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Systemic anti-Black racism is deeply entrenched in health sys-
tems and all aspects of medical training — from admissions and 
assessment, to the everyday discrimination experienced by Black 
medical students and physicians.1–3 Medical schools in Canada 
have directly upheld anti-Black racism through institutional poli-
cies and practices that exclude Black people from the profession 
of medicine. A direct example of this is Queen’s University’s offi-
cial ban on the admission of Black students that was enforced 
between 1918 and 1965 — and revoked only in 2018.4 Although 
Black people constitute 3.5% of Canada’s total population, they 
continue to be critically underrepresented in the population of 

practising physicians and medical students,5 and this historical 
and ongoing exclusion of Black people from medical education 
has direct implications for the quality of patient care and health 
outcomes.6–9

Institutional commitment of medical schools to prioritize com-
batting anti-Black racism and promote racial justice is lacking, 
especially in Canada, where the historical and ongoing legacy of 
systemic anti-Black racism has largely been minimized.10 After the 
widely publicized murder of George Floyd in May 2020 and subse-
quent Black Lives Matter protests, medical schools — like many 
public and private organizations around the world — released 
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Abstract
Background: Protests against police 
brutality and anti-Black racism were 
catalyzed by the murder of George 
Floyd and other Black and racialized 
people in spring 2020. Addressing anti-
Black racism had been historically mini-
mized as an institutional priority across 
Canadian medical schools, but many 
swiftly released statements broadly 
condemning racism. Given that little has 
been documented about how institu-
tions are responding with action, we 
sought to explore Black medical stu-
dents’ and senior faculty perspectives 
on Canadian medical schools’ efforts to 
address anti-Black racism in 2020.

Methods: We conducted a qualitative, 
instrumental case study, grounded in 
critical race theory. We recruited Black 
medical students and deans (or dele-
gated senior faculty administrators) 
and we conducted virtual, individual, 

semi-structured interviews with partici-
pants between Oct. 5, 2020, and Jan. 16, 
2021. Interviews were transcribed and 
iteratively analyzed through inductive 
and deductive techniques.

Results: We interviewed 19 participants, 
including 8  medical students (6 in pre-
clerkship; all of whom identified as 
Black) and 11 senior faculty administra-
tors (4 deans, 7 delegate faculty adminis-
trators; 3  racialized). We had at least 
1  student or faculty participant from 
13  medical schools, and no student or 
faculty participants from the 4  medical 
schools in Quebec. Nearly all repre-
sented medical schools were described 
as “starting from scratch” in their 
responses, having previously failed to 
acknowledge or address anti-Black 
racism. In the absence of diverse faculty 
leaders, participants indicated that med-
ical schools primarily relied on Black 

medical students to drive institutional 
responses, unfairly burdening students 
during an already difficult period. At the 
time of the interviews, a range of initia-
tives were in the planning stages or 
underway, and were largely related to 
admissions and curriculum reform.

Interpretation: We found that medical 
schools relied heavily on Black medical 
students to inform and drive their insti-
tutional responses related to anti-Black 
racism in 2020, which these students 
found burdensome. Medical schools 
lacked intrinsic capacity because of the 
paucity of Black faculty — a direct result 
of historical and ongoing structural 
anti-Black racism in medicine. Institu-
tional accountability remains critical, 
and further research is needed to show 
the extent to which medical schools in 
Canada are successfully addressing 
anti-Black racism. 
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public statements condemning racism and echoing calls for wide-
spread societal changes. This represented a unique moment in 
time for medical education in Canada, where institutions have 
largely neglected to address the deeply rooted, embedded struc-
tural and systemic racism. Medical schools are in the spotlight to 
take meaningful action after the widespread release of antiracism 
statements, many of which were considered performative. In 
these statements, discursive strategies were often used to mini-
mize the pervasiveness and severity of anti-Black racism in their 
school and to deflect institutional accountability for any concrete 
commitments to dismantle the ongoing systems and structures 
that perpetuate racial inequities.11 In this study, we sought to 
explore how medical schools across Canada responded to wide-
spread calls to action to address anti-Black racism in 2020 from 
the perspectives of Black medical students and the senior faculty 
administrators at these institutions.

Methods

Study design and theoretical framework
We conducted a qualitative instrumental case study, anchored in 
critical race theory, to obtain an in-depth understanding of the 
institutional responses to racism from medical schools across 
Canada in 2020.12 Qualitative case study methodologies allow 
researchers to empirically explore and understand unique 
experiences or events that are bound by time and place. The 
exploratory nature of instrumental case study designs allows for 
the flexibility to triangulate data from 2 or more qualitative 
sources to deepen the understanding of a case or problem. 

