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PRINCIPLES OF USE 

We hope that others who wish to share these guidelines or use them as 

a building block for their own institutions and programs reflect on how 

they can be adapted to the unique challenges faced by their own 

communities.  

These guidelines are intended to be an introduction to the topics of 

inclusivity, anti-racism, and anti-oppression and how these concepts 

can be practically integrated into medical education.  

There is a vast body of literature, including several articles which are 

referenced in this document, which deserves further study to gain a 

deeper understanding of these complex topics.  

We hope that the following principles will facilitate responsible use and 

dissemination of these guidelines for inclusivity.  

We acknowledge that we are situated on the traditional home of nations 

including the Mississaugas of the Credit, the Anishinaabe, the Chippewa, 

the Haudenosaunee, and the Wendat peoples, and that Turtle Island 
continues to be the home of many diverse First Nations, Inuit, and 
Métis. 

We acknowledge the labour of medical learners, staff, and faculty that 

has gone into the creation and review of this document and are grateful 

for their time. 
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PRINCIPLE 1: 
Equity, Diversity & Inclusivity

Terminology and resources are included throughout these guidelines to encapsulate our 
diverse health care community and population. The authors aim for inclusivity and use of 
culturally safe terminology, while recognizing that there is no perfect way to do this and that 
there will be room to expand and diversify our guidelines. We have outlined suggestions for 
how to use these principles to foster anti-oppression in our practice.

PRINCIPLE 2: 
Ease of Use

The guidelines will be available online through the Women’s College Centre for Wise Practices in 
Indigenous Health and University of Toronto Department of Medicine and available in PDF

format for ease of sharing and use. 

PRINCIPLE 3: 
Dissemination of Information

The authors ask that these guidelines are disseminated and shared in their original 
format without manipulation, unless clarified with the original authors. The 
authors ask that when the information is disseminated that the group’s details on 
the cover and gratitude page are included to recognize the contributions of our 
authors. 

PRINCIPLE 4: 
Supplement & Guide to Other Teaching & Resources

The authors of this guideline recognize that there are many resources available on 
the topic of inclusivity in medical education and there is no one right way to share 
this information. This is not a prescriptive manual, rather a supplement to 
discussions, lectures, and other resources through training programs. 
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PRINCIPLE 5: 
Referencing & Information Sources

The references for terminology and other content are cited via hyperlinks and with 
reference links in the latter pages. If referencing information within this document, 
we recommend citing original sources of information where factual information or 
terminology was obtained as well as our guidelines should content be used from 
here. 

PRINCIPLE 6: 
Document Renewal & Updating

Similar to our first principle, we recognize the limitations of our work and that 
there will be updates in the field of equity, diversity, and inclusion. Our Resident 
Interest Group in Social Advocacy (RIGSA) committee members plan to update this 
document on an ongoing basis with The Centre for Wise Practices in Indigenous 
Health, as community feedback, new ideas, practices, and beliefs surface and 
shape medical practice. 

PRINCIPLE 7: 
Transparency & Feedback

Our group is very receptive to feedback and suggestions from others and would 
be more than happy to receive input from others on how to improve our 
guidelines. Please contact us should you feel there are other additions that would 
be beneficial for users or readers: rigsa.utoronto@gmail.com 

is dedicated to supporting these principles in their immediate 
publication and longitudinal goals of accountability, ease of 
use and dissemination to supplement teaching resources.
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RELEVANCE & AIM 
In keeping with the Temerty Faculty of Medicine strategic focus on Excellence 
through Equity, the purpose of these guidelines is to incorporate inclusive, anti-
racist, and anti-oppression practices throughout medical education, highlighting 
their importance in every aspect of patient care.  

CONSIDERATIONS WHEN 
DEVELOPING LECTURES  

What are the key health inequities in your specialty? 

What biases/assumptions exist and are perpetuated in your specialty? 

Which populations are not reflected in the large studies in your specialty? 

Who is prioritized in your specialty; do these prioritizations have any non-inclusive 
tendencies? 

