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One of the tenets of global emergency medicine (GEM) is to create equitable
relationships between high-resource and resource-denied countries to promote
emergency care for all. Health interventions proposed by those working in GEM too
often lack input from local and indigenous communities result in “voluntourism,”
research authorship inequity, under-representation and under-valuation of
technicalexpertiseand lived experience of leaders from resource-denied countries.
We present a decolonization toolkit with specific recommendations that target
and disrupt counter-productive power dynamics in GEM education. We held a
workshop at the 2022 Society for Academic Emergency Medicine Annual Meeting
to collectively develop strategies to address inequalities and increase diversity in
GEM education. GEM practitioners were divided into small groups representing
five thematic areas and asked to identify specific action items to address
inequities related to their theme. Following the workshop, a group of authors
reviewed small group responses and data was divided into themed qualitative
matrices and recommendations were revised based on targeted literature review.
Five thematic areas discussed included access, awareness and cultural humility,
language, representation, and recognition. Specific recommendations and action
items were created to address inequities related to these themes which can
be applied by individuals and institutions in both HICs and LMICs. Despite being a
relatively new academic discipline, GEM has replicated colonial structures that are
prevalent in global health. However, using targeted recommendations described
in our toolkit, individuals, and institutions can build a new framework for GEM that
actively combats structural vulnerabilities and academic inequities.

KEYWORDS

global health, global emergency medicine, decolonization of global health, health
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TABLE 1 Reflection prompts based on thematic areas.

10.3389/feduc.2023.1214904

Thematic area Description Prompts for reflection
Access o Who teaches (level of experience, age), « How should we ensure equitable learning opportunities with learners
who receives educational opportunities from LMICs?
« Who controls financing and memoranda of understanding (MOUs)?
Awareness/Cultural humility « How we self-reflect and recognize « How do we prepare learners appropriately to learn/work abroad?
neo-colonial power structures « How do we incorporate decolonization concepts into educational programs?
Language « How we talk about global health, « How do we talk / write about people in LMICs?
language requirements for educational o What languages are used in global EM?
opportunities
Representation « How we portray LMIC communities and o How are LMIC communities portrayed in educational projects?
communities of color o How can learners document their experiences equitably?
o Who sets the agenda and priorities o Who defines project goals and needs?
Recognition « How we promote and recognize leaders, « Who receives recognition on educational projects?
determine where expertise is located « How do we advance/elevate LMIC partners?

1. Introduction

“History is written by the victors,” with the legacy of colonialism
woven through the economics, politics, culture, history, and health
of colonized societies. Consequently, global health policies and
interventions often validate non-local perspectives and ignore
indigenous expertise as well as local, historical, and socio-cultural
factors. Global health has colonial roots, since its inception as
“tropical medicine,” which emerged primarily to support the
functioning of the extractive colonial apparatus via maintaining the
health of the occupying Westerners. By focusing narrowly on
pathologies impacting colonists, tropical medicine became a
reinforcing mechanism of power structures imposed by occupying
peoples (Birn, 2009; Packard, 2016). Later, tropical medicine evolved
into “international health,” with continued focus on health
conditions and hazards affecting HICs and then to the field of global
health today (Smith, 2013).

Global Emergency Medicine (GEM), a relatively new
sub-specialty at the intersection of global health and emergency
medicine (EM), aims to support the delivery of emergency care
globally through capacity strengthening, education, and clinical
care in resource-limited areas and humanitarian emergencies
(Birn, 2009; Markel, 2014; Packard, 2016; Kivlehan et al., 2022).
Despite being a relatively new academic discipline, GEM has
replicated similar colonial structures prevalent throughout the
broader global health field, including unequal authorship
representation, lack of locally driven projects, and poor
representation of experts from low- and middle-income countries
(LMICs)' in organizational leadership.

While a growing body of literature identifies and calls to challenge
colonial power structures and “decolonize global health,” few
publications offer practical strategies on how to combat these
inequities, particularly for educational initiatives. To address this gap,

1 We use the term LMIC instead of other terms such as the “global south.”
All terms have limitations and to an extent may perpetuate power imbalances,

but we must choose a term, within the limited language and have chosen LMIC.
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we created a Toolkit with recommendations and action items to equip
individuals and academic institutions with strategies to disassemble
colonial power structures in GEM education.

