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As three racialised researchers, the following commen-
tary and call to action is personal. Candid discussions
with our racialised colleagues regarding experiences of
racism, discrimination, and prejudice throughout their
education, training, careers, and personal lives are mag-
nified by our own mirrored stories. But anecdotal stories
are hard to conceptualise within the broader Canadian
medical landscape and beg the question: Is there a way
to measure the impact of racism on medical training and
career progression? Recently, the United States (US) and
the United Kingdom (UK) have made large strides in
affirmative action plans and targets to eliminate the
impacts of racism on medical careers.1,2 We have
watched with interest as the field of differential attain-
ment (DA) research quickly evolved in these western
countries, highlighting the paucity of discussions and
recognition of this important phenomena in the Cana-
dian medical landscape.

Inaction is one of the most powerful forms of
oppression. Our profession’s failure to collect race-
based performance data, and the resulting permission
this grants us to dismiss the possibility of racism within
our profession, works to actively uphold the trauma of
racism within medicine. Herein, we hope to convince
readers that the collection of race-based performance
data is an essential process within all equity, diversity,
inclusion, and decolonization (EDID) work that cannot
be overlooked.

What is race?
Race is socially constructed and self-defined, reflecting a
self-identity formed through cumulative personal expe-
riences and built on the foundation of inherited
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narratives. Racial identity encompasses the lived experi-
ences of racism, prejudice, discrimination, disadvan-
tage, culture, and traditions within racialised
communities. The process of racialisation is simulta-
neously complex, in its composition, yet over-simplified
through society’s need to label, summarise and catego-
rise the racial identities of people. The legacy of racial
trauma, colonialism, prejudice, discrimination, and
deep pain are inherited and passed on from our ances-
tors through storytelling, verbal history, and upbring-
ing. Racialisation describes the dynamic processes of
social interactions that reinforce these narratives of
racial trauma and highlight an individual’s perceived
race as inferior to the dominant social group, maintain-
ing and reinforcing historic power differentials and
racial hierarchies. Racialised peoples identify with these
inherent processes, as they are socialised within the
White-dominated, colonial culture of the western world.
Though racialised identities include a history of trauma
and pain, they also encompass the inspirational resil-
ience, deep pride, and rich cultures within racialised
communities.

Race is differentiated from historical and superficial
epidemiological terms such as ethnicity, which merely
describes the geographic, cultural, and historical origins
of an individual’s ancestors, while failing to capture the
lived experiences of racial trauma, discrimination, and
self-perceptions of the actual individual in question. In
the Canadian context, race-based data is not widely col-
lected and has never been collected in federal censuses.
Instead, the census collects data on the number of Cana-
dians who identify as a visible minority. The term visible
minority, enshrined in the Employment Equity Act
(1995), is defined as non-Indigenous persons, “non-
Caucasian in race and non-White in colour”.3 It implies
an identity assigned by society to describe individuals
based on their appearance, assigning perceived cultural
norms, and assumed ethnic and national origins while
ignoring the self-perceptions of the individual to which
they are assumed to apply to (i.e. you aren’t Brown until
you are visibly Brown under the White lens). As a
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metric, it is not comparable to any international stan-
dard,3 including race, thus limiting any meaningful
measurement or comparison of race and the impacts of
racism internationally for all Canadian population-
based research. The explicit collection of racial identity
sets a clear objective of measuring racism and the
impacts of racialisation in our society.

An understanding of the processes of racialisation is
paramount in understanding racial differences in
achievement, as racialisation is a dynamic process that
continues throughout the lives of racialised peoples,
including the time spent in medical training.
What is differential attainment?
Differential attainment, sometimes referred to as the
‘achievement gap’, describes the differences in aca-
demic and career achievement between different equity-
seeking groups, but increasingly refers to specific racial
disparities in attainment. The spotlight was first shown
on this field of research within medicine in 1995 when
the BMJ reported that every single student who had
failed medical school final exams that year was a male
with an Asian last name.4 Following this report, consid-
erable research efforts and funding in the UK focussed
on studying this phenomenon. To date, DA remains
one of five key projects for the General Medical Council
(GMC), the medical regulating body of the UK.5

In 2011, the BMJ published a foundational systematic
review and meta-analysis of DA in UK medical students
and doctors.6 The pooled effect from 22 studies compar-
ing White and non-White candidates found non-White
candidates underperformed compared to their White col-
leagues with a moderate effect size, of statistical signifi-
cance. Subgroup analyses found an effect of the same
magnitude and direction in: undergraduate assessments
only; postgraduate assessments only; machine marked
written assessments only; practical assessments only;
and White vs Asian candidates only.6 This review laid
the groundwork for the measurement of the effectiveness
of anti-racism strategies: clear targets that can be mea-
sured and compared when it comes to the impact of rac-
ism within the medical profession.

