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Abstract

As the long-standing and ubiquitous racial inequities of the United States reached national attention, the public health commu-
nity has witnessed the rise of “health equity tourism”. This phenomenon is the process of previously unengaged investigators
pivoting into health equity research without developing the necessary scientific expertise for high-quality work. In this essay,
we define the phenomenon and provide an explanation of the antecedent conditions that facilitated its development. We also
describe the consequences of health equity tourism — namely, recapitulating systems of inequity within the academy and the
dilution of a landscape carefully curated by scholars who have demonstrated sustained commitments to equity research as
a primary scientific discipline and praxis. Lastly, we provide a set of principles that can guide novice equity researchers to

becoming community members rather than mere tourists of health equity.
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Defining health equity tourism

Diversity. Equity. Inclusion. Anti-Racism. Intersectionality.
These are words with rich meanings, theoretical traditions,
and scholarly legacies that are meant to inform the practice
of pursuing cross-disciplinary justice, grassroots organizing,
political advocacy, and scientific inquiry. Recently, they have
also become buzzwords that have been shuffled into seem-
ingly meaningless acronyms at healthcare institutions and
research organizations. These same words are surfacing in
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requests for applications at major funding agencies and calls
for papers from top health journals. The nascent fervor of
soliciting equity-influenced work is linked to a magnification
of racial injustice that has given a fresh lens for individuals
who had not previously engaged in the work. This ideologi-
cal shift has influenced funding streams, leaving academic
researchers clamoring to adapt to these current shifts in the
priorities of funding agencies and journals, and creating a
predatory co-opting of scholarship that has been rigorously
studied by equity scholars and social scientists for decades.
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It is in this environment that we witness the evolution of
the “health equity tourism” phenomena. We define “health
equity tourism” as the practice of investigators—without
prior experience or commitment to health equity research—
parachuting into the field in response to timely and often
temporary increases in public interest and resources. Health
equity tourists fail in developing an enduring equity-focused
research arms because they are reactionary rather than pro-
spective. Tourists come to equity work because they recog-
nize it is a viable option for research productivity and fiscal
return rather than a long-standing commitment to health jus-
tice. Indeed, this type of academic tourism is often a definite
departure from primary research focuses, framing “health
justice” as a fruitful landscape waiting to be cultivated.
Oftentimes, these scholars seek to “retrofit”, or adapt exist-
ing structures and research practices for health equity work,
rather than build the necessary transformative infrastructure
required for and sustainable health justice.

Antecedents to health equity tourism

A recent article in STAT news, brought attention to the
issue of health equity tourism [1]. In that article, one of the
common defenses used by tourists for pivoting into health
equity research surfaced — an immediacy to address severe
injustices. Notwithstanding good intent, it is impossible to
separate the altruism buttressing this work from the perverse
incentives that motivate academic publishing and eventual
academic success. The capitalist society that researchers
occupy concurrently influences academic job markets and
tenure pipelines. In academic healthcare institutions and
schools of public health, we are encouraged to generate large
volumes of research published in high-impact journals to
maintain our jobs and advance in our careers. This structure
incentivizes scientists to latch onto current ‘hot topics” and
makes it impossible to distinguish elements of altruism from
career-benefiting extraction.

A similar phenomenon is seen in international health
research where scholarship led by North American and
European scientists extracts data from Africa, Asia, the
Caribbean, or the Pacific Islands without meaningful sci-
entific collaboration with authors from those regions. The
omission of stakeholders from countries where such studies
take place is not only parasitic, it is detrimental to the qual-
ity and validity of the science. However, when a manuscript
includes data from low and middle-income countries, some
journals and scholarly outlets may evaluate the inclusion of
authors from these nations prior to publishing. The guideline
of appraising work for global inclusion is generally accepted
as a best practice in global health [2]. Imperfectly as it may
be applied, this practice provides an instructive baseline to
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critically review the recent surge in scholarship branded as
health equity research.

Historically, health equity research was an under-
resourced field primarily comprised of people of color;
individuals who shared ethnoracial backgrounds and lived
experiences with the populations most harmed by systemic
racism and healthcare discrimination. Now, as certain schol-
ars (often white) pivot into this space, they do so without
acquiring the necessary skills to produce high-quality work.
They are individuals who are experts in other fields but nov-
ices in health equity research—whose hubris assumes that
skills developed in other contexts are directly transferable
to studying equity.

