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- Anais Nin quoting the Talmud, 1961

“We don’t see the world 
the way it is – we see it 

the way we are..”
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Objectives and Outline

▪ By the end of this session participants will:

▪ Be introduced to the concept of anti-oppressive practice

• Be aware of the ways in which the practice and profession of medicine has complicit in 
upholding forms of oppression, using racism as the primary example.

• Have reflected on the biases we are left with and how we react with fragility when they are 
exposed.

• Have considered approaches for dealing with complex societal (health) issues.

• Be aware of the language and terminology that is being used by the Dalhousie Faculty of 
Medicine to better describe the complex and dynamic approaches to equity, diversity, inclusion, 
and accessibility in 2022.



z Disclosures

▪ I have no financial or other 

material conflicts of interest 

related to this topic.

▪ I am not a member of a speakers’ 

bureau.

▪ Photos have been taken from 

sources labelled as creative 

commons licenced. 



z Disclosures
▪ I am neither critical race theorist nor lawyer nor ethicist nor anthropologist nor historian. All of what I say today 

has been said before me by others who have carried the struggle of anti-racism work for decades. 

▪ I am a fierce advocate for the collection of race-based population-level data related to health and social 

outcomes.

▪ There are myriad ways to present the content I am about to share with you. The central concept – of race as a 

social construct – remains indisputable. 

▪ Some of what I share with you today will be deeply challenging for some of you. 

▪ I am learning every day. Still. 
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The damage done by the artificial construct of 
race has been immense.

Sadly, medicine has not been immune. 
In fact, physicians were the key developers of 

these racist ideas in the 1700s.
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Dr. Benjamin Rush, Founding Father of 
the United States of America

▪ Taught his medical students that Blackness was a disease like 

leprosy. And so should be cured. In favour of whiteness.

▪ “Racial Scientists” existed in the US in the 1800s
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Scientific racism extended to medicine…

▪ Eugenics: “good breeding” –

popularized in Europe and North 

America in the 1920s and 1930s. 

Discredited in 1940s post WWII. 



z

Eugenics had some very 
popular proponents.
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Race was used to 
“explain away” the very 

necessary and 
appropriate anger felt 

and expressed by Black 
men during the civil 

rights movement in the 
1960s.
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Includes human rights violations in Canada up until 
recently…and ongoing.
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The notion of race as a biological and genetically 

important entity has been persistent in medicine despite 
being repeatedly debunked…
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zUpdate!

▪ As of mid-2021 the race-modifier 

previously used to calculate eGFR in 

Black patients in the US was removed 

(ASN-NKF 2021). 

https://jasn.asnjournals.org/content/jnephrol/32/12/2994.full.pdf?with-ds=yes
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The challenge is that the concept of race has 
our attention, as a profession, but for the 
wrong reasons. It has no biological utility, and 
undermines our attempts at “evidence-based 
medicine”.

This critically changes how we teach 
epidemiology and genetics.  
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Prison populations
High school 

graduation rates
Children in “custody of 

the state”
Chronic disease 

statistics
Premature death rates

Poverty rates
Chronic pain statistics

When racism has set up the institutional 

structures that support life to preference 

and privilege opportunity to those of a 

certain skin colour – and often without 

any of our understanding or awareness –

then how can life ever succeed?
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The damage done by this 
artificial construct has been 

immense.



(Implicit) biases are rooted in the 
unconscious. 

20

Cannot be accessed, altered, or removed. 

Are the result of real need for rapid information processing, layered with 

multiple messages over generations regarding simple algorithms: dark 

= bad, light = good. Like = not dangerous, different = dangerous…etc. 
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The concept of race has so insidiously and 
completely penetrated our every institution 

that it very nearly has become part of the air 
we breathe.

It also manifests in such a way that we forget, 
regularly and repeatedly, that structural white 
supremacy is the organizing framework from 

which racism arises.  
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▪ "Sadly this is not shocking to 

me," Hajdu said. "Racism is 

not an accident. The system 

is not broken. It was created 

this way. And the people in 

the system are incentivized 

to stay the same.“

▪ Minister Patty Hadju, 

October 2020



z What does it all mean?

