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R
acial justice was a dominant theme of 2020. The medical 

community has grappled with a long history of racial 

injustice, and it was heartening to see medical institu-

tions acknowledge their obligations to antiracism in reaction to 

high-profile events. Although some physicians joined Black Lives 

Matter protests or became engaged in antiracist movements, 

others may have hesitated, concerned that their hospitals and 

universities would view such activism as unprofessional behav-

iour. Such conflicts expose a tension in the CanMEDS framework. 

According to the framework, physicians, as professionals, must 

“reflect contemporary society’s expectations ... which include … 

promotion of the public good … and values such as … humility, 

respect for diversity. In their role as health advocates, they are 

called to promote the health of the communities they serve.”1 If 

advocating for racial justice is in line with our professional val-

ues, how can there be any hesitation in doing so? Yet, in practice, 

the role of professional can undermine that of advocate for phys-

icians because our current understanding of professionalism is 

not race neutral. In this article, we discuss the ways that race fac-

tors into interprofessional interactions and inpatient care, and 

argue that a change to our current understanding of profession-

alism is critical to operationalizing the recent commitments of 

hospitals and universities to antiracist work.

A White, cisgender, apolitical, heteronormative man not liv-

ing with a disability has long been upheld as the model “profes-

sional,” in line with a system that centres on “a series of charac-

teristics that institutionalize whiteness and Westernness as both 

normal and superior to other ethnic, racial and regional identi-

ties and customs.”2 However, this is not in line with the profes-

sion’s stated values.1 Professionalism is how physicians hold 

themselves accountable to patients and society. As such, it is 

imperative that physicians engage with larger conversations 

challenging what constitutes professional behaviour.2 In fact, 

we argue that our professional accountability to society 

demands our commitment to a more just, and thereby more 

healthy, society.

In a recent debate article, Boroumand and colleagues 

described uptake of the advocate role in medical education as 

“underwhelming,”3 suggesting that at least part of the reason for 

its relatively weak application in medical education is a lack of 

“role modelling”;3 that is, trainees do not see the health advocate 

role embodied by their teachers.

In contrast, the role of physician as “professional” remains a 

constant pillar of medical education. Socialization theory posits 

that occupational training includes not only knowledge acquisition 

but also identity formation4 and, for medical learners, this has 

included messaging related to becoming a “neutral physician,” 

where learners’ social identities are suborned in pursuit of becom-

ing an “impartial knower.”5 Although this concept of professional-

ism does respect diversity, it is not designed to encourage advo-

cacy in progressive movements, and particularly not the critical 

interrogation of racism within the medical profession itself.

Canadian medical education has relied heavily on lectures in 

the preclinical years and the apprenticeship model during clin ical 

training, which, for trainees, means that the culture of what is 

considered professional in medicine is strongly influenced by the 

behaviour of their sta� and seniors.6 Modelled behaviour forms 

an important part of the hidden curriculum.7 Learners’ experi-

ence of professionalism in training programs is not race neutral, 

however. Racialized residents in Canadian surgical programs 

have reported that their competence was questioned more o�en 

than that of their gender-matched peers, and they felt less confi-

dent that their reports of discrimination (o�en itself considered 

to be an unprofessional act) would lead to appropriate action 

being taken.8 Indeed, the findings of a recent qualitative study of 
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KEY POINTS

• The CanMEDS roles of professional and health advocate as 
defined seem to be at odds.

• Medicine’s current concept of professionalism is not designed 
to encourage advocacy in progressive movements or the critical 
interrogation of racism within the medical profession itself.

• It is time to challenge traditional concepts of what constitutes 
professional behaviour in medicine so that physicians can be 
equipped to advocate for a society that supports health for all.

• Although tools for embedding antiracism training into medical 
programs exist, much work remains for Canadian institutions to 
firmly embed antiracism into medical education.
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US physician-trainees considered underrepresented in medicine 

suggest that racialized students must actively work to dismantle 

harmful stereotypes to be able to align their professional (phys-

ician) and racial identities.9

Although medical training curricula certainly include race and 

racism as determinants of health, whether they adequately pre-

pare trainees to act in solidarity with and to actively advocate for 

structural improvements for a�ected communities is less clear. 

Institutions have been o�ered an opportunity to reflect on their 

complicity in unjust structures through the recently released 

recorded comments made by health care professionals to Joyce 

Echaquan, an Indigenous woman who died in a Quebec hospital, 

as well as emerging evidence of the complex and disproportion-

ate e�ects of the coronavirus disease 2019 pandemic on the lives 

of racialized people.10 Many institutions have o�ered statements 

condemning racism in medicine.11 Yet such institutions, if they 

are concerned with the public good, must also be willing to sup-

port physicians who are politically engaged to further antiracism 

as medical professionals. Advocacy activities — including pub-

licly protesting, grassroots organizing and engaging in academic 

discourse — are all valid parts of physician identities.

One barrier to broadening the concept of medical profession-

alism may be the profession’s timidity in tackling racism within 

its ranks. Rather than acknowledge the di�icult issue of racism, 

institutions talk instead about increasing diversity.12,13 The 

Canad ian Federation of Medical Students’ broad definition of 

diversity — encompassing “diversity in culture, ethnicity, gender, 

sexuality, physical ability, geography, religion and socioeconomic 

status”13 — gives insight into how specifically naming and 

addressing racial inequity within the profession can become di�i-

cult. By focusing broadly on improving diversity, an institution 

can claim to have addressed the problem without even tackling 

racism, which may actually compound racial oppression.

Antiracism training in Canadian medical education is not well 

established, but there are many institutions that are actively 

engaged with this work. For example, the University of Manitoba 

Rady Faculty of Health Sciences has an Indigenous health cur-

riculum that includes antiracism content, and the Temerty Fac-

ulty of Medicine at the University of Toronto recently stated 

plans to “expand antiracist education in our learning, research 

and clinical spaces and focus on cultural safety for Black and 

Indigenous learners across our institutions.” Such initiatives sup-

port the idea that antiracism is an important part of medical edu-

cation. Expanding service-learning programs to explicitly include 

social justice advocacy may serve to normalize this work as part 

of medical professional practice for nonracialized and racialized 

physicians alike.

Universalizing and normalizing a racial-justice approach to 

health care will foster better patient care. Professionalism itself 

must include advocacy. Although medical professionals may not 

agree with each other or their institutions, we are united in our 

obligations to the public good. As such, physicians must be sup-

ported in breaking free from narrow notions of professional 

behaviour to engage with the work of racial justice. We cannot be 

neutral when the stakes are as high as the health and well-being 

of our patients.
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