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Exploring Equity in Canadian Undergraduate Medical
Education Admissions
The diversity in the Canadian population is not reflected in the intake of
medical students or the physician population. Although there is greater gender
balance than in the past, other underrepresented groups are not making the
same strides. This note reports on the preliminary steps in a five-year plan to
provide evidence for modifying undergraduate medical student selection
processes that support equitable access to medical programs for underrepresented groups using the principles of inclusive education.
Historically, white, middle-class men held the overwhelming majority of
seats in Canadian medical schools (Blishen, 1991). Despite the so-called feminization of medicine in Canada, the United States, the United Kingdom, and
elsewhere (Notzer & Brown, 1995; Paik, 2000), female students, like their male
counterparts, tend to be a socially privileged group (Bellaire, Malhotra,
Mrkobrada, & Touw, 2002; Bickel, 2000, 2001). Canadian undergraduate medical students are disproportionately white, urban, middle-class women and
men with advanced educational preparation, and with well-educated parents
who hold professional or high-status jobs, and live in neighborhoods where the
median family income is in the top quintile of the Canadian population (Dhalla
et al., 2002). Black and Aboriginal women and men, gays and lesbians, the
differently abled, and those from rural and socially or financially disadvantaged backgrounds are among those who continue to be underrepresented
in Canadian medical programs.
A complex web of reasons explains why some groups are underrepresented
in medical schools. Often cited are financial obstacles that are intimately linked
to other social, geographic, and educational disadvantages (Bellaire et al.,
2002). To support students from recruitment through to successful completion
of their program, academic medical centers have responded in a variety of
ways. For example, recent attention has focused on establishing preadmission
schools (Searle, 2003; Strayhorn, 1999, 2000), using innovative recruitment
strategies (Curran & Rourke, 2004; Frankl, 2003), hiring diverse faculty who
model values and attitudes of equity and social justice (Frankl, 2003; Mclean,
2004), deeply incorporating diversity into the curriculum (Baez, 2004), and
warming chilly classroom and clinical climates (Beagan, 2001). Collectively,
such examples form the basis of inclusive education.
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Inclusive education provides an action-oriented framework for thinking
through a multifaceted response. Inclusive education recognizes the qualitative value of justice, the importance of sharing power and decision-making,
and the need to expand mainstream knowledge to include the knowledge,
experiences, and concerns of all social groups (Dei, 1996, 1998; Vlachou, 2004).
Inclusive education is concerned about curricular content, faculty composition,
classroom climate, teaching and learning strategies, and, important to this
study, access to educational institutions.
Those who support inclusive medical education identify five reasons for
diversifying the intake of undergraduate medical students: quality medical
education, better health care, improved health outcomes, advances in medical
research, and enhanced business outcomes (Cohen, 2003; Lakhan, 2003; Reede,
2003).
Addressing the underrepresentation of marginalized groups is also a timesensitive issue. Many immigrant, Aboriginal, northern, isolated, and rural
communities will for the foreseeable future need an influx of qualified
physicians. Second, medical education is a protracted process. Although
credentialing foreign-trained physicians is one important solution, a long-term
plan is required to achieve greater and sustained change. Taking stock of and
modifying current undergraduate admissions procedures is a practical step
toward resolving the underrepresentation of historically marginalized groups
in medicine.
Canadian medical school admission procedures are bound by many institutional texts that operate at and beyond each local context. Extralocal texts such
as accreditation standards, professional medical regulations, and the Human
Rights Code of Ethics regulate how schools create and administer selection
processes with regard to sex, race, disabilities, and other categories of difference. To date, there are no published studies that examine how and under
what conditions Canadian medical schools interpret these extralocal texts in
constructing admission policies and procedures.
Studies indicate that medical schools in the US, UK, and Australia have
responded to judicial, political, and public calls for equity by implementing
quota solutions. Affirmative action, for example, is a tool used by many US
universities to promote racial diversity in the student body. Debate is ongoing
about the value and effectiveness of race-conscious policies (Berliner, 2001;
Bollinger, 2003; Bowen & Bok, 1998; Clawson, 1999; Cohen, 2003; De Ville, 1999;
Reede, 2003; Thernstrom, 1997). Focusing on a single category of difference
does not, however, take into account the interconnectedness of race with other
categories of human difference such as sex, religion, sexual orientation, and
place of birth or residence. Moreover, strategies that “add on” race do not get
at the deeply embedded relational practices of inclusion and exclusion in the
admission procedures.
The first phase of this research provides a baseline survey of the kind and
quality of expressed commitment to equity and the various criteria used in
ranking applicants to Canadian medical school programs. Data were collected
from two sources: (a) equity policies on student admission from the central
administration Web sites of all Canadian universities with a medical school;
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and (b) medical school application packages and other related Web-based
materials available to potential applicants.
Data are being sorted and put into a searchable database using Microsoft
ACCESS. Coding and analysis draw from the findings of a US national survey
of admission practices in nonmedical health educational programs (Agho,
Mosley, & Williams, 1999). This survey found that programs use a combination
of cognitive and noncognitive factors in selecting students for admission.
Higher priority was placed on cognitive factors (e.g., overall GPA and GPA in
foundation courses) than on noncognitive factors (e.g., desire to work in an
underserved area) in rank-ordering applicants. These rankings provide insights into the institutional beliefs and assumptions about what constitutes the
ideal candidate.
Analysis of the current data will generate working theories about the points
of disjuncture between the expressed commitment to equity and the underrepresentation of some groups in medical school admissions. These findings
together with literature on institutional ethnographic studies of the relational
processes will lay the essential groundwork for mapping the admission processes. The goal of the larger project is to provide the basis for a politically literate
understanding of the medical admissions processes, the mechanisms and practices of inclusion and exclusion, and the conditions for change.
Acknowledgments
I acknowledge the support of the SSHRC/Vice-President’s Research Grant at Memorial
University. I am indebted to Vanessa Gibbons for her able research assistance and to Cathy
Peyton for our clarifying conversations.
References
Agho, A.O., Mosley, B.W., & Williams, A.M. (1999). A national survey of current admission
practices in selected allied health educational programs. Journal of Allied Health, 28(1), 8-14.
Baez, B. (2004). The study of diversity: The “knowledge of difference” and the limits of science.
Journal of Higher Education, 75(3), 285-306.
Beagan, B. (2001). Micro inequities and everyday inequalities: “Race,” gender, sexuality and class
in medical school. Canadian Journal of Sociology, 26, 583-610.
Bellaire, J., Malhotra, J., Mrkobrada, M., & Touw, A. (2002). Canadian medical students voice
their concerns. Canadian Medical Association Journal, 167(3), 235.
Berliner, H. (2001). Medical education: School daze. Health Services Journal, 111(57), 30-31.
Bickel, J. (2000). Encouraging the advancement of women. JAMA, 283(2), 671.
Bickel, J. (2001). Gender equity in undergraduate medical education: A status report. Journal of
Women’s Health and Gender-Based Medicine, 10(3), 261-270.
Blishen, B.R. (1991). Doctors in Canada. Toronto, ON: University of Toronto Press.
Bollinger, L.C. (2003). The need for diversity in higher education. Academic Medicine Journal of the
Association of American Medical Colleges, 78(5), 431-436.
Bowen, W.J., & Bok, D. (1998). Why race-conscious admissions make sense. College Board Review,
186, 8-11.
Clawson, D.K. (1999). Challenges and opportunities of racial diversity in medical education.
Clinical Orthopaedics and Related Research, 362, 34-39.
Cohen, J.J. (2003). The consequences of premature abandonment of affirmative action in medical
school admissions. JAMA, 289(9), 1143-1149.
Curran, V., & Rourke, J. (2004). The role of medical education in the recruitment and retention of
rural physicians. Medical Teacher, 26(3), 265-272.
De Ville, K. (1999). Trust, patient well-being and affirmative action in medical school admissions.
Mt. Sinai Journal of Medicine, 66(4), 247-256.
Dei, G.J.S. (1996). Anti-racism education: Theory and practice. Halifax, NS: Fernwood.
Dei, G.J.S. (1998). Taking inclusive education seriously. In V. D’Oyley & C.E. James (Eds.),
Re/visioning Canadian perspectives on the education of Africans in the late 20th century (pp. 60-78).
Toronto, ON: Captus Press.