2. Toolkit preparation

The Society of Academic Emergency Medicine (SAEM) Global
Emergency Medicine Academy (GEMA) held a workshop at the 2022
SAEM Annual Meeting to collectively develop strategies to address
inequalities and increase diversity in GEM education. GEM
practitioners were divided into small groups representing five
thematic areas, which were developed previously by committee
consensus and adapted from existing toolkits for decolonizing global
health (Hugq et al., 2021; University of Washington International
Clinical Research Center, 2021). Groups were given a description of
each theme and specific prompts for reflection (Table 1), after which
groups identified specific barriers and action items for GEM
education (Table 2). Following the workshop, a small group of
authors reviewed the responses and data divided into themed
qualitative matrices and recommendations based on targeted
literature review of each specific theme.

3. Toolkit
3.1. Access

Access to educational opportunities varies widely based on
trainees’ origination from HIC or LMIC and are skewed towards
those from HICs. Many HIC institutions offer international
opportunities for trainees in LMICs. Similar exchange experiences
are often unavailable to trainees and academics from LMICs
despite documented benefits (Bodnar et al., 2015). Barriers to
LMIC partners visiting HICs are related to strict HICs licensing
and clearance criteria limiting international visitors, further
exacerbated by COVID-19 travel restrictions. Additionally, the
costs associated with transportation and housing in HICs are
often prohibitive.
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TABLE 2 Barriers, short term, and long-term action items.

10.3389/feduc.2023.1214904

Thematic area Barriers Short term action items Long term action items
Access Lack of existing funding for visiting LMIC partners Explore funding mechanisms to support | « Lobby national and international
Poor telecommunications limiting virtual educational placement for LMIC conference committees to
didactic exchanges practitioners at HIC partner sites. increase speaker pools and invite
Academic advancement relying on publishing in high Invest in telecommunication and high- more educators from
impact journals, which may not be open access speed internet to increase virtual underrepresented communities.
Poor recognition of LMIC practitioner expertise by national opportunities, and request specific o Create feedback mechanisms
and international organizations. funding for this infrastructure in that allow partners in both HICs
Lack of formal processes to improve equity in exchanges. education and research grants. and LMICs to assess and adjust if
Share and promote lists of open access, opportunities are not shared
high impact journals. equitably.
Awareness/Cultural Constructs of care which are based on unilateral decision Develop predeparture curricula for o Take local practitioners lead
Humility making, asymmetric influence, and external agendas. international rotations increase when developing rotation
Media and popular culture conventions that promote cultural humility curriculum and objectives.
misleading or inaccurate information about groups Hold international rotators accountable «+ Encourage and formalize
Predetermined ideas which inhibit one’s ability to change to pre-departure best practices and have feedback on cultural sensitivity
their perception towards a culture. corrective measures in place when + Develop mentors who can
Power structures which encourage local practitioners in lapses occur. partner with practitioners to
LMIC:s to adopt the norms, practices and language of those share their experiences prior to
in HICs, at the expense of their own local culture and their arrival in country
practice
Language Language services remain cost prohibitive in many settings Support a shift in language and « Support language learning and
Lack of knowledge and resources of culturally competent terminology used in global health working knowledge in
and appropriate use of language Educate others on the impact of their use other languages
Lack of time and preparation for interpretation and of language o Translate educational materials
translation Consider the use of free translation/ into additional locally
interpretation resources when available appropriate languages
Review websites, materials, and branding | « Provide professional translation
to ensure alignment of language with services for partners
equity goals and reducing
power imbalances
Include designated time for language
preparation before meetings and events
Representation Competing priorities within medical education may devalue Revise existing educational materials « Lobby curricular committees to
global health education, compounded by slowing of that reinforce negative biases and incorporate global health
international collaborations during the stereotypes of education into
COVID-19 pandemic. underrepresented communities educational programs.
Long-held biases in medical education promoting Create materials that incorporate « Promote awareness among
stereotypes about communities in LMICs and people exposure to diverse groups in a way that educators of biases in the way
of color. honors the individuality of that communities of color are
Relative ease of use of existing curricular material that may their experience typically portrayed and
promote biases, vs. creation of new materials that reverses Invite and actively encourage LMIC encourage diversity within
these biases faculty to teach learners in the US, either educational images and cases
Limitations in available time of potential experts from in person or via virtual exchanges « Explore funding and
LMICs for education, particularly in the context of high Normalize flexibility in meeting compensation mechanisms that
clinical and administrative workloads scheduling to accommodate schedules in appropriately compensate
Lack of compensation for time spent preparing or giving multiple time zones, including educators, including lecturers
lectures, often viewed as voluntary service at alternating meeting times or those from LMICs, for their time.
many institutions outside of normal “business hours”
Time zone differences which limit scheduling international in the US.
experts from sharing their expertise through virtual Leverage multiple communication
didactics streams, such as Whatsapp and others to
enable close frequent communication
among partners.
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TABLE 2 (Continued)