What assumptions do you have that might be reflected in the language used in 
your presentation? (e.g., that most people who use IV drugs are without a fixed 
address, that people with diabetes do not take steps to lose weight/take care of 
their health, etc.). 

Are your case-based examples reflective of the diversity of patients in Canada? 

How accessible are your suggestions for treatment (pharmacologic/non-
pharmacologic)? Do these therapies work differently in various patient 
populations? 

Are epidemiologic figures presented in a way that promote premature 
diagnostic closure or generalizations? Is there data exploring why these disparities 
exist? (e.g., populations disproportionately affected 
by TB/HIV, alcohol use). 

Consider integrating a land acknowledgement and linking to 
colonization and current health inequities facing Indigenous populations. 

https://medicine.utoronto.ca/academic-strategic-plan-overview-domains-enablers


7 

TAKE TIME TO REFLECT: 
Your own implicit biases (i.e., subconscious behaviours or stereotypes that 

affect our interactions with others). 

Your prior experiences and how they shape your practice (e.g., did you 
train in Canada? Have you worked elsewhere? Have you seen or 
experienced certain things that might influence the “knowledge pearls” that 
you share?). 

Your value system and how it influences your clinical decision making. 

CHECK-IN 
Does my attempt to be inclusive reinforce stereotypes or tokenize the represented 
population? 

Try to avoid exclusively using examples that may reinforce negative stereotypes about 
particular groups (i.e., consistently using examples of a man who has sex with men to 
teach about sexual transmitted infections or HIV, consistently using examples of people 
living with homelessness to teach about substance use disorders, or consistently using 
examples of South Asian people to teach about diabetes). 

Examples Of Topics in Different Specialties 
That Incorporate Inclusivity: 

o Dermatologic signs/rashes in non-white skin
o Hypertension management in Black barbershops
o Use of race in measurement of renal function
o Racism and sickle cell disease
o Ageism and inclusion in care decisions
o Access to medications (e.g., drug coverage, access to a refrigeration, health

literacy, etc.).
o Language barriers, variable access to translation, and importance of effective

communication

http://kirwaninstitute.osu.edu/wp-content/uploads/2016/07/implicit-bias-2016.pdf
https://www.nejm.org/doi/full/10.1056/NEJMoa1717250
https://jamanetwork.com/journals/jama/article-abstract/2769035?guestAccessKey=e0db85a2-ec26-4680-b67d-4c8dee757f8e
https://www.nejm.org/doi/full/10.1056/NEJMp2022125
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CREATING AN INCLUSIVE 
LEARNING ENVIRONMENT

DO’S  DON’TS 

Recognize not all identities of 
patients or students are visible 
or known (Iceberg of 
Identities). 

  Don’t assume an identity group 
being discussed is not 
represented in the room. 

Recognize that most people 
are not experts on any 
experiences beyond their 
own and are not capable of 
speaking for their entire group 
(or others) for which they 
identify. 

   Don’t assume a member of 
group can or is willing to speak 
on the group’s behalf. 

Work to create a safe space 
for all identities. 

  Don’t lock eyes with a student 
who you think represents a 
group you are discussing. This 
action assumes their identities 
and opinions, potentially “outs” 
them, and puts them on the 
spot. 
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LANGUAGE 

INSTEAD OF THIS... TRY THIS

Addict, user, alcoholic Patient with substance use 
disorder, people who use drugs, 
patient who drinks alcohol 

Handicapped, handi-capable People who are disabled, person 
with a disability, distinguish 
‘functional limitation’ 

Obese, obese person, that person is 
obese 

Person with obesity, patient has 
obesity, Patient with ‘X weight’ or 
‘body mass index of X’ 

Reducing the person with a 
condition to the condition itself (Ex. 
Diabetic, vasculopath) 

Person with diabetes, person with 
CAD/PVD 

Suffers from… [illness] Living with [illness] unless the 
person identifies the illness as 
‘suffering’ 

Patient is wearing a ‘diaper’ or ‘bib’ ‘Brief’ or ‘apron/protective clothing’ 

Resistant ‘Isn’t ready for’ or ‘not open to’ or 
explain why 

‘Frequent flyer’ or ‘bounce back’ ‘Patient returning to hospital’ 