We selected critical race theory as an overarching theoretical 
framework to guide our inquiry, to deepen our understanding of 
the institutional responses to address anti-Black racism and to 
generate practical insights that could improve current and future 
institutional efforts throughout medical schools across Canada.12 
Critical race theory is fundamentally oriented around several 
guiding principles that draw attention to the various ways racism 
and racial domination are entrenched throughout systems, 
structures and institutions (Box 1).13,15,17,18 Decades of applica-
tions across disciplines and contexts have proven critical race 
theory as a powerful analytic tool. Within the field of education, 
it has generated critical insight into the systemic and institu-
tional nature of racism throughout education systems and struc-
tures, drawing attention to the myth of meritocracy, disproving 
claims of equal opportunity and race neutrality in educational 
policies and outcomes, and the pervasiveness and centrality of 
whiteness within campus climates, known as white institutional 
presence.14,19–23 

Given the historical and ongoing ways medicine has upheld 
and perpetuated racism, and the clear need to draw attention to 
such issues and phenomena in the profession, recent calls for 
critical race theory to become foregrounded in medicine and 
medical education have been articulated in the literature.24,25 As 
an overarching framework, critical race theory informed all steps 
of this study to draw attention to how race and racism are 
embedded into the systems, structures and culture throughout 
medical schools and academic institutions.

Participant recruitment and sampling
We designed our instrumental case study around 2 distinct groups 
who we knew were directly involved and affected in the institu-
tional responses to anti-Black racism: Black medical students and 
deans of medical schools. We used criterion sampling to identify 
and recruit participants, aiming to interview at least 1 Black med
ical student and 1 dean from each medical school in Canada. 

Our primary focus of inquiry was the perspectives and experi-
ences of Black medical students, who were calling for medical 
schools to take action against systemic anti-Black racism through 
both institutional and national Black Medical Student Associa-
tions (BMSAs).26 The lead student investigator (A.K.) contacted 
institutional and national BMSAs to recruit a delegate who could 
speak to the response of their medical school, including students 
who were directly engaged or consulted throughout the 
response. For medical schools that did not have local BMSAs or 
had exceedingly low numbers of Black students, we used snow-
ball sampling to identify and recruit Black medical students by 
asking student participants for suggestions of who could be 
invited to participate.

We recruited deans of medical schools as a secondary source 
to explore the perspectives of those in institutional leadership. 
At the time of this study, deans were predominantly white and 
none were Black.27 We chose to sample this participant pool to 
capture additional insight into how racism might manifest 
within institutional structures and cultures, and to explore how 
perspectives may diverge or converge between groups, which 
could deepen our understanding of institutional responses to 
address anti-Black racism and still centre the experiential 
knowledge and stories of Black medical students. To recruit fac-
ulty participants, a faculty investigator (A.B.) sent a letter of invi-
tation to the dean’s office at each medical school. If the dean 
was unavailable or did not wish to participate, they were asked 
to identify another senior faculty administrator who could rep-
resent the medical school.

Data collection
We conducted individual, 1-on-1 semi-structured interviews with 
each participant. We developed, piloted and refined 2 interview 
guides to tailor questions between student and faculty partici-
pants. Interviews explored participants’ perceptions and recol-
lections of the medical schools’ initial statements (not shown 
during the interview) before focusing on the schools’ subsequent 
responses, including how Black students, faculty and staff were 
engaged with these responses throughout (Appendix 1, Supple-
mental File 1, available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.211746/tab-related-content). Based on our own observa-
tions and perceptions of how Black students were engaged in the 
responses, we included a question in the interview guides to 
explore participant understanding and experiences of the minor-
ity tax, a term that refers to the additional expectations and 
responsibilities unilaterally placed on minoritized individuals to 
direct, drive and lead institutional initiatives relating to equity, 
diversity and inclusion, including antiracism efforts.28

We used several strategies to create safe, inclusive spaces so that 
participants could discuss their experiences and perceptions, given 
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Box 1 (part 1 of 2): Summary of critical race theory and its applications throughout this study

Critical race theory is a powerful analytic tool to understand systemic racism and promote racial justice. Critical race theory evolved out of the 
field of legal studies in the 1970s and has been widely applied across disciplines and contexts, including higher education. Central tenets of critical 
race theory differ slightly in naming between its evolution in legal studies and education but commonly reflect the following foundational 
principles.13,14

Principles of critical race theory
Social construction of race
•	 Race is a social construct — not a biological or genetic construct — and racialization is a process of labelling and categorizing humans to enact 

domination and oppression.