Thematic area Barriers

Short term action items

10.3389/feduc.2023.1214904

Long term action items

Recognition « Promotion-related pressure to publish data quickly to
maintain forward momentum on projects.

« Grant limits that preclude continuation of projects or
require HIC partnership.

« Lack of funding for equity and capacity building.

« Turn-over of personnel (faculty from both HICs and
LMICs, as well as trainees).

« Communication barriers including challenges in finding
meeting times

« High clinical and administrative workload of partners

in LMICs.

o Use flexible timelines for research
projects to accommodate
LMIC schedules

« Encourage communication with all
partners to ensure timelines are realistic
and appropriate division of labor
is implemented

o Share training resources and mentorship
necessary for academic advancement
and faculty development (for example -
negotiation skills, time management,
leadership etc.)

« Consider nominating colleagues from

LMICs for general awards in specialty

« Establish continuity of projects

and avoid “one and done”
projects

Diligent planning of large
programs to intentionally carve
out smaller projects for which
multiple individuals, can serve as
the principal investigator.
Incorporate equity and capacity
building for LMIC researchers
within grants

Develop training materials and
resources for LMIC

faculty advancement

societies or at national and international | « Lobby promotion committees for

conferences reform in authorship (for
example - encourage a model of
co-authorship and educate
institutional leadership on
benefits of
collaborative approaches).

« Lobby funding organizations or
other specialty societies to create
specific grants and awards for
individuals specifically

from LMICs

Many trainees from HICs who visit LMICs expect to serve in a
teaching role, either due to institutional suggestions or because of their
own internal biases regarding the superiority of the education granted
to them. Alternatively, scholars from LMICs, from trainees to well-
established senior faculty, are much less frequently asked to serve as
educators in HICs, even when they may hold the greatest experience.
This common unidirectional model of HIC trainees traveling to LMIC
sites perpetuates the colonial mentality present in GEM by viewing
those from LMIC'’s as less capable or knowledgeable than those trained
in HICs.

EM has long been on the vanguard in developing free-open
access medical education (FOAMed). What began as an experimental
way to share knowledge with peers not able to afford access to content
from traditional publishers, has become a structured part of medical
education with increased recognition as an equitable method of
knowledge sharing between communities (Chan et al., 2020).
However, in practice FOAMed continues to be primarily accessed by
users in HICs. Increased creation of content specifically for users in
LMICs and publication of content in languages other than English is
much needed (Burkholder et al., 2018). Limited access to mobile
devices, particularly among gender minorities (Jennings and
Gagliardi, 2013), as well as high-speed internet may also drive
decreased FOAMed utilization in LMICs (Burkholder et al., 2018), as
a result creators should ensure content is available to be viewed
offline and promote investments in wireless technology as part of
funded projects. Additionally, a shift in remote learning brought on
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by COVID-19 has accelerated opportunities for sharing didactic
lectures and other live educational experiences on virtual platforms.
Similarly, researchers from HICs conduct research in LMICs,
however, final results are often published behind high-cost journal
paywalls making access difficult for LMIC colleagues.

Specific Recommendations:

1. Partnerships with physician exchanges should be bi-directional
with opportunities created for both HICs and LMICs with
equal allocation of resources for visitors from LMICs. GEM
educators in HICs should aggressively lobby departmental
leadership for improved funding and expanded responsibility
for visiting rotators.

2. Build repositories of free or low-cost quality medical education
available all learners.

3. Empower LMICs colleagues to generate context-specific
content and allow for ease of distribution to the
GEM community.

4. Improve access to research findings among LMIC practitioners
by aiming to publish research and educational projects in
open-access journals whenever possible.

