163196

40. Exner DV, Dries DL, Domanski MJ, Cohn JN. Lesser response to angiotensin-

converting-enzyme inhibitor therapy in Black as compared with White patients

with left ventricular dysfunction. N Engl J Med 2001;344:1351-7.

41. Yancy CW, Fowler MB, Colucci WS, et al. Race and the response to

adrenergic blockade with carvedilol in patients with chronic heart failure. N Engl

J Med 2001;344:1358-65.



P A G E  3 4

REFERENCES
42. Goldstein S, Deedwania P, Gottlieb S, Wikstrand J, Group M-HS. Metoprolol

CR/XL in Black patients with heart failure (from the Metoprolol CR/XL

randomized intervention trial in chronic heart failure). Am J Cardiol

2003;92:478-80.

43. Taylor AL, Ziesche S, Yancy C, et al. Combination of isosorbide dinitrate and

hydralazine in Blacks with heart failure. N Engl J Med 2004;351:2049-57.

44. Moaddab A, Dildy GA, Brown HL, et al. Health Care Disparity and Pregnancy-

Related Mortality in the United States, 2005-2014. Obstet Gynecol.

2018;131(4):707-712.

45. Mohamed SA, Thota C, Browne PC, Diamond MP, Al-hendy A. Why is Preterm

Birth Stubbornly Higher in African-Americans?. Obstet Gynecol Int J. 2014;1(3)

46. Mahendraraj K, Sidhu K, Lau CS, Mcroy GJ, Chamberlain RS, Smith FO.

Malignant Melanoma in African-Americans: A Population-Based Clinical

Outcomes Study Involving 1106 African-American Patients from the

Surveillance, Epidemiology, and End Result (SEER) Database (1988-2011).

Medicine (Baltimore). 2017;96(15):e6258.

47. Mckenzie K, Bhui K. Institutional racism in mental health care. BMJ.

2007;334(7595):649-50.

48. Racial discrimination and mental health in racialized and Aboriginal

communities. (n.d.). Retrieved June 25, 2020, from

http://www.ohrc.on.ca/en/race-policy-dialogue-papers/racial-discrimination-

and-mental-health-racialized-and-aboriginal-communities

49. Tsai J, Crawford-roberts A. A Call for Critical Race Theory in Medical

Education. Acad Med. 2017;92(8):1072-1073.

50. Woodgate RL, Busolo DS, Crockett M, Dean RA, Amaladas MR, Plourde PJ. A

qualitative study on African immigrant and refugee families' experiences of

accessing primary health care services in Manitoba, Canada: it's not easy!. Int J

Equity Health. 2017;16(1):5.

51.. Neff J, Holmes SM, Knight KR, et al. Structural Competency: Curriculum for

Medical Students, Residents, and Interprofessional Teams on the Structural

Factors That Produce Health Disparities. MedEdPORTAL. 2020;16:10888.

52. Dr. Onye Nnorom works to Advance Black Health in Canada.(Feb, 6 2017)

[cited June 23 2020] https://md.utoronto.ca/news/dr-onye-nnorom-works-

advance-black-health-canada 



P A G E  3 5

REFERENCES
53. Bernard DL, Lige QM, Willis HA, Sosoo EE, Neblett EW. Impostor

Phenomenon and Mental Health: The Influence of Racial Discrimination and

Gender. Journal of Counseling Psychology. 2017;64(2):155-156.

doi:10.1037/cou0000197.

54. McClain S, Beasley ST, Jones B, Awosogba O, Jackson S, Cokley K. An

Examination of the Impact of Racial and Ethnic Identity, Impostor Feelings, and

Minority Status Stress on the Mental Health of Black College Students. Journal

of Multicultural Counseling & Development. 2016;44(2):101-117.

doi:10.1002/jmcd.12040.

55. Dyrbye LN, Thomas MR, Shanafelt TD. Systematic review of depression,

anxiety, and other indicators of psychological distress among U.S. and Canadian

medical students. Acad Med. 2006;81(4):354-373. doi:10.1097/00001888-

200604000-00009

56. Hardeman RR, Perry SP, Phelan SM, Przedworski JM, Burgess DJ, van Ryn M.

Racial Identity and Mental Well-Being: The Experience of African American

Medical Students, A Report from the Medical Student CHANGE Study. J Racial

Ethn Health Disparities. 2016;3(2):250-258. doi:10.1007/s40615-015-0136-5

57. Perry SP, Hardeman R, Burke SE, Cunningham B, Burgess DJ, van Ryn M. The

Impact of Everyday Discrimination and Racial Identity Centrality on African

American Medical Student Well-Being: a Report from the Medical Student

CHANGE Study. J Racial Ethn Health Disparities. 2016;3(3):519-526.

doi:10.1007/s40615-015-0170-3

58. Abdou CM, Fingerhut AW. Stereotype threat among Black and White women

in health care settings. Cultur Divers Ethnic Minor Psychol. 2014;20(3):316-323.

doi:10.1037/a0036946

59. Soke, S. (2018, June 14). Faculty of Medicine & Dentistry. Retrieved June 25,

2020, from https://www.ualberta.ca/medicine/news/2018/june/asking-

important-questions-about-diversity

60. Goez, H. (2016). Faculty of Medicine & Dentistry. Retrieved June 25, 2020,

from https://www.ualberta.ca/medicine/about/diversity/message-from-

assistant-dean



b m s a . u o f a @ g m a i l . c o m