Everyday racism
•	 Racism as “ordinary” and an everyday phenomenon experienced by people of colour because racism is systemic and deeply entrenched 

throughout social systems and structures.

Differential racialization
•	 Society racializes groups and people in different manners and times in ways that serve the self-interests of those with power and privilege.

Interest convergence15

•	 Because racism grants systemic power and benefits to a dominant group, there is no inherent desire for those who benefit from racism to 
support racial justice, so systemic changes and progress only occur when there are advantages to gain for the dominant group.

Intersectionality16

•	 Social identities and the systems of oppression that oppress social groups are not mutually exclusive and can intersect.

Counter-storytelling21,22

•	 Exploring and centring the lived experiences of those who experience racism is important to amplify experiential knowledge to counter existing 
dominant (white) narratives that reflect and perpetuate racism.

Critique of liberalism14

•	 The critique of neutrality and objectivity, including the “myth of meritocracy” and race neutrality in education opportunities and outcomes.

Examples of how critical race theory was used and applied throughout the study 
Study conceptualization and philosophical underpinnings
•	 Conceptualization of research question based on recognition of historical roots of anti-Black racism in medicine as a profession, in education 

(including higher education) and in academic institutions, as well as the historical minimization of anti-Black racism in Canada.

•	 Ontological beliefs on the nature of reality, namely that reality is socially constructed based on individual lived experiences, which are shaped 
by social structures and systems. Race is a social construct, and racism is a system of oppression and domination. This acknowledges that 
racism is a legitimate phenomenon and experience, and is deeply entrenched in systems and structures throughout society.

•	 Epistemological beliefs that people who experience racism have legitimate experiential knowledge that is central to understanding social 
reality (known as standpoint epistemology).

•	 Axiological underpinnings in how our team values social justice and advocacy efforts to dismantle anti-Black racism, and the lived experiences 
and experiential knowledge of those who directly experience oppression as central to dismantling such systems.

Design
•	 Qualitative case studies offer a mechanism to sociologically explore and understand a single phenomenon or event — the “case” — which must 

be bound by time and place. Recognizing the significance of George Floyd’s murder in catalyzing a global movement calling for widespread 
societal change to address anti-Black racism, this was, to the best of our knowledge, the first time that nearly all medical schools in Canada 
publicly acknowledged such issues, and, to varying degrees, expressed a commitment to racial justice. We set parameters around the case to 
focus our inquiry on what we considered a unique moment in time to empirically explore how medical schools in Canada (boundary by place) 
were initially responding after George Floyd’s murder (boundary by time).

•	 Critical race theory offers a foundation to both explore and understand the historical and contemporary manifestations of racism and connect 
findings to larger social systems and the contemporary state of society in relation to race, racism and racial justice.

•	 We sampled participants from 2 key groups to, first and foremost, understand the lived experiences of Black medical students, those who have 
directly experienced anti-Black racism within and beyond medical education, and, second, to explore perceptions of medical school responses 
from faculty in positions of power, given their direct influence on institutional responses and decision-making. By sampling and interviewing 
both Black medical students and faculty leaders, while still centring the experiential knowledge and lived experiences of Black participants, we 
could illuminate how racism and racial oppression is upheld or addressed in these contexts.

Data collection
•	 Data collection through 1-on-1, semi-structured interviews to provide space for participants to share their lived experiences, value the 

experiential knowledge of Black medical students and allow for counter-storytelling for these participants.

•	 Incorporation of questions within the interview guide that were informed by critical race theory tenets and scholars to better illuminate 
experiences of racism and the ways in which racism is embedded and reflected in institutional structures, norms and activities.
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the nature of the topic and events (Box 1). One medical student 
investigator (A.K.) conducted all interviews with student participants. 
We considered it particularly important for student participants 
to be interviewed by an investigator with a shared identity — 
another Black medical student — to mitigate any power imbal-
ances, given their status as learners in a deeply hierarchical pro-
fession. The student investigator (A.K.) is a Black Canadian 
woman who was a student in the Leaders in Medicine dual-degree 
program at the University of Calgary at the time of the study. She 
had previous training and experience with applied, qualitative 
research, including interviewing.