DA in medical education persists when accounted
for broad demographic variables such as age, gender,
maternal education level, MCAT scores, undergraduate
GPA, citizenship, socioeconomic status, and English as
a second language status.7−9 It additionally persists
when adjusted for broad psychological factors such as
study habits, experiencing a negative life event, psycho-
logical morbidity, personality, and motivations to enter-
ing medical school.9
More than an opportunity gap
There has been a recent shift in DA dialogue in the US
where “opportunity gap” has been proposed as the pre-
ferred term over “attainment gap”, highlighting the
importance of understanding the social hierarchies and
systemic structures that cause differentials in opportu-
nities afforded to racialised learners.10,11 Educational
and employment opportunities are closely related to
attainment. The opportunities received throughout a
lifespan influence the preparation and resources at our
disposal throughout our education. This in turn influen-
ces certain, more fully supported learners to reach their
full potential of academic achievement. Further,
achievements in medical school, assessment results,
trainer recommendations, and exam performance, all
influence the employment opportunities that are avail-
able upon graduation. Drawing attention to differen-
tials in opportunity is warranted as it advocates for
system changes and a deliberate dismantling of the
colonial and systemic structural racism that underlies
racial disparities in any outcome. However, solely focus-
sing our attention on differences in opportunities over-
looks the ongoing impacts of racialisation within the
educational environment and excuses us from examin-
ing racism within our profession. Complex psychologi-
cal and interpersonal processes brought about by the
experience of racism can have significant influences on
a trainee’s inherent ability to learn and perform well in
a medical educational environment. We propose contin-
ued use of the UK terminology of differential attain-
ment as an umbrella term encompassing the
differentials in learner opportunities as well as aca-
demic achievement that shape the overall career attain-
ment of aspiring physicians.

In their ground-breaking paper in 1995, Steele and
Aronson coined the term stereotype threat to denote the
psychological stress experienced by Black university stu-
dents.12 In a series of experiments, they showed that
when Black undergraduate students were tasked with a
test framed as an intelligence test, they fared signifi-
cantly worse than their White counterparts when pre-
sented with the same circumstances. Astoundingly, the
attainment gap was erased when the test was framed as
non-diagnostic of intellectual abilities.12 Stereotype
threat illustrates how learners who do not visibly resem-
ble the default norm of their environment (the White
dominated medical culture), experience the added psy-
chological stress that their academic performance will
be viewed as representative of the abilities of their entire
community. This added psychological stress influences
academic achievement.

Sense of belonging with the dominant White culture
of education and medicine has been shown to negatively
impact racialised learners’ ability to learn.13,14 In a
report on DA in higher education in the UK, racialised
learners were found to be less likely to seek additional
educational supports from their educators, devising
instead strategies of “getting by” without direct contact
with lecturers.13 White middle-class students on the
other hand were more likely to seek out and demand
additional help, with stronger peer support systems,
www.thelancet.com Vol 14 October, 2022
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social capital, increased willingness to use organisa-
tional support systems and an overall more collaborative
approach to learning.13 These studies indicate that DA is
not the result of cognitive deficiencies, nor can it be fully
explained by differentials in educational opportunities.
Focussing only on opportunities afforded to learners
will fail to address the full problem of DA.