Non-compliant, non-adherent ‘Declining X because Y’; identify 
barriers or underlying reasons 

‘Failure to cope’ or ‘acopic’ Functional decline, or more 
specific diagnosis 
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SUGGESTIONS FOR REFORMATTING 
EXISTING CASES  click text or image to access citation 

https://pubmed.ncbi.nlm.nih.gov/30640269/
https://pubmed.ncbi.nlm.nih.gov/30640269/
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GENERAL TERMINOLOGY
For citations, please click the defined term to access hyperlink 

ALLYSHIP 
“There are many different definitions and descriptions of what it means to be an 
ally...To be an ally is to unite oneself with another to promote a common 
interest...Being an ally is more than being sympathetic towards those who experience 
discrimination. It is more than simply believing in equality. Being an ally means being 
willing to act with and for others in pursuit of ending oppression and creating 
equality.” 

CULTURE 
“While definitions of culture vary, most agree that, at minimum, culture constitutes a 
set of behaviors and guidelines that individuals use to understand the world and how 
to live in it.”  

CULTURAL SAFETY 
Includes “those actions that recognize and 

respect the cultural identity of others and take 
into consideration their needs and rights. Wood 
and Schwass developed their model on cultural 

safety in terms of: 

3 Ds (DIMINISH, DEMEAN, DISEMPOWER)

3 Rs (RECOGNIZE, RESPECT, RIGHTS) 

The ‘Ds’ define culturally unsafe practices and the ‘Rs’ 

define culturally safe ones, which are applicable to all 

cultures.” 

https://opseu.org/wp-content/uploads/2015/10/what_does_it_mean_to_be_an_ally.pdf
https://www.researchgate.net/publication/10590892_ Rewriting_Cultural_Safety_Within_the_Postcolonial_ and_Postnational_Feminist_Project_Toward_New_Epistemologies_of_Healing
https://journals.lww.com/academicmedicine/Fulltext/2006/06000/Losing_Culture_on_the_Way_to_Competence__The_Use.9.aspx
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GENERAL TERMS CONT’D
For citations, please click the defined term to open hyperlink

DIVERSITY 
Defined as a set of conscience practices that involve: 

“Understanding and appreciating interdependence of humanity, cultures, and 
the natural environment. 

Practicing mutual respect for qualities and experiences that are different from 
our own. 

Understanding that diversity includes not only ways of being but also ways of 
knowing; 

Recognizing that personal, cultural, and institutionalized discrimination creates 
and sustains privileges for some while creating and sustaining disadvantages for 
others; 

Building alliances across differences so that we can work together to eradicate 
all forms of discrimination.” 

EQUITY 
“Treating each individual according to his or her abilities and needs. This notion of 
equity, encompasses both providing the same resources to people with the same 
needs and giving more resources to people with more needs.” 

EQUALITY 
“Equality, in contrast, aims to ensure that everyone gets the same things in order to 
enjoy full, healthy lives. Like equity, equality aims to promote fairness and justice, but 

it can only work if everyone starts from the same place and needs the same things.” 

EXPLICIT BIAS 
“In the case of explicit or conscious [bias], the person is very clear about his or her 
feelings and attitudes, and related behaviors are conducted with intent. This type of 
bias is processed neurologically at a conscious level as declarative, semantic memory, 
and in words. Conscious bias in its extreme is characterized by overt negative 
behavior that can be expressed through physical and verbal harassment or through 

more subtle means such as exclusion.” 

https://www.qcc.cuny.edu/diversity/definition.html
https://onlinelibrary.wiley.com/doi/10.1111/medu.12954
https://www.aecf.org/blog/racial-justice-definitions/
https://nccc.georgetown.edu/bias/module-3/1.php
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GENERAL TERMS CONT’D
For citations, please click the defined term to open hyperlink

IMPLICIT BIAS 
“The attitudes or stereotypes that affect our understanding, actions, and decisions in 
an unconscious manner.  These biases, which encompass both favorable and 
unfavorable assessments, are activated involuntarily and without an individual’s 
awareness or intentional control.” 