Similar to our considerations of identity concordance for stu-
dents, anticipating that most faculty participants would be 
white, given the demographics of senior leadership and adminis-
tration across medical schools in Canada at the time of this 
study, we considered it would be beneficial to have faculty par-
ticipants be interviewed by another white faculty member. All 
faculty participants were interviewed by a faculty investigator 
(A.B.), a white woman and faculty member at the University of 
Calgary whose program of research examines social issues and 
justice in medical education using applied social science meth-
ods of critical inquiry, including qualitative methods. At the time 
of this study, she was in the first 6 months of her faculty appoint-
ment, was 1 of 4 faculty members directly involved with support-
ing the University of Calgary BMSA during the development and 
release of their Calls to Action, and attended meetings between 
the BMSA and medical school administrators and leadership 
between May and September 2020.

We conducted all interviews between Oct. 5, 2020, and 
Jan.  16, 2021, by videoconferencing or telephone. Interviews 
were audio-recorded and transcribed verbatim. Transcripts 
were cleaned to remove identifying information before analysis, 
including the names of schools, locations and individuals. We 
emailed cleaned and deidentified transcripts to participants as a 
form of member checking and to provide participants with an 
opportunity to review their data and withdraw, if they wished to.

Data analysis
We uploaded finalized transcripts to NVivo 12 (QSR International) 
for analysis. Principles and tenets of critical race theory provided 
central foundations to guide our analysis; terms to label, classify 
and organize data; and explanatory mechanisms to aid our syn-
thesis of findings and interpretation (Box 1).13,29 Our analysis 
involved a process of inductive coding and deductive categoriza-
tion and synthesis. First, all transcripts underwent a process of 
inductive analysis through line-by-line, open coding by 2 team 
members (independent of one another), alternating coding dyads 
assigned to each transcript. This initial inductive approach 
informed the development and refinement of a coding frame-
work, which was then applied across all transcripts. We separated 
coded segments of data for each code between faculty and stu-
dent participants and exported them for further analysis and 
interpretation, independent of the other group, to develop a 
deeper understanding of student and faculty experiences and 
perceptions (within-group analysis) before exploring how findings 
converged or diverged between groups (cross-case analysis).30

Box 1 (part 2 of 2): Summary of critical race theory and its applications throughout this study

•	 Deliberate decision to ensure all student participants were interviewed by another Black medical student. The shared identities of 
interviewer and interviewee hopefully created a safe space so student participants could speak openly and honestly about their experiences 
and perceptions.

•	 Each participant had the opportunity to review their final transcript and remove any information they felt uncomfortable including in the 
analysis or to withdraw from the study altogether (no participants withdrew). For the Black medical students in particular, this strategy aimed 
to reinforce participant autonomy and give them the power to control their own narrative and stories given the importance of counter-
storytelling in critical race theory.

Data analysis
•	 Use of critical race theory, which offers an analytic framework to deepen our understanding by illuminating how racism is deeply entrenched in 

systems and structures throughout society. The tenets of critical race theory provide both a series of assumptions at the outset of the analysis 
and explanatory mechanisms for the findings.

•	 Incorporation of critical race theory into analytic procedure, including labelling of coding segments that relate to critical race theory during 
initial open coding processes.29 Several nodes in the coding framework — developed following our inductive, open coding — reflected elements 
related to critical race theory, including interest convergence and colour-blind racism.

Ethical considerations
•	 A $25 gift card was offered as a participant incentive to students only, as we recognize that these medical students do not earn income in their 

role as students, are actively paying tuition and directly experience racism. In contrast, faculty participants are paid in their current positions 
and, at the time of our study and to this day, there are no Black deans in Canadian medical schools; thus, the prospective faculty participants 
were individuals who do not experience anti-Black racism. The participant incentive was meant to serve as a token of appreciation for the time 
and insight of medical students in a sensitive topic area that they directly experience consequences of, whereas the faculty participants are 
paid in their current roles and do not experience the direct consequences of racism.

Knowledge dissemination
•	 We report student participant quotes in the main body of the text as a form of counter-storytelling and centring their lived experiences.

•	 We leverage principles and tenets of critical race theory to optimize our interpretations and discussion of the findings.
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Researcher identities, positionality and reflexivity
Recognizing researcher positionality and reflexivity is critical in 
qualitative inquiry as diverse identities and experiences shape the 
process and outcomes of such studies. In addition to the identi-
ties and experiences of the interviewers (A.K. — a Black medical 
student, A.B. — a white faculty member), 4 undergraduate stu-
dents (A.O., O.K., D.A., S.Y.) were central members of our research 
team, all of whom are Black, and, at the time of this study, were 
aspiring health care professionals. 