In fact, there is a robust scholarship detailing how meth-
ods commonly used in public health are not appropriate for
studying systemic racism [3-5] and disciplines of methods
research dedicated to adapting justice-based theoretical tra-
ditions (i.e. critical race theory and intersectionality) [6, 7].
“Community members” of the health justice environment,
individuals who primarily focus on this work recognize,
engage with, and advance this scholarship in the process of
understanding barriers to health equity and addressing them.
As such, the fundamentally different research practices of
“tourists” have direct implications on the quality of the sci-
ence and future of the field.

Ramifications of health equity tourism

Without an appreciation of these challenges, “tourists” are at
risk of polluting the health equity landscape and riddling the
academic record with ineffectual, and potentially harmful
studies that mischaracterize root causes of health inequi-
ties and obfuscate potential solutions. For example, in the
specific context of racial inequities for covid-19, several
studies pursued genetic causes [8, 9] for the disproportion-
ate mortality burden experienced by Black, Hispanic, and
Latino/a/e, citizens in the United States. This is in stark
opposition to two-well developed bodies of scientific lit-
erature; 1) that social inequities are among the main drivers
of infectious disease burden [10, 11], and 2) that race is
not a meaningful grouping for genetic similarity [12, 13].
Thankfully, and perhaps because of the recent interest in
racial equity, strong studies have materialized that actually
interrogate how social inequities cause disproportionate
mortality burden in covid-19, including hospital system
segregation [14], sequestration of racially oppressed groups
into occupations with high transmission risk [15-18] and
medical mistrust [19-21]. However, this speaks to another
ramification of equity tourism, dilution. With the influx of
tourists, “community members” of the equity space are at
risk of being outnumbered and so are their work products.
Coupled with whose voices tend to be amplified in public
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discourse, this leads to a landscape where laypeople and
scholars alike are forced to sift through a muddied pool to
identify evidence that can be appropriately used to catalyze
equity advancement. While we hope that the current moment
of racial equity becomes a sustained movement, if current
fervor dies and tourists return home, pollution and dilution
are destructive and costly. Community members will have
to spend effort correcting poorly conceived studies before
being able to move forward. Such work also contributes
to the growing concern of research waste [22], expending
resources on studies that sustain the academic publishing
industry without improving health equity.

From tourist to community member, guiding
principles and practices: (A specialist’s
handbook)

It is our hope that the new emphasis on health equity
research becomes a sustained commitment to achieving
health justice. For that to happen, tourists must become com-
munity members and develop practices that foster a contin-
ued engagement with justice through science. To that end,
we outline the following guiding principles.

Principle 1: Equity is fundamental

A community member framework is one that views equity
as a fundamental goal of all scientific inquiry related to
health, as opposed to an enterprise only tangentially related
to their core research agenda. This framework requires that
we proactively and continuously evaluate how elements
of our practice and research may disproportionately affect
oppressed communities. For example, in the case of a new
planned intervention, the design phase must be scrutinized
for how it will not only affect the average or “typical”
patient, but also patients who don’t have routine access to
care, lack economic resources [23], do not speak the domi-
nant language [24], or are disabled. These individuals are
frequently excluded from clinical trials, thereby obfuscating
how potential interventions and recruitment strategies might
perform among immigrant communities or “hard-to-reach”
populations who represent various groups of historically-
excluded peoples.

Science in healthcare is not neutral or apolitical; our
research can either mitigate or contribute to systems of ineq-
uity. As an inaugural step towards adopting this framework
view, novice equity researchers can consider the following
questions to help understand the implications of their work.
These questions will help investigators identify where their
work might fall along this spectrum and strategize on how
to shift it more toward justice:

Question 1: Who is represented in the study?

The reliance on “statistically significant” findings to deter-
mine the importance of our work generates an environment
where the largest groups are regarded as most important.
This assumption exists in opposition to centering the needs
of historically-excluded groups—who are often underrepre-
sented in data sources due to inequitable healthcare access
and provider discrimination. In fact, the dominance of large
groups in contemporary statistical methods and poor data
quality due to systemic discrimination are cited as major
challenges to fairness in prediction models, which are pro-
liferating in clinical practice [25]. It is important to note
that in many ways, this dominance is by design; in their
book, “White Logic, White Methods,” Zuberi and Bonilla-
Silva trace the eugenicist origins of statistical thinking and
demonstrate how statistical methods, particularly those used
to study race, perpetuate white supremacy [3]. Even in the
common approach of identifying reference groups, we often
frame white people as the “norm” or standard, implicitly cir-
cumscribing what is possible for other groups with a white
lens. By applying “white logic”, we cause the relegation
of smaller, historically-excluded groups to the limitations
sections of studies, or in the case of Indigenous American
populations, statistical genocide and the near erasure from
the scientific record [26, 27]. Eliminating the practice of
neglecting historically-excluded groups for the convenience
of statistical properties is a minimum prerequisite to incor-
porating equity as a fundamental component of research.
So, too is more inclusive recruitment and community-
engagement strategies that strengthen our ability to conduct
research with these groups.