Evidence-based interventions to reduce
differential attainment
Addressing perceived sense of belonging through the
expression of personal values and identity, Cohen et. al.
demonstrated that a 15-minute self-affirmation exercise
at the beginning of a semester reduced the racial
achievement gap in end-of-term transcripts by roughly
40%.15 This study design was replicated in third year
UK medical students and again showed a narrowing of
the achievement gap.16

In 2015, the Higher Education Funding Council of
the UK commissioned and published a report on the
causes of DA in the broader UK higher education sys-
tem.13 While the cause of DA was found to be multifac-
torial, it should be noted that at no point did the report
outline any evidence of cognitive deficiencies as a cause
for the achievement gap. Importantly, this extensive
report outlined that success in reducing DA was closely
linked with an institution’s willingness and capacity to
be inclusive and highlighted supportive peer-relation-
ships and mentorship as protective factors in reducing
the gap, factors confirmed by Woolf et. al. in a GMC-
commissioned report in the postgraduate medical train-
ing setting.13,14

These studies point towards a complex issue that could
be influenced by simple interventions, often missing from
EDID strategies: support and mentorship for racialised
learners. It should also draw into question the more recent
focus on pre-matriculation courses in medical schools as a
main strategy for addressing DA,17,18 as focussing on
knowledge gaps in racialised learners fails to address the
complex processes of racialisation that continue through-
out their training. As the evidence outlines the indisput-
able existence of DA, and innovative interventions have
been established to reduce the achievement gap, Canada
is importantly missing from the conversation because of
our failure to collect race-based data.

Institutional actions addressing differential
attainment
In May 2021 the GMC announced an ambitious plan to
eradicate disadvantage and discrimination in medical
education and training by 2031.1 Their announcement
follows an eight-year history of the DA GMC project ini-
tiative that has provided funding, research, and incredi-
ble leadership in raising awareness of, and tackling
discrimination and disadvantage faced by minority
physicians in the UK.5
www.thelancet.com Vol 14 October, 2022
In 2020, a similar phenomenon started in the US
when the Federation of State Medical Boards and the
National Board of Medical Examiners announced that
the USMLE Step 1 exam results would now be reported
as pass/fail (instead of a numerical score).2 This fol-
lowed the 2019 preliminary recommendation from the
Invitational Conference on USMLE Scoring which
boldly recommended the USMLE exam outcomes be
changed to pass/fail scoring to “minimize racial demo-
graphic differences that exist in USMLE perform-
ance.”19 These USMLE exam changes are welcome
steps in addressing the resulting opportunity gap expe-
rienced by racialised graduates seeking residency train-
ing because of lower exam scores. But while
modifications to the influence and interpretation of aca-
demic achievement in employment and training deci-
sions should be made in light of our understanding of
DA, the continued measurement and monitoring of
race-based performance data in medical training is
essential, as we further develop our understanding of its
causes and begin the important next step of testing the
effectiveness of EDID work in reducing racial demo-
graphic differences in medical training.

There have been no comparative targets set by Cana-
dian medical education institutions or licensing bodies.
This likely points to our failure to collect race-based per-
formance data in medicine, limiting our ability to iden-
tify, let alone research, the very existence of DA in the
first place.
Landscape of the collection of race-based data
in Canada
While our focus is on medical education, it is important
to understand the landscape and status of the collection
of race-based data in Canada. Canada has historically
resisted the collection of race-based data for understand-
able fears of its misuse. The Canadian long-form cen-
sus, which includes questions on ethnic origin, is
distributed to a sample of 25% of the population.20 The
purpose of collecting this limited data from a minority
of the population is to “derive counts for the visible
minority population” to monitor standards set in the
Employment Equity Act with respect to equal opportu-
nity.20 While the existence of and intentions set by the
Employment Equity Act are welcome in supporting the
opportunities afforded to racialised Canadians, it is also
limited in its scope as it only includes data on employ-
ment in certain sectors, notably excluding medicine.

In Canada’s anti-racism strategy, Building a Founda-
tion for Change: Canada’s Anti-Racism Strategy 2019-
2022, the federal government committed $6.2 million to
“increase reliable, usable, and comparable data and evi-
dence regarding racism and discrimination” and
enhance the collection of disaggregated race data.21 This
strategy also aims to strengthen measurement and per-
formance data, and assess the effectiveness of
3
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community programs and government initiatives, pri-
oritising resources for those with the most impact.21

Despite this strong and meaningful commitment, there
were no changes made with respect to the collection of
race-based data in the Canadian 2021 census, creating
significant doubt that the objectives of this strategy are
to be met by the end of this year.