We used multiple strategies to promote reflexivity, rigour and 
trustworthiness throughout this study, including writing field notes 
after each interview, investigator debriefing (e.g., between A.K. and 
A.B. during data collection, team debriefs throughout), investigator 
triangulation (multiple analytic perspectives) and memoing 
throughout data collection and analysis. We present our findings 
using participant quotes as a method of counter-storytelling to 
convey authentic experiences and perspectives.

Ethics approval
Ethics approval was granted through the University of Calgary 
Conjoint Health Research Ethics Board (CHREB File #20–1292). 
We recognize that, historically, Black people have been sub-
jected to scientific study without consent, freedom to decline 
participation and direct benefits. We deliberately incorporated 
multiple strategies to prioritize the rights and safety of Black 
students throughout this study (Box 1).

Results

Between Oct. 5, 2020, and Jan. 16, 2021, we interviewed 19 par
ticipants, including 8 medical students (6 in pre-clerkship; all 
identified as Black) and 11 senior faculty administrators (4 deans, 
7 delegate faculty administrators; 3 racialized). We had at least 
1 student or faculty participant from 13 medical schools, and no 
student or faculty participants from the 4 medical schools in Que-
bec. Interviews were an average of 59.6 (range 36–108) minutes 
for students, and 46.6 (range 21–63) minutes for faculty. No par-
ticipants withdrew their participation.

Our analysis illuminated commonalities and nuances among 
the lived experiences of Black medical students during this time 
and further identified diverging perspectives between students 
and faculty administrators. Appendix 1, Supplemental Tables 1–4, 
summarize these findings and provide supporting data. We pur-
posefully incorporated student quotes to centre and amplify the 
voices of Black medical students as a mechanism for counter-
storytelling, a tenet of critical race theory.

Development and perceptions of initial public statements
Participants thought that initial statements released by medical 
schools were rushed in response to external pressures from society 
at large, as well as internal pressure from within the medical 
school, including students. Given the absence of Black faculty in 
leadership and a perceived sense of urgency, this resulted in exped
ited statements primarily written by white people. Several Black 
medical students were asked to provide feedback on statements 
before their release.

But I remember like being irritated because they … emailed us and 
were like “is this statement okay?” … On one hand, I’m glad that 
you’re checking because it wasn’t okay, and clearly they needed help, 
but it was also just like, this shouldn’t be our job to help you do this. 
— Student 8

Although faculty participants thought that a statement was 
necessary, many were concerned about how the statement might 
be perceived by groups other than the Black community. Faculty 
generally felt their statements were well received but noted that 
they garnered some critical feedback from individuals who ques-
tioned why there was an explicit focus on anti-Black racism or on 
the pervasiveness of racism in medical institutions. Several fac-
ulty saw merit in these concerns. In contrast, student participants 
saw the statements as performative and tokenistic, and felt 
schools were trying to take a stance similar to other organizations 
at the time, while trying to remain as politically correct as possi-
ble. They expected a clearer commitment to addressing anti-
Black racism within medicine and the school itself.

The statement, for me, like I mentioned, wasn’t impressive, but I don’t 
think they could have delivered a statement to me that would be impres-
sive, you know? … Like there’s nothing they could say — for me it would 
definitely just need to be more about the actions. That’s what I would have 
valued more. — Student 3

Most medical schools were starting from nothing in 
their efforts to address anti-Black racism
Student participants felt they needed to advocate for their voices 
to be heard and encourage their school to take action, including 
releasing calls to action through the local and national BMSAs. 
Participants acknowledged that addressing anti-Black racism 
was historically neglected in medicine and medical education, 
and that most schools were largely starting from nothing.

That’s where you could separate the schools that were doing things before 
the passing of Regis [Korchinski-Paquet] and George [Floyd] versus the 
schools that were doing things in response to Regis and George, because 
then the planning’s just started for them. So it’s hard for them to be very 
clear, you know? — Student 3

The lack of racial diversity among senior faculty leadership 
and administration meant that few, if any, had lived experiences 
of racism — especially anti-Black racism — which hindered their 
ability to take swift and effective action. Since most medical 
schools did not have any Black faculty, particularly in leadership 
positions, and had historically neglected issues of anti-Black 
racism within their institution, schools relied heavily on Black 
medical students for guidance and direction. Students saw this 
reliance on them to direct institutional responses as inappropri-
ate, but they felt compelled to remain involved to keep their 
medical school accountable beyond the statement.