Question 2: How can this work cause harm?

Research can cause harm in a variety of ways. Even when
included in data for a study, published work on historically-
excluded groups that is not conducted with or led by mem-
bers from that group may contain spurious claims that per-
petuate bias in science, thus promulgating harm that has
already been caused by researchers. Second, when research
is published, especially in the leading medical journals, the
media and public tend to take the publication as “word” or
“truth.” Not all that is published is correct, and some can be
damaging. For example, during the COVID-19 pandemic,
there were several published examples (including in leading
medical journals) that claimed a link between biology and
pathophysiology of being Black to an increase in Covid-
19 [8]. Scholarly journals have the responsibility to clearly
articulate that racism is the mechanism by which racial cat-
egorizations have biological consequences. There are no
pathophysiological differences between racial groups. Racial
and ethnic inequities are caused by society (structural and
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institutional racism) and not directly by genes [9, 28-30].
Continuing to publish science that erroneously endorses a
biological essentialist notion of health inequity localizes the
point of intervention to individuals and historically-excluded
groups, rather than identifying societal structures as the root
cause which drives us farther from health justice [31].

Journals have the opportunity to play a critical role in
mitigating the impact of health equity tourism by facilitat-
ing a process of reflection and requiring equity statements
in reporting guidelines and article submissions. These state-
ments should require authors to contend with, at minimum,
the two questions raised above via a written statement
detailing how exclusion and inclusion criteria used in the
study might impact the generalizability of the findings with
specific attention paid to historically-excluded groups such
as disabled persons, undocumented groups, and indigenous
populations, among others, as well as specific responses to
anticipated erroneous and harmful interpretations of their
results. There are already early precedents for such state-
ments with the Journal of Hospital Medicine providing new
author guidelines for the use of race and addressing racism
in work submitted there [32].

Principle 2: Positionality as healthcare praxis

Dynamic health equity research engages an epistemological
lens that is intrinsically tied to the researcher and bears an
often overlooked nexus — who you are impacts the kind of
science that you do. The rationales and origins of supposi-
tions that undergird all academic research should be derived
from the historically-excluded groups that are studied, not
from a researcher whose implicit bias may generate assump-
tions that endanger rather than edify. Therefore, being a part
of the community directly influences the quantitative and
qualitative value of the research practiced. That is not to say
that researchers outside particular racial, ethno-political, and
gender identities should be barred from research within his-
torically-excluded communities. However, these efforts must
be pursuant to collaboration as a guide rather than ‘allyship’.
In the social justice life-cycle, ‘allyship’ should be regarded
as the most juvenile stage, requiring the deepening of one’s
understanding through the use of books, mentorship, and
private conversations.

Contextualized within health equity research, allyship is not
sufficient. In order to truly augment the voices and improve
the lives of historically-excluded communities, a reactive
phase (accomplice) and proactive phase (co-conspirator)
is critical [33]. Through a sustained recognition of their own
privilege and the structures they inhabit, accomplices work
to dismantle systems of oppression by tapping into their own
privilege and “interrogating institutional bias”. While the first
two phases center the researcher’s growing education and self-
identification, a co-conspirator is a label assigned through
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extended community practice by the individuals being served.
Co-conspiratorship is a proactive phase because it returns the
hierarchical power of justice back to communities, equips
community-members with the tools needed for their own lib-
eration, and reunites philosophical and theoretical “truths” of
research with the quantitative data and lived experiences of
these communities.

Principle 3: Collaboration

Just as no single discipline independently handles all aspects
of patient care, a research team concerning health and health
equity should include a transdisciplinary assortment of pro-
fessionals. The voices of clinicians, mental health profes-
sionals, social workers, and community advocates all merit
inclusion in the collaborative work of health equity research.
However, we need to resist the tendency to tokenize health
equity researchers, adding them as commodities that act pri-
marily as decorative baubles for optics, but instead empower
them to lead efforts and rebuild systems.

An investigation of how we define and practice collab-
oration in academic and healthcare settings is desperately
needed. Dr. Caren Cooper astutely reveals that most of us
who have had the privilege of existing in scientific spaces
as academics and healthcare professionals have been doing
so “behind closed doors,” where only a privileged few get to
be a part of the creation and expansion of human knowledge
[34]. This widespread tendency for “closed-door” science
excludes the most important scientific partners: the public.
When collaboration occurs within the confinement of the
academy and those they have historically deemed worthy
of participation, inequity flourishes. The historical profes-
sionalization of science prompted the transfer of knowledge
creation from the public domain to the academy [35]. Most
methods of collaboration in the academy and healthcare
would have us believe that individuals without specific cre-
dentials or positions do not meet the qualifications to mean-
ingfully contribute to research. However, individuals from
historically-excluded groups realize that value and expertise
can also be sourced from lived experience, community, tradi-
tional knowledge, and positionality. New methods of collabo-
ration beget a process that is slower and de-individualized
and fundamentally de-centers the researcher.