Canada’s slow response in the collection of race-
based data during the COVID-19 pandemic highlighted
the importance of this practice in addressing racial dis-
advantage and discrimination in healthcare. Data on the
racial disparities in COVID-19 morbidity and mortality
first emerged from the US in April 2020,22 closely fol-
lowed by the UK.23 Amidst these alarms, Canada stated
it had “no plans” to collect race-based data on COVID-
19 morbidity and mortality.24 While proxy measures,
such as neighbourhood diversity, were used to establish
trends, race disaggregated data was not available for
analysis.25 Three public health units in the Canadian
province of Ontario, including the ethnically diverse
region of Peel, took it upon themselves to independently
collect and publicly report this data.26 Through this
data, Peel region was able to implement tailored inter-
ventions, including targeted vaccine and education cam-
paigns, for racialised communities.27 In October 2020,
six crucial months after the first US reports, the Public
Health Agency of Canada announced a national socio-
demographic data collection initiative.28 Almost two
years later, the Canadian Institute for Health Informa-
tion (CIHI) released guidance on the collection of race-
based data in Canadian health research.29 While the
publication provides excellent guidance on the standar-
dised collection of race-based data, it remains voluntary
and intended for the collection of patient data, neglect-
ing the much needed collection in the medical training
and physician workforce settings.

Despite this slow response, the eventual success in
the appropriate collection of this important data high-
lights that collective, targeted, and informed calls to
action can be successful in moving Canada closer to the
equitable standards of other western nations. We can do
the same for the collection of race-based data in medical
training and careers.
A call to action
It is anxiety provoking, and potentially harmful to start
collecting race-based performance data if steps are not
taken to sensitively collect, store, and interpret them.
Without context and an explicit understanding of how
racialisation impacts educational and career outcomes
in a multitude of ways, racial disparities in outcomes
may be mistaken as evidence of racial differences in
abilities. As evidenced by research dating back to the
1950 UNESCO publication of the Race Question,30 rein-
forced by the UK extensive examination of DA in higher
education,13 there is no evidence of racial differences in
intelligence or ability. Rather, DA exists because of the
impacts of racialisation before and during training, that
influence racialised trainees’ ability to learn and per-
form in assessments and exams. The risk of fuelling
these mistaken perceptions must be mitigated by
including and prioritising the voices and work of racial-
ised researchers in every step of the process, and an
appreciation and understanding, as the UK and US
have demonstrated, that complex, historical, and power-
ful structures underpin systemic racism in our profes-
sion.

As we graduate from medical school and finish our
medical training, we not only inherit the prestige, privi-
lege, and power of the title of “Doctor”, but the legacy of
racism, discrimination, and trauma in medical history.
As representatives of the profession, we each hold the
responsibility to acknowledge and address the inequities
in medicine. It is high time for the Canadian medical
community to acknowledge our social accountability by
measuring, researching, and addressing the impact of
racism on medical career progression.

Today, we, as the founders of the Differential Attain-
ment REsearch Group (DARe), call on Canadian medi-
cal schools to begin to collect race-based performance
data on its student body, as the magnitude of the attain-
ment gap must be studied on the level of individual aca-
demic institutions to understand the breadth and
degree of this phenomenon within the micro-cultures
of each school. We also boldly call on the Medical Coun-
cil of Canada, the Royal College of Physicians and Sur-
geons of Canada, and the College of Family Physicians
of Canada to begin collecting race-based performance
data for their qualifying exams. This data collection
must align with national and international standards
such as those set by the CIHI,29 avoiding dated, subjec-
tive, and inaccurate terms such as visible minority per-
sons, so that meaningful cross-institutional and
international comparisons can be made. Each institu-
tion must make efforts to include the leadership of
racialised researchers in these initiatives, to develop sensi-
tive and acceptable methods for the collection, interpre-
tation, and dissemination, of this data. Once the degree
of this problem is known in Canada, focussed explora-
tion through qualitative studies on the underlying
causes, both from the learners as well as the educators’
point of view, can begin. Both data sets will be invalu-
able in the development of actual evidenced-based
EDID initiatives with academic and career attainment
used to measure program success.