Clearly they needed help, but it was also just like, this shouldn’t be our job 
to help you do this. And I feel like that’s been a consistent theme since June 
in anything that’s happened where we need them to consult students, but 
sometimes the ways in which they do it… it’s like we shouldn’t have to do 
this particular job, but we will because if we don’t, what are you going to do? 
You’re probably going to mess it up. But you should already have people in 
your staff, in your faculty that you could ask those questions to. — Student 1
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Faculty participants were generally satisfied with their insti-
tutional responses. When asked to provide specific examples of 
actions taken to address anti-Black racism since the statement, 
many described remaining in a period of reflection and early 
stage of planning or described previous initiatives unspecific to 
antiracism — let alone anti-Black racism — as evidence of a 
broader commitment to equity, diversity and inclusion. Some 
faculty provided concrete examples of actions, such as curricu-
lum audits, admissions initiatives, hiring of Black faculty mem-
bers and new task forces.

Perceived barriers to action, tensions and competing 
interests
When asked about the primary barrier to an effective institu-
tional response, student participants consistently recog-
nized how a lack of representation of Black faculty within 
the medical school, and particularly among leadership, 
meant that medical schools were trying to develop a 
response to a systemic issue that they neither understand 
nor experienced.

I feel like they’re doing the best that they can with what they know and 
have. There are not that many Black people at the faculty level. So, I do feel 
like it’s a Black issue that’s being — it’s like non-Black people are trying to 
solve it sometimes. — Student 7

Faculty participants considered that a primary barrier imped-
ing their institutional response was a concern surrounding how 
their responses might potentially diminish any institutional 
initiatives in place, namely their institutional commitment to 
Indigenous peoples. They described perceiving tensions and 
competition between equity-deserving groups to “own part of 
the pie.” Student participants did not see these same tensions or 
logic, but instead described a sense of collective efforts, solidar-
ity and shared goals for liberation.

I think definitely including Black medical school students in the conversa-
tion and other racialized minorities as well, just so that we could better 
tackle all of the issues that we face. And, again, it’s hard to balance that 
because, as Black people, we technically aren’t really the most oppressed 
group on the lands that we’re in. So it’s hard to like advocate for more of 
what we want and more of our agenda when the Indigenous agenda also 
has just been moving forward. — Student 4

“... a lot of Black and Indigenous student advocates … do work together 
and Black people in general have really supported Indigenous people, and 
I think Indigenous people have generally given it back … the two commun
ities definitely work really well together. — Student 5

Additional barriers perceived by faculty participants 
included resistance from other faculty members and adminis-
trators, the influence of main campus on the medical school and 
the overall nature of institutional change in that change “could 
not happen overnight.”

Despite depending on medical students to guide their insti-
tutional response, several faculty described perceiving Black 
students as “angry” and “unreasonable” in their encounters 
(see faculty quotes in Appendix 1, Supplemental Table 2).

There’s some faculty that are a bit more resistant to change and don’t 
like being told that they’re not the experts of that situation and so they 
might be a little bit more condescending when we try to make changes, 
they’ll be like, “You can’t expect these things to happen overnight,” and 
“Do you know many changes ha[ve] happened in like 2 weeks?” Or 
they’ll act as if everything we’re coming from is in the face of emotion 
rather than completely rational thought. Or they’ll get very defensive. 
… But they don’t like being put on the defensive, or sometimes having 
to listen. — Student 1

The profound burden on medical students: the 
minority tax
The minority tax was a phenomenon understood by all student 
participants. All but 1 student participant described experienc-
ing the minority tax and the extensive burden imposed on them 
to direct and drive institutional antiracism efforts, again attrib-
uting this burden to the lack of Black faculty in the medical 
school to help with the institutional response. In the absence of 
Black faculty, students felt compelled to remain involved as 
they did not trust leadership to respond adequately. Several 
described the time and energy in helping with the response as 
the equivalent of a full-time job, sometimes upwards of 
40 hours each week — concurrent with their already busy train-
ing — inevitably resulting in burnout for many and feelings of 
being exploited. Because many students perceived this period 
as a critical window of opportunity to address anti-Black 
racism, they felt compelled to tolerate the minority tax, believ-
ing it would lead to concrete action on issues that had histor
ically been neglected.