▪ “decolonizing” medical curriculum – means acknowledging that 

medical education often arises from a dominant world view which 

clouds our capacity to see the world as it is – clouds our capacity to 

see and realize diverse realities and their causes (Bhandal, CMEJ 

2018)

▪ Who wrote our text books? Who chose them? How do they truly represent 

“universal” as opposed to “white-centric?” “hetero-centric?” “able-centric?”
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Who 
defines the 
“universal” 

story?
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How do you deconstruct 
something that is so perfectly 
constructed as to undermine 

every attempt to remove it????

▪ Often the question is framed as “how do we 

‘add diversity’ to discussion of cases?”

▪ What types of diversity

▪ What happens if we miss “groups”

▪ What happen if our representation is 

wrong? 

▪ How will we know if we got it right?

• What if the question is, instead:

• How do we remove “hegemony” 
from our cases – dominant 
sociopolitical narratives, 
colonial narratives, from our 
educational and practice 
content?
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John Sylliboy, Mi’kmaw Educator,  at IKEA Halifax, 
2021

▪ “A lot of people often misunderstand that we are building Mi’kmaq symbols and art into 

an IKEA space, when really it’s the other way around. It’s IKEA integrating into a space of 

Mi’kmaq.”



z The 
specifics 
triggers 

and traps 
of 

language: 

▪ Part of the trap of racism and other constructs is 

that they attempt to cloak many oppressive 

activities in either extremes or softenings of 

language, including through language (and history 

of language) omissions:

▪ Examples: 

▪ “Structural white supremacy”

▪ “Microaggression”

▪ “Caucasian”

▪ Absence of “white” from discourses on race!
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The absence of the 
impact of whiteness from 
the discourse on racism 

extends the perverse 
way in which whiteness 

defines racism. 
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Introducing “White Fragility 
Clinic” at the FoM

▪ “Safe Spaces for White 

Questions” – Dr. Ajay 

Parasram (Fernwood 

Publishing)

▪ Our discomfort with language 

will interfere with our capacity 

for meaningful and enriching 

dialogue. 

▪ This is practice space!
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A word on narrative – a tale of three definitions

▪ Anti-Racist (differs from ‘not racist’ (active vs passive))

▪ Anti-Discrimination

▪ Anti-Oppression – the attempt to remove multiple and overlapping forms of oppression from 

a system, institution, or individual experience. Anti-oppression recognizes that people hold 

multiple identities at once, any or all of which may have them subjected to compounding 

forms of oppression (or privilege). Anti-Oppressive Practice (or Care) then looks at the 

dynamics of power at play when oppression is occurring, and seeks instead to replace power 

imbalance with equity, empowerment, affirmation, and inclusion (see Burke and Harrison).

▪ Rel – cultural safety, cultural humility, cultural competency, cultural blindness, etc etc. (see AFMC 

Primer) – care is taken, in culturally safe or humble care, to acknowledge and remedy the power 

differentials attendant in the multiple identities of the patient and provider



z More on narrative and language

▪ Changes about every five years! (Dr. Lynette Reid)

▪ Each change is (usually) an attempt to come empirically closer to 

an accurate description of the phenomena at change

▪ See the Language Matters guide published by the Student 

Diversity and Inclusion Committee (2022) for tips…

https://cdn.dal.ca/content/dam/dalhousie/pdf/faculty/medicine/depar

tments/core-units/cpd/FacDev/LanguageMattersSDIC2022.pdf

https://cdn.dal.ca/content/dam/dalhousie/pdf/faculty/medicine/departments/core-units/cpd/FacDev/LanguageMattersSDIC2022.pdf
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z WOKE

More on narrative and 
language:
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A word about 
“backlash” – another 
manifestation of white 

fragility  - the “anti-
woke medicine” 

movement
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The tactics used by the “anti-woke medicine” movement are 
identical to those used by the anti-vaxx, anti-fluoride, and climate-
change-denial movements: 

▪ Reframing of language - eg “inclusion for all” to 

suggest that anything that is not “equal” is 

“reverse racism”

▪ Claims that medicine is “lowering the standard” 

rather than acknowledging a) that the standard 

was biased from the beginning and b) that 

“different” and “lower” are not the same thing!