INTERSECTIONALITY 
Theoretic tool and framework developed by scholar Kimberlé Crenshaw:
“Intersectionality is a lens through which you can see where power comes and 
collides, where it interlocks and intersects.”

“Intersectionality involves the study of how race, gender, disability, sexuality, class, 
and other social categories are mutually shaped and interrelated with broader 
historical and global forces such as colonialism, neoliberalism, geopolitics, and 
cultural configurations to produce shifting relations of power and oppression (Hobbs 
& Rice, 2011; Hobbs & Rice, 2018.)”

ANOTHER DEFINITION FOR INTERSECTIONALITY 
“Examining mutually constituted identities through historical, political, social and 
cultural lenses – being mindful of their ever-changing nature – thus enabling us to gain 
a deeper understanding of ‘the process by which they are produced, experienced, 
reproduced and resisted in everyday life.’” (McCall L, 2005; Monrouxe L V, 2015). 

MARGINALIZED GROUPS 
Including but not limited to distinguished groups based on ethnicity, sex, gender 
identity, sexual orientation, socioeconomic status, incarceration, drug use, religion or 
belief, health status, education, geography.

MICROAGGRESSIONS 
“Brief and commonplace daily verbal, behavioral, or environmental indignities, 
whether intentional or unintentional, that communicate hostile, derogatory, or 
negative racial slights and insults towards people of color.” (Sue DW, et al, 2007). 
Ontario Human Rights Code (OHRC) 

http://kirwaninstitute.osu.edu/wp-content/uploads/2016/07/implicit-bias-2016.pdf
https://atrium.lib.uoguelph.ca/xmlui/bitstream/handle/10214/17472/Rice_DoingJustice_ra06.pdf?sequence=1&isAllowed=y
https://onlinelibrary.wiley.com/doi/abs/10.1111/medu.12428
https://www.qualitative-research.net/index.php/fqs/article/view/2573/4026/g1
https://pubmed-ncbi-nlm-nih-gov.myaccess.library.utoronto.ca/31368663/
https://pubmed.ncbi.nlm.nih.gov/17516773/
https://www.law.columbia.edu/news/archive/kimberle-crenshaw-intersectionality-more-two-decades-later
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GENERAL TERMS CONT’D
For citations, please click the defined term to access hyperlink

DISCRIMINATION 
“Treating someone unfairly by either imposing a burden on them, or denying them a 
privilege, benefit or opportunity enjoyed by others, because of their race, citizenship, 
family status, disability, sex or other personal characteristics.” 

HARASSMENT 
“The Code defines harassment as ‘engaging in a course of vexatious [annoying or 
provoking] comment or conduct which is known or ought reasonably to be known to 
be unwelcome. It can involve words or actions that are known or should be known to 
be offensive, embarrassing, humiliating, demeaning or unwelcome.’” 

OPPRESSION 
“When an agent group, whether knowingly or unknowingly, abuses a target group. 
This pervasive system is rooted historically and maintained through individual and 
institutional/systematic discrimination, personal bias, bigotry, and social prejudice, 
resulting in a condition of privilege for the agent group at the expense of the target 
group.” 

DISCRIMINATION & SOCIAL POWER          OPPRESSION 

RACISM 

RACISM

          THIS IS ONE OF MANY DEFINITIONS OF RACISM 

 RACIAL PREJUDICE & POWER 

http://www.ohrc.on.ca/en/teaching-human-rights-ontario-guide-ontario-schools/appendix-1-glossary-human-rights-terms
http://www.ohrc.on.ca/en/students%E2%80%99-handouts/fact-sheet-1-ontario-human-rights-code
https://www.nccj.org/resources/social-justice-definitions
http://www.aclrc.com/racism?rq=racism
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GENERAL TERMS CONT’D
For citations, please click the defined term to open hyperlink 

By Racial Prejudice We Mean:  a set of discriminatory or derogatory attitudes 

based on assumptions deriving from perceptions about race/skin colour. 

By Power We Mean:  the authority granted through social structures and 

conventions—possibly supported by force or the threat of force—and access to means 
of communications and resources, to reinforce racial prejudice, regardless of the falsity 
of the underlying prejudiced assumption. Basically, all power is relational, and the 
different relationships either reinforce or disrupt one another. 