I think some of them had a full-time job of this for like 2 weeks. We were 
meeting maybe every other day because we knew at that time, you 
don’t know how long people are protesting, but you just know that this 
is your window. And the faster you can formally make a request within 
this window, the faster you’re going to see the policy change. And even 
for me, I do remember that being an extremely challenging time in my 
medical education. But I did realize that this was a priority. … I think 
there’s things bigger than medicine. There’s things bigger than me, so I 
really thought like, “Okay, this is a really big priority.” — Student 3

I think that’s the difficulty of having a nondiverse staff, they’re not aware of 
this minority tax. And then when it comes to asking students, “Oh, what 
can we do?” or “Is this what we’re doing right?” you’re adding more 
responsibilities to students’, quote unquote, to-do list. At the end of the 
day, I want to be a good doctor. But what I’ve been seeing is a lot of my 
work has been more focusing on making sure that this is an environment 
that accepts Black students rather than me trying to advance my career, 
which is really unfortunate. — Student 6

I shouldn’t have to be doing all this work but I’m going to, because I 
feel like if I don’t, it won’t get done or it won’t get done well. I under-
stand that as a racialized student, but it shouldn’t be your job to fix 
your school. But when you kind of get into that work it’s hard to pull 
out or pull back. And so, it’s like, they’re listening to us and they’re 
consulting us. Though sometimes it definitely feels we’re being taken 
advantage of, especially because this work isn’t compensated. … like 
people get paid to do that, but we just give our labour for free because 
we feel that strongly about these things, right? So yeah, it’s definitely a 
tough situation to be in. But I think yeah, over the past 2 months we’ve 
all definitely been feeling the minority tax a bit more than usual.” 
— Student 1
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Although faculty participants acknowledged their reliance on 
students in driving their institutional response, few were aware 
of the concept of the minority tax nor could they describe strat
egies to alleviate the burden on students. Faculty considered 
that allyship was the primary solution to alleviating the burden 
on students, whereas students saw Black faculty as the solution.

Lessons learned and hope for the future
Despite the challenges associated with the institutional 
responses, student participants remained cautiously optimistic 
that addressing anti-Black racism would remain a priority. The 
events established and improved communication channels and 
working relationships between Black students, faculty and 
leadership and created space for Black medical students within 
the institution. Students expressed hope that these events would 
have a profound and long-lasting impact on how medical schools 
react and respond to all current inequities and future injustices.

I want them to all learn that it’s okay to be the first. It’s okay to be the first, 
as long as what you’re doing is rooted in social justice. And this kind of 
extends beyond Black people, it really goes toward any type of marginal-
ized group. You know, today it’s Black people, but tomorrow might be 
somebody else. … We don’t have to wait for there to be such a critical mass 
of Black people at [medical school] before we realize we can have a Black 
application stream, you know? … And it’s okay to be brave. That’s what I 
would want them to learn. And when it comes to the next group, be brave 
with that group. — Student 3

Interpretation

Our findings highlight the shared experiences of Black medical stu-
dents and diverging perceptions between students and senior fac-
ulty administrators regarding the institutional responses and 
actions after the widespread call for organizations to commit to 
racial justice. Collectively, our findings illuminate the legacy of sys-
temic, anti-Black racism in medical education across a number of 
medical schools in Canada. Nearly all medical schools were “start-
ing from scratch” in their responses regarding anti-Black racism in 
2020. Their public statements, in response to external pressures, 
commented on longstanding issues that institutions have previ-
ously neglected to acknowledge, let alone address. In the absence 
of Black faculty, medical schools relied extensively on Black stu-
dents to guide their institutional responses. The paucity of Black 
faculty in these institutions, particularly in positions of leadership, 
is the result of historical and ongoing exclusion of Black people 
from the profession and practice of medicine through discrimina-
tory policies and practices at admissions, hiring, promotion, tenure 
and retention — known as the “leaky pipeline” for Black physicians 
in academic medicine31 and corroborates an existing body of evi-
dence about how structural racism operates in academic medicine.

Students can be powerful drivers of institutional change 
beyond the initial reactionary statements released by academic 
institutions after social injustices,32 yet it is troublesome how stu-
dents are often burdened with the responsibility to dismantle the 
systems that actively oppress them, a phenomenon known as the 
minority tax.28,33 The intense and unjust burden of the minority tax 
experienced by students in our study, a burden that senior faculty 

administrators were often unaware of, reiterates the critical 
importance of diversity and representation among medical school 
leaders to ensure the burden of work does not fall on minoritized 
students.34 Amuzie and Jia35 acknowledged how the unequal bur-
den and additional pressures on Black medical students can lead 
to limited capacity for academic and extracurricular activities and 
caution how this may indirectly affect residency selection, a pro-
cess already known to perpetuate structural racism.36–39 It is also 
worth recognizing how Black medical students took on an unequal 
burden of the collective trauma experienced from witnessing addi-
tional horrific instances of police violence and anti-Black 
racism,40,41 on top of the many additional burdens and challenges 
faced by Black medical students compared with their peers.