Anecdotal stories provide the narratives of the lived
experiences of racialised communities. The numbers,
however, tell a different story. They tell the story of the
long-overlooked impacts of structural racism in medi-
cine. If we never stop to look further than the anecdotal,
if we never stop to measure, document, and study the
impacts of racism, we fail to examine the structures that
exist to uphold racism in our profession. The study of
www.thelancet.com Vol 14 October, 2022
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differential attainment gives us the blueprint for dis-
mantling racism and assessing the effectiveness of our
efforts to do so.
Contributors
Anjali Menezes: Conceptualization, literature search,
writing- original draft, editing, final approval of manu-
script Shayna Henry: Substantial contributions to the
drafting and revising the work for important intellectual
content, final approval of manuscript
Gina Agarwal: Critically revised for important content,
final approval of manuscript.
Declaration of interests
Anjali Menezes: Co-authored and received payment for
a faculty development workshop on supporting racial-
ised medical learners at the Canadian Conference of
Medical Education in April 2022.

Shayna Henry: Co-authored and received payment
for a faculty development workshop on supporting
racialised medical learners at the Canadian Conference
of Medical Education in April 2022.

Gina Agarwal: None.

References
1 General Medical Council. GMC targets elimination of dispropor-

tionate complaints and training inequalities. 2021; published
online May 18. https://www.gmc-uk.org/news/news-archive/gmc-
targets-elimination-of-disproportionate-complaints-and-training-
inequalities. Accessed 7 July 2021.

2 United States Medical Licensing Examination. USMLE Step 1
updates on score reporting and standard setting. 2021; published
online June 29. https://www.usmle.org/usmle-step-1-updates-
score-reporting-and-standard-setting. Accessed 10 May 2022.

3 Statistics Canada. Visible minority of person. 2021; published online
August 25. https://www23.statcan.gc.ca/imdb/p3Var.pl?Function=DE
C&Id=45152. Updated 11 November 2021; Accessed 14 March 2022.

4 Dillner L. Manchester tackles failure rate of Asian students. BMJ.
1995;310:209.

5 General Medical Council. Differential attainment. c2022; pub-
lished online. https://www.gmc-uk.org/education/standards-guid
ance-and-curricula/projects/differential-attainment. Accessed 8
July 2021.

6 Woolf K, Potts HWW, McManus IC. Ethnicity and academic per-
formance in UK trained doctors and medical students: systematic
review and meta-analysis. BMJ. 2011;342. https://doi.org/10.1136/
bmj.d901.

7 Low D, Pollack SW, Liao ZC, et al. Racial/ethnic disparities in clini-
cal grading in medical school. Teach Learn Med. 2019;31:487–496.

8 Rubright JD, Jodoin M, Barone MA. Examining demographics,
prior academic performance, and United States medical licensing
examination scores. Acad Med. 2019;94:364–370.

9 Woolf K, McManus IC, Potts HWW, Dacre J. The mediators of
minority ethnic underperformance in final medical school exami-
nations. Br J Educ Psychol. 2013;83:135–159.

10 Hahn S, Chakrabarti M. Part I: Achievement Gap, or Opportunity
Gap? What’s Stopping Student Success. 2019; published online Sep-
tember 9. https://www.wbur.org/onpoint/2019/09/09/achievement-
gap-opportunity-education-schools-students-teachers. Accessed 10 May
2022.

11 Close Gap Foundation. Opportunity Gap. https://www.closethegap
foundation.org/glossary/opportunity-gap. Accessed 10 May 2022.
www.thelancet.com Vol 14 October, 2022
12 Steele C, Aronson J. Stereotype threat and the intellectual test per-
formance of African Americans. J Pers Soc Psychol. 1995;69:
797–811.

13 Mountford-Zimdars A, Sabri D, Moore J, Sanders J, Jones S,
Higham L. Causes of Differences in Student Outcomes. Higher Educa-
tion Funding Council for England; 2015.

14 Woolf K, Rich A, Viney R, Rigby M, Needleman S, Griffin A. Fair
Training Pathways for All: Understanding Experiences of Progres-
sion. London: UCL Medical School Academic Centre for Medical
Education. 2016; published online. https://www.gmc-uk.org/-/
media/documents/2016-04-28-fairpathwaysfinalreport_pdf-
66939685_pdf-73893295.pdf. Accessed 7 February 2022.