▪ Betrays a fundamental misunderstanding of 

“equal” versus “equitable” treatment – basic 

health promotion concepts

▪ (Note that the teaching of critical appraisal skills in 

medicine may need to be amended to incorporate 

these 21st century phenomena regarding 

misinformation)
This Photo by Unknown Author is licensed under CC BY-SA-NC

https://rulenumberoneblog.com/2015/07/23/taxonomies-of-denial-ways-we-subtly-reject-evidence-based-practice-pt-1-epistemological-denials/
https://creativecommons.org/licenses/by-nc-sa/3.0/


z

Claiming the “moral upper hand” 
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We must 
be myth 
busters

▪ Many of us actually have NOT been exposed 

to these concepts in our previous 

studies/careers

▪ We/I/they believe they know what is “true” 

based on what they have “heard”

▪ Our new understanding of race/racism 

will challenge us to look differently at 

every institution we hold dear.

▪ Similar challenge must be offered against 

constructs of gender, ability, and age. 
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Examples of 
action…
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1) Engage specifically with anti-Black and 
anti-Indigenous Racism

▪ Dr. Brent Young, Academic 

Director, Indigenous 

Health

▪ Dr. OmiSoore Dryden, JRJ 

Chair in Black Canadian 

Studies.

▪ Dr. Leah Jones recently 

hired as the Academic 

Director, Black Health!
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2) Normalize

▪ Normalize a variety of realities by adding labels to all cases, not only 

those that are “non-white, non-cisgendered, non able-bodied”

▪ “Joe Briggs is a 56 yo white able-bodied person who identifies as 

male and presents with right-sided weakness of 2 days duration.”

▪ “Rihanna Tyndall is a 22 yo Indigenous able-bodied person who 

identifies as two-spirited and presents with a cough that has 

persisted for 6 months.”

▪ By presenting in a normalized and routine way as many realities as 

possible, we present all realities as valid, and avoid the presumption of 

one narrative being dominant over others. 

▪ The labels should describe characteristics that may be important in 

how a patient is initially greeted/met, but nothing more (eg income and 

education levels not necessary!). 
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“Race-neutrality” is not a thing!

▪ Even when we think we are being “race neutral”, if we claim neutrality by 

failing to acknowledge the “credential of whiteness” and the role it plays, 

then we are already racially active/complicit/biased (Tiako et al, JGIM 

2021).



z

3) Ask critical questions. Critique!

▪ Who got to decide this?

▪ Why isn’t there more outrage?

▪ Why didn’t AP offer more critique of the 

illegitimacy of the underlying assumption? 

Why didn’t they name explicitly that race is 

understood to not have any biological basis?

▪ Where were the NFLs own medical 

professionals during this? What have they 

been doing to debunk these falsehoods?
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Same. 
Questions. 



z 4) Hone in on a key issue –
“Microaggressions”

▪ Microaggression/microinvalidation – versus “macroagressions”(ie those which are 

obvious)

▪ “Things that make you go…‘hmmmm’”

▪ Susan Francis is a 46 yo able-bodied person who identifies as female and mixed 

race (Chinese and African). She is in your office today for immunizations related to 

an upcoming trip. She is having a pleasant conversation with your secretary when 

you come to the waiting room to get her. As you walk up, you hear your secretary, 

who is white, say to her, “I just can’t get over how curly your hair is. Don’t you find it 

difficult to manage?” “No, not at all,” says Susan, with a smile. 

▪ Discuss. ☺
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Microaggressions happen when…

▪ When something gets said, even without intent, and has the effect of 

reminding the recipient that they are not part of the “dominant” culture.

▪ “Black curly hair = difficult. Black + Curly + Difficult = bad? Bad = White (hair?) is much better? 

Better = I would be better if I was white/things would be better if I was white?”

▪ This is the wondering that starts when a microaggression is experienced. 