Our findings further highlight limitations associated with the 
public statements released by medical schools after the murder of 
George Floyd in 2020.11 Some institutions may be responding by 
modifying their policies and practices, such as admissions, but 
concerns have been articulated regarding the performative nature 
of “antiracism curricula” and the tendency to focus on educating 
individuals as a distraction from the root causes that create and 
uphold institutional racism.42 Systems-level, top–down changes 
are warranted to dismantle the deeply rooted racist ideologies and 
practices that are embedded within academic medical institu-
tions, drawing attention to how individuals in positions of power 
are often not held accountable for upholding the system.43

Much like the “skeptical optimism” described by Shim,44 stu-
dents in our study felt this may have been a unique moment in 
time for racial justice and addressing anti-Black racism to 
become clear institutional priorities.44 It will be important to con-
tinually track the progress of antiracism responses at Canadian 
medical schools and keep institutions accountable, specifically 
those designed to address anti-Black racism. A lack of racial 
diversity among medical school faculty is likely to remain a crit
ical barrier to addressing anti-Black racism in medical education, 
particularly the paucity of Black faculty in leadership positions.45 
Since a spotlight has been put on the lack of Black faculty in 
medical schools, various individuals have recently been hired 
into different roles at medical schools. Although these hires are 
critical, it is also important to consider how Black faculty mem-
bers can also experience the minority tax;46 strategies to mitigate 
such burdens should be incorporated.47

In the absence of racial diversity in academic institutions, 
whiteness remains an ideological norm that threatens inclusivity 
and campus climate, and, ultimately, impedes racial justice.23 One 
concerning finding was that faculty often appeared reluctant to 
commit to acknowledge and address anti-Black racism because of 
anticipated criticism and backlash from other groups and individ
uals — often those in majority demographics (i.e., white) — or from 
those questioning the reality of systemic racism. Likewise, faculty 
participants perceived tensions and competition to address the 
needs of different equity-deserving groups (e.g., addressing anti-
Black racism would diminish Truth and Reconciliation efforts), 
which suggests that senior faculty administrators may be viewing 
equity as a “zero-sum game” — ironically, logic rooted in colonial-
ism, capitalism, and white supremacy that has been used to 
uphold systems of oppression.48,49 In addition to the need for 
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diverse identities and lived experiences among faculty, it is clear 
that all faculty in leadership roles must also possess a founda-
tional awareness of, and clear commitment to, social justice.

Limitations
This study is limited by the absence of a Black faculty investigator 
and analytic lens. Our decision to have a white faculty investiga-
tor as part of the team was in anticipation of the faculty partici-
pants being predominantly white, given the demographics of 
senior leadership and faculty at medical schools in Canada at the 
time of the study; however, faculty responses may have differed if 
interviewed by a Black faculty member. Since interviews were 
conducted in fall and early winter of 2020, it may have been too 
early to examine responses, considering the slow pace of institu-
tional change, as participants described. Although we obtained 
rich data from student participants, several declined to partici-
pate for 2 main reasons: fear of potential consequences for speak-
ing out about their institution, if identified, and burnout and 
trauma, given what they were experiencing at the time. Several 
students were reluctant to relive such distressing experiences.

Although we attempted to recruit across all 17 Canadian med-
ical schools, we were unsuccessful in recruiting any participants 
from Quebec. The Quebec Conference of Deans of Faculties of 
Medicine declined to participate as we did not have the capacity 
to conduct the interviews in French. As such, we lack insight into 
the responses from the 4 schools in this province.

This study highlights a disconnect between student and faculty 
perceptions of institutional responses, but given the hierarchical 
structure of medical institutions, it is possible that senior faculty 
administrators were privy to more information regarding how 
medical schools responded, leading to differences in perspectives. 
Likewise, although participants provided detailed accounts of the 
actions of medical schools in responding to the presence of anti-
Black racism within medical education, this study relied on a sin-
gle data collection method. Assessing complementary data 
sources, such as institutional policies, may offer further insight.

Conclusion
The so-called “racial reckoning” of 2020 catalyzed a widespread 
awakening of institutions, including medical schools, to the ways 
in which they contribute to — and uphold — racial injustice. Med-
ical schools in Canada have historically neglected to acknow
ledge and address the longstanding anti-Black racism in med
icine. In this study, the legacy of anti-Black racism and failure to 
prioritize racial justice was evident. Institutional accountability 
remains critical, and further research is needed to evaluate the 
extent to which medical schools in Canada are successfully 
addressing anti-Black racism.
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