REFLEXIVITY 
“Ability to understand how one's own social locations and experiences of advantage 
or disadvantage have shaped the way one understands the world and produces 
knowledge” 

STRUCTURAL RACISM 
“Structural racism is defined as the macro-level systems, social forces, institutions, 
ideologies, and processes that interact with one another to generate and reinforce 
inequities among racial and ethnic groups (Powell 2008). The term structural racism 
emphasizes the most influential socioecological levels at which racism may affect 

racial and ethnic health inequities.” 

https://www.qualitative-research.net/index.php/fqs/article/view/2573/4026/g1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4306458/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4306458/
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RESOURCES 
Office of Inclusion and Diversity, Faculty of Medicine 

IMPLICIT BIAS

EXAMPLES OF STUDIES DISCUSSING HEALTH INEQUITIES

Health Inequities for Black Canadians 

o Black, White, Black, and White: Mixed Race and Health in Canada

o Black-White Health Inequalities in Canada

Health Inequities for First Nations, Inuit & Métis

o Royal College of Physicians and Surgeons of Canada Indigenous Health Primer

o Unmet health needs and discrimination from healthcare providers

o The mental health of Indigenous peoples in Canada: A critical review of research

o Socioeconomic and health inequalities in indigenous peoples living off reserve in
Canada

o Ageism and Autonomy

o Failure to cope

o Effect of socioeconomic disparities on incidence of dementia among biracial
adults

Hematology 

o Racism and Sickle Cell Disease

Cardiology 

o Sex Differences in Acute Coronary Syndrome Symptom Presentation in Young
Patients

o Reporting and representation of ethnic minorities in cardiovascular trials: a
systematic review

o Cardiovascular disease and Homelessness

o 2016 State of the Science: Implicit Bias Review

o The Harvard Implicit Association Test is frequently used and linked here. It
is noted to have low test-retest reliability. A commentary on the strengths
and weaknesses of the test is also included here.

GIM/Geriatrics

https://medicine.utoronto.ca/office-inclusion-and-diversity
https://pubmed.ncbi.nlm.nih.gov/28393550/
https://pubmed.ncbi.nlm.nih.gov/25894533/
https://www.royalcollege.ca/rcsite/health-policy/initiatives/indigenous-health-e
https://link.springer.com/article/10.17269/s41997-019-00242-z
https://pubmed.ncbi.nlm.nih.gov/28135694/
https://pubmed.ncbi.nlm.nih.gov/30017106/
https://link.springer.com/article/10.1007%2Fs10728-014-0288-1
https://www.cmaj.ca/content/190/17/E523
https://www.bmj.com/content/347/bmj.f7051.full.pdf+html
https://www.nejm.org/doi/full/10.1056/NEJMpv2025046?query=race_and_medicine
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/1738716
https://www.sciencedirect.com/science/article/abs/pii/S0002870313002287?via%3Di hub
https://www.sciencedirect.com/science/article/pii/S0735109718343237?via%3Dihub
http://kirwaninstitute.osu.edu/wp-content/uploads/2016/07/implicit-bias-2016.pdf
https://implicit.harvard.edu/implicit/
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.02483/full
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RESOURCES CONT’D

Dermatology/Rheumatology 

o Under-representation of skin of colour in dermatology images: not
just an educational issue

Nephrology 

o Race in measurement of renal function

Endocrinology 

o Cross-sex Hormones and Acute Cardiovascular Events in Transgender Persons

Infectious Diseases 

o HIV disparities in Black and other MSM in Canada, USA, and the
UK

Gastroenterology 

o Race and SES in IBD management

Respirology 

o Tuberculosis in Indigenous peoples

Toxicology 

o SES and drug overdose

Teaching & Inclusivity: 

o Addressing Microaggressions in the Classroom

o Addressing Race, Culture, and Structural Inequality in Medical Education

o Beyond Cultural Competence: Critical Consciousness, Social Justice, and

Multicultural Education

o Reducing Implicit Bias Through Curricular Interventions

o Reducing Racial Bias Among Health Care Providers

o UW (University of Washington) Medicine Centre for Health Equity, Diversity

and Inclusion: Implicit Bias in the Clinical Setting and Learning Environment

https://onlinelibrary.wiley.com/doi/abs/10.1111/bjd.17608
https://jamanetwork.com/journals/jama/fullarticle/2769035?guestAccessKey=e0db85 a2-ec26-4680-b67d-4c8dee757f8e
https://www.acpjournals.org/doi/abs/10.7326/m17-2785
https://www.sciencedirect.com/science/article/abs/pii/S014067361260899X
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3905682/
https://pubmed.ncbi.nlm.nih.gov/31007614/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418844/
https://www.stmarys-ca.edu/sites/default/files/attachments/files/Adressing%20Microaggressions%20in%20the%20Classroom.pdf
https:/pubmed.ncbi.nlm.nih.gov/30640269
https://journals.lww.com/academicmedicine/Fulltext/2009/06000/Beyond_Cultural_Competence__Critical.33.aspx
https://journals.lww.com/academicmedicine/Fulltext/2009/06000/Beyond_Cultural_Competence__Critical.33.aspx
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4636582/
https:/www.ncbi.nlm.nih.gov/pmc/articles/PMC2219858
https://cedi-web01.s.uw.edu/implicit-bias-in-the-clinical-setting-and-learning-environment/
https://cedi-web01.s.uw.edu/implicit-bias-in-the-clinical-setting-and-learning-environment/
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RESOURCES CONT’D

Patient Care 

o Approach to Anti-Oppressive Assessment & Care

Person-Centred Language: 

o Inclusive Language in Media

o Alzheimer Society

o Failure to Cope

o Sexual and Gender Identity terminology

o Re:searching for LGBTQ Health: What Community Means to Us

o Pronouns Matter

o Support Gender Pronouns

o Know Your Gender Pronouns

o Respectful Disability Language

o Putting People First in Obesity

Equity, Intersectionality, Culture 

o When I say… intersectionality in medical education research

o The complexity of intersectionality

o When I say… equity

o Gender, identities, and intersectionality in medical education research

o Beyond Cultural Competence: Critical Consciousness, Social Justice, and
Multicultural Education

o “Rewriting” cultural safety within the postcolonial and post national feminist
project: toward new epistemologies of healing

https://www.researchgate.net/publication/301321141_Anti-oppressive_Approach_to_Assessment
https://www.humber.ca/makingaccessiblemedia/modules/06/transript/Final_Glossary.pdf
https://alzheimer.ca/sites/default/files/documents/Person-centred-language-guidelines_Alzheimer-Society.pdf
https://www.cmaj.ca/content/190/17/E523
https://www.cdc.gov/healthyyouth/terminology/sexual-and-gender-identity-terms.htm
https://lgbtqhealth.ca/community/
https://lgbt.ucsf.edu/pronounsmatter
https://uwm.edu/lgbtrc/support/gender-pronouns/
https://egale.ca/awareness/pronoun-usage-guide/
https://www.aucd.org/docs/add/sa_summits/Language%20Doc.pdf
https://onlinelibrary.wiley.com/doi/pdf/10.1002/oby.20727
https://onlinelibrary.wiley.com/doi/abs/10.1111/medu.12428
https://lsa.umich.edu/content/dam/ncid-assets/ncid-documents/Ten%20Diversity%20Scholarship%20Resources/McCall%20(2005)%20The%20Complex%20of%20Intersectionality%20.pdf
https://onlinelibrary.wiley.com/doi/10.1111/medu.12954
https://onlinelibrary.wiley.com/doi/10.1111/j.1365-2923.2010.03908.x
https://journals.lww.com/academicmedicine/Fulltext/2009/06000/Beyond_Cultural_Competence__Critical.33.aspx
https://www.researchgate.net/publication/10590892_Rewriting_Cultural_Safety_With in_the_Postcolonial_and_Postnational_Feminist_Project_Toward_New_Epistemologi es_of_Healing
https://roarcreativeagency.com/