15 Cohen GL, Garcia J, Apfel N, Master A. Reducing the racial
achievement gap: a social-psychological intervention. Science.
2006;313:1307–1310.

16 Woolf K, McManus IC, Gill D, Dacre J. The effect of a brief social
intervention on the examination results of UK medical students: a
cluster randomised controlled trial. BMC Med Educ. 2009;9:35.

17 Schneid SD, Apperson A, Laiken N, Mandel J, Kelly CJ, Brandl
K. A summer prematriculation program to help students suc-
ceed in medical school. Adv Health Sci Educ Theory Pract.
2018;23:499–511.

18 Wilson WA, Henry MK, Ewing G, et al. A prematriculation inter-
vention to improve the adjustment of students to medical school.
Teach Learn Med. 2011;23:256–262.

19 Barone MA, Filak AT, Johnson D, Skochelak S, Whelan A. Sum-
mary Report and Preliminary Recommendations from the Invita-
tional Conference on USMLE Scoring (InCUS), March 11-12, 2019.
2019; published online June 10. https://www.usmle.org/sites/
default/files/2021-08/incus_summary_report.pdf. Accessed 7
August 2021.

20 Statistics Canada. Visible minority and population group reference
guide, census of population, 2016. 2017; published online October
25. https://www12.statcan.gc.ca/census-recensement/2016/ref/
guides/006/98-500-x2016006-eng.cfm. Updated 3 January 2019;
Accessed 30 January 2022.

21 Heritage Canada. Building a Foundation for Change: Canada’s Anti-
Racism Strategy 2019−2022. 2021; published online June 14. https://
www.canada.ca/en/canadian-heritage/campaigns/anti-racism-engage
ment/anti-racism-strategy.html. Accessed 30 January 2022.

22 Yancy CW. COVID-19 and African Americans. JAMA. 2020;
323:1891.

23 Khunti K, Singh AK, Pareek M, Hanif W. Is ethnicity linked to inci-
dence or outcomes of covid-19? BMJ. 2020;369:m1548.

24 Shanifa N. Early signs suggest race matters when it comes to
COVID-19. So why isn’t Canada collecting race-based data? 2020;
published online April 17. https://www.cbc.ca/news/canada/tor
onto/race-coronavirus-canada-1.5536168. Accessed 7 July 2021.

25 Thompson E, Edjoc R, Atchessi N, Striha M, Gabrani-Juma Imran,
Dawson T. COVID-19: a case for the collection of race data in Can-
ada and abroad, CCDR 47(7/8). Can Commun Rep. 2021;47:300–
304.

26 McKenzie K. Race and ethnicity data collection during COVID-
19 in Canada: if you are not counted you cannot count on the
pandemic response - The Impact of COVID-19 in Racialized
Communities. 2020; published online November 5. https://rsc-
src.ca/en/race-and-ethnicity-data-collection-during-covid-19-in-
canada-if-you-are-not-counted-you-cannot-count. Accessed 30
January 2022.

27 Rocha R, Carman T. How tracking ethnicity and occupation data is
helping fight COVID-19. 2021; published online June 14. https://
www.cbc.ca/news/canada/how-tracking-ethnicity-and-occupation-
data-is-helping-fight-covid-19-1.6060900. Accessed 30 January
2022.

28 McKenzie K. Socio-demographic data collection and equity in
Covid-19 in Toronto. E Clinical Medicine. 2021;34:100812. https://
doi.org/10.1016/j.eclinm.2021.100812.

29 Canadian Institute for Health Information. Race-based and Indige-
nous identity data. 2022; published online March 17. https://www.
cihi.ca/en/race-based-and-indigenous-identity-data. Accessed 10
May 2022.