195

D.L. Gustafson

Dhalla, I., Kwong, J., Streiner, D., Baddour, R., Waddell, A., & Johnson, I. (2002). Characteristics
of first-year students in Canadian medical schools. CMAJ, 166(8), 1029-1035.
Frankl, S.N. (2003). Creating a culture for diversity—A necessary reality for survival. Journal of
Dental Education, 67(9), 1042-1045.
Lakhan, S.E. (2003). Diversification of U.S. medical schools via affirmative action implementation.
BMC Medical Education, 3(1), 6.
Mclean, M. (2004). Is culture important in the choice of role models? Experiences from a
culturally diverse medical school. Medical Teacher, 26(2), 142-149.
Notzer, N., & Brown, S. (1995). The feminization of the medical profession in Israel. Medical
Education, 29(5), 377-381.
Paik, J.E. (2000). The feminization of medicine. JAMA, 283(5), 666.
Reede, J.Y. (2003). A recurring theme: The need for minority physicians. Health Affairs Project
Hope, 22(4), 91-93.
Searle, J. (2003). Equal opportunity does not produce equity: (Not) getting into medical school.
Medical Education, 37(4), 290-291.
Strayhorn, G. (1999). Preadmissions programs and enrollment of underrepresented minority
students before and during successful challenges to affirmative action. Journal of the National
Medical Association, 91(6), 350-356.
Strayhorn, G. (2000). A pre-admission program for underrepresented minority and
disadvantaged students: Application, acceptance, graduation rates, and timeliness of
graduating from medical school. Academic Medicine, 75(4), 355-361.
Thernstrom, S. (1997). The end of preferences: Behind the UC admissions controversy. CEO Policy
Brief, 21.
Vlachou, A. (2004). Education and inclusive policy-making: Implications for research and
practice. International Journal of Inclusive Education, 8(1), 3-21.

196