5. Work to create feedback mechanisms and space for critical
reflection to allow all stakeholders to identify and resolve
inequalities in partnerships (Sayeed and Taylor, 2020; Sridhar
et al., 2023).
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3.2. Awareness/cultural humility

Cultural humility represents an individual commitment to self-
critique and openness to others’ self-definition (Tervalon and Murray-
Garcia, 1998). Moving from a mindset of cultural “competence” to one
of cultural humility is an important step in the evolution of global
work, especially when learning, teaching or caring for patients in
another culture than one’s own. The historic frame of cultural
competence implies the existence of a discrete set of facts which, when
mastered, supply the practitioner with skills needed to navigate a
culture different from their own (Hook et al., 2013). In contrast,
cultural humility suggests that cultural understanding lies beyond a
discrete skill or set of facts, especially as it applies to specific
individuals within a culture (Betancourt et al., 2003). Cultural
humility works to respect that the lived experience may be different
within and between cultures. While a broad understanding of cultural
norms is important, a perspective of cultural humility encourages a
posture of respect and openness to external perspectives, while
working to create space for individual voices to see individuals within
their singular histories, perspectives, and held beliefs (Tsuchida et al.,
2023). This understanding can ideally underpin partnerships and
patient care between individuals from different backgrounds.

Specific recommendations:

1. Prepare for work by learning about the local language, culture,
beliefs, social, economic, and demographic factors.

2. Preparations will aid understanding of general patterns but will
not replace knowledge of individuals within their particular
histories and backgrounds.

3. Prioritize decision-making from LMIC partners with ideas and
content creation led by LMICs colleagues.

3.3. Language

Language is an essential mechanism for communicating solutions
to global health challenges but is challenged and shadowed by colonial
language perpetuating colonial structures, biases, and prejudices.
third world,” “global south,” and
“developing,” result in a loss of agency and create and/or perpetuate

» o«

Words such as “beneficiary;

inequitable power structures. Additional examples include “helping”
rather than “partnering” or “in the field” rather than the actual
location in another country (e.g., a classroom or a clinic). Turning the
focus around to represent the realities more accurately - i.e., “resource-
denied” rather than “resource poor” can vastly change power
dynamics facilitating the breakdown of colonial structures and
acknowledges the exploitative history that has often led to imbalances
of resources (University of Washington International Clinical
Research Center, 2021). Changes in language should permeate all
aspects of global health work. Due to the fluidity of language, the
understanding of how specific terminology either reinforces or
disrupts harmful power structures will change over time, and should
be led by indigenous and formerly colonized peoples who are most
likely to be harmed by it (Hommes et al, 2021; Opara, 2021).
Furthermore, non-verbal communication such as pictures or other
graphics must not perpetuate colonial structures and power inequities
(Hug et al., 2021).
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It is not by chance that the most common languages in global
health are traditionally colonial languages: English and French, with
most journals, text books, and other educational materials today being
published in English (Hommes et al, 2021). Choice of primary
language should be an open discussion with local partners, and care
should be taken to avoid comments about language ability, which are
common microaggressions in global work (University of Washington
Clinical Center, 2021). Additionally,
interpretation should be offered and expected in conversations, and

International Research
individuals should not be excluded based on language abilities. The
choice of working language(s), as well as the words and designations
used within those languages, should be discussed throughout
partnerships in global health to ensure mutual respect and equity.

Specific recommendations:

1. Promote the consistent use of language that seeks to reduce
power imbalances, avoid dehumanizing, derogatory, and
patronizing terminology, developed through local partnership
and collaboration.

2. Institutions should critically analyze their language, branding,
photos, graphics and other media - with a focus on both verbal
and non-verbal communication - and align their messaging
with locally appropriate language and imagery.

3. Provide environments that support all partners’ primary
language(s) and accommodate for translation both in their
home country and abroad.

4. The research community should provide resources that allow
for publications to be published in authors’ primary language(s)
and offer interpretation.

5. Institutions offering experiential curricula for students/trainees
should incorporate primary language(s) of sites as well as
principles and best practices in cross-cultural communication.

3.4. Representation

Although race is a social construct with biologic consequences,
rather than a meaningful biologic/scientific construct, medical
education often does not reflect this understanding (Amutah et al.,
2021). Reviews of