Precedents for models of collaboration that redistribute
power and move away from solely researching populations
to researching and collaborating with them exist. Citizen
Science is a form of participatory research involving the
engagement of the public (non-professional “citizen” scien-
tists) in scientific inquiry ranging from data collection and
analysis to research question formulation and goal setting
[36]. A citizen science approach to collaboration offers an
avenue to redefine how we collaborate, what constitutes
expertise, and who can be involved in knowledge creation
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[37]. Open and public science methods, make room for tra-
ditional, indigenous, and population-specific knowledge and
co-creation with groups whose value has been historically
minimized or erased [38]. According to the Ten Principles
of citizen science, developed by the European citizen science
association, proper credit and acknowledgment of the contri-
butions of citizen scientists are essential [39]. Collaboration
that is separated from equity will become increasingly insuf-
ficient as we hope to make equity a reality for more people.

Principle 4: Sustainability in urgency

When tourists enter a space with an emphasis on “quick
action”, mistakes are often made. The reality is, many of the
observed inequities are long-standing (e.g., Black infant and
maternal mortality) or acute shocks to an already unjust sys-
tem (Covid-19 racial mortality burden). In truth, few studies
have immediate impact on health equity and often become
part of a cumulative evidence base used to motivate policy
changes. There are no research emergencies, and such expe-
diency can result in deficits-based science that pathologizes
communities rather than redistributing power and resources.
“Rushing in” frames populations made vulnerable by sys-
temic discrimination as incapable of directing their own lib-
eration, suggesting that they need to be saved while actively
avoiding the eradication of the very structures, systems, and
practices that hoards the power, resources, and opportunities
from these communities.

Secondly, there is an expected pacing in research that is
not conducive to the time investment necessary for equity
work. This pacing benefits the systems that reward produc-
tivity over impact and transformation. Equity work requires
time investment, the idea that collaborating with commu-
nity members and individuals from historically-excluded
backgrounds is inconvenient due to urgency localizes the
“knowledge and power” with the investigator and neglects
the autonomy, resilience, and value of the communities in
question. Sustainability is a critical component of equity
work that must be embedded in the practice at all stages
of the research interaction. The tourist sense of urgency
increases the likelihood of overlooking the importance of
sustainability strategies, tactics, and metrics. There is no lib-
eration without sustainability, equity work involves actively
challenging, transforming, and eradicating existing power
structures with the goal of emancipation. The emancipa-
tory research paradigm is embedded in this practice; it is in
this framing that we recognize that interpretive and positiv-
ist paradigm privileges the researcher in the exchange of
power. Equity work must utilize the emancipatory paradigm
to relinquish power and resources to communities’ members.
Sustainability is liberation; liberation is true equity, and, as
we have outlined, equity work is a practice that requires

time investment and a transforming of the social relations
of research production [40].

Conclusion

Health equity research is an arduous undertaking even for
experienced scholars who are committed to the field. In a
frighteningly short time, we have witnessed the rise of equity
tourism and pollution of the scientific record with subpar and
potentially dangerous work. If the recent interest in equity
work fails to become a sustained commitment from the acad-
emy, at best community members of the health equity land-
scape will be forced to de-toxify the record and at worst miti-
gate the harm left in the wake of tourist departure. In health
we need to understand the boundaries and limitations of
scientific expertise, and recognize the unique theoretical and
ethical considerations that are intrinsic to high-quality health
equity research. Through this piece, we model the power of
team-based thought leadership and idea articulation among
purposively aligned multidisciplinary scholars.

Equity tourism is precipitated by the antiquated capital-
ist environment in which knowledge production occurs.
Therefore, the guiding principles and practices we offer are
a stopgap solution until we completely dismantle and rebuild
the infrastructure of academic research, publishing, and
promotion. Authentic health equity researchers have always
understood the need for emancipatory methods that include
community partnership as a foil to extractive researchers
who are opportunistic in their approaches without regard
for the people impacted by the research. It is unfortunate
that our time must be spent surveilling our fields for harmful
work of tourists which remains a distraction from the real
work we all seek to be doing while being acknowledged for
the expertise we hold and represent. We ask our colleagues
to do better.
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