▪ “Where are you from?” (“Can I not just be from here, like everyone else?”)

▪ Your English is so good! (“I know you just tried to compliment me, but, uh, I 

don’t know any other languages?”)

▪ You are so normal for a gay person! (“!!!!!!!!!!!!” “So...‘straight’ is normal and 

everyone else is – not?????”)
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5) Time 
out to talk 

▪ Discuss issues of diversity in a format 

deliberately intended to get to the heart of 

diversity and inclusion issues and the dominant 

narratives that shape them. 

▪ “safe spaces” concept – discussion leaders have 

to be comfortable to invite a diversity of viewpoints 

and experiences here.

▪ Acknowledge – “white fragility”; “weaponization” of 

race, and other difficult but important experiences

▪ Be an ally to minority students in this setting. 

▪ Take a critical perspective. “Are we sure we 

treated this patient according to their own reality 

and not ours?”
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Reflexive questions for 
Anti-Oppressive Practice:

1. In all interactions/situations, have I thought 

about power, privilege, and social location and 

how it impacts my actions?

▪ Who got to decide? Who gets to decide? 

Who’s voice is the loudest here? Is it my 

patient’s? My own? The system’s?

2. Have I questioned/challenged dominant ways of 

thinking to transform power towards equity?

3. Have I ensured the actions I have taken are 

equitable, collaborative and power sharing?

4. How can I promote anti-oppressive actions at an 

institutional or systemic level? 
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6) Challenge Meritocracy

53

Definition (Merriam-Webster): 
a system, organization, or 
society in which people are 
chosen and moved into 
positions of success, power, 
and influence on the basis of 
their demonstrated abilities 
and merit

Michael Young, author of The Rise of the Meritocracy. Photograph: Charles 
Hewitt/Picture Post/Getty Images; courtesy of the Guardian, October 2018
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7) RETHINK CLINICAL 
ALGORITHMS

Woah. This is big. 



z

8) Don’t gaslight. Ever. 

This is a hideous way to treat people. 
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Institutional betrayal as a threat to EDI work

Institutional betrayal is the term used to 

describe the negative experiences of 

members of an organization when the 

organization fails to act according to its 

stated values or rules. (Freyd)

Related to white fragility. 

- Disorientation – cognitive dissonance 

associated with continuing to want to 

believe that the organization will do the 

right thing, while experiencing harm at 

the hands of the same organization

- Self-doubt – about their capacity to 

understand negative occurrences that 

might be happening to them 

- Loss of confidence related to self 

doubt.

- Anxiety – about work performance and 

about being in the work environment. 

- Depression

- Suicide
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Replace 
institutional betrayal 

with institutional 
courage (Freyd)

Fundamentally decide that the 

individual’s story has merit. 



z Treat every 
individual’s story as 
though it has merit.  

The tropes of institutional betrayal: 

▪ “There’s two sides to every story.”

▪ Yes. But they are not always equal. 

▪ “This seems like a case of ‘he-said-she-said’,”

▪ Or is it a case of “she said and no one 

cared?”

▪ “Yes, but you know how they are.”

▪ Yes – but that doesn’t mean that they are 

wrong.
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9) How we welcome people into 
our spaces and encounters 

might – might – change 

everything. 



z

How can we create 
welcome?

This Photo by Unknown Author is licensed under CC BY-SA-NC

https://hiveonline.org/infant-feeding-lactation/
https://creativecommons.org/licenses/by-nc-sa/3.0/


z The ‘catch’.

The question is also a promise. A promise of 

protection. 

You have to mean it. 
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If we did not create this reality, we 
have inherited. 

▪ Be real and informed about what it is. 

▪ Your work is not necessarily to become an expert in these fields. 

Your work is to simply be deeply awake to the impact of these 

concepts and also your unique impact on those around you. 

This Photo by Unknown Author is licensed under CC BY-SA

https://commons.wikimedia.org/wiki/File:Awake.jpg
https://creativecommons.org/licenses/by-sa/3.0/
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THANK YOU for your 
attention!

gwatson@dal.ca
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