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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, antiracist, 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/nonpharmacologic)? 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.
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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:
Dermatologic signs/rashes in non-white skin
Hypertension management in Black barbershops
Use of race in measurement of renal function
Racism and sickle cell disease
Ageism and inclusion in care decisions
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

o
o
o
o
o
o

7

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
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