30 Beaglehole E, Comas J, Costa Pinto LA, et al. eds. The Race Ques-
tion. Paris: UNESCO; 1950.
5

https://www.usmle.org/usmle-step-1-updates-score-reporting-and-standard-setting
https://www.usmle.org/usmle-step-1-updates-score-reporting-and-standard-setting
https://www.usmle.org/usmle-step-1-updates-score-reporting-and-standard-setting
https://www.usmle.org/usmle-step-1-updates-score-reporting-and-standard-setting
https://www.usmle.org/usmle-step-1-updates-score-reporting-and-standard-setting
https://www23.statcan.gc.ca/imdb/p3Var.pl?Function=DEC&Id=45152
https://www23.statcan.gc.ca/imdb/p3Var.pl?Function=DEC&Id=45152
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0004
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0004
https://www.gmc-uk.org/education/standards-guidance-and-curricula/projects/differential-attainment
https://www.gmc-uk.org/education/standards-guidance-and-curricula/projects/differential-attainment
https://doi.org/10.1136/bmj.d901
https://doi.org/10.1136/bmj.d901
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0007
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0007
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0008
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0008
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0008
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0009
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0009
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0009
https://www.wbur.org/onpoint/2019/09/09/achievement-gap-opportunity-education-schools-students-teachers
https://www.wbur.org/onpoint/2019/09/09/achievement-gap-opportunity-education-schools-students-teachers
https://www.closethegapfoundation.org/glossary/opportunity-gap
https://www.closethegapfoundation.org/glossary/opportunity-gap
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0012
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0012
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0012
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0013
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0013
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0013
https://www.gmc-uk.org/-/media/documents/2016-04-28-fairpathwaysfinalreport_pdf-66939685_pdf-73893295.pdf
https://www.gmc-uk.org/-/media/documents/2016-04-28-fairpathwaysfinalreport_pdf-66939685_pdf-73893295.pdf
https://www.gmc-uk.org/-/media/documents/2016-04-28-fairpathwaysfinalreport_pdf-66939685_pdf-73893295.pdf
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0015
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0015
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0015
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0016
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0016
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0016
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0017
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0017
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0017
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0017
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0018
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0018
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0018
https://www.usmle.org/sites/default/files/2021-08/incus_summary_report.pdf
https://www.usmle.org/sites/default/files/2021-08/incus_summary_report.pdf
https://www12.statcan.gc.ca/census-recensement/2016/ref/guides/006/98-500-x2016006-eng.cfm
https://www12.statcan.gc.ca/census-recensement/2016/ref/guides/006/98-500-x2016006-eng.cfm
https://www.canada.ca/en/canadian-heritage/campaigns/anti-racism-engagement/anti-racism-strategy.html
https://www.canada.ca/en/canadian-heritage/campaigns/anti-racism-engagement/anti-racism-strategy.html
https://www.canada.ca/en/canadian-heritage/campaigns/anti-racism-engagement/anti-racism-strategy.html
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0022
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0022
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0023
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0023
https://www.cbc.ca/news/canada/toronto/race-coronavirus-canada-1.5536168
https://www.cbc.ca/news/canada/toronto/race-coronavirus-canada-1.5536168
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0025
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0025
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0025
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0025
https://rsc-src.ca/en/race-and-ethnicity-data-collection-during-covid-19-in-canada-if-you-are-not-counted-you-cannot-count
https://rsc-src.ca/en/race-and-ethnicity-data-collection-during-covid-19-in-canada-if-you-are-not-counted-you-cannot-count
https://rsc-src.ca/en/race-and-ethnicity-data-collection-during-covid-19-in-canada-if-you-are-not-counted-you-cannot-count
https://www.cbc.ca/news/canada/how-tracking-ethnicity-and-occupation-data-is-helping-fight-covid-19-1.6060900
https://www.cbc.ca/news/canada/how-tracking-ethnicity-and-occupation-data-is-helping-fight-covid-19-1.6060900
https://www.cbc.ca/news/canada/how-tracking-ethnicity-and-occupation-data-is-helping-fight-covid-19-1.6060900
https://doi.org/10.1016/j.eclinm.2021.100812
https://doi.org/10.1016/j.eclinm.2021.100812
https://www.cihi.ca/en/race-based-and-indigenous-identity-data
https://www.cihi.ca/en/race-based-and-indigenous-identity-data
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0030
http://refhub.elsevier.com/S2667-193X(22)00143-0/sbref0030

	It's high time Canada started collecting race-based performance data on medical training and careers
	What is race?
	What is differential attainment?
	More than an opportunity gap
	Evidence-based interventions to reduce differential attainment
	Institutional actions addressing differential attainment
	Landscape of the collection of race-based data in Canada
	A call to action
	Contributors
	Declaration of interests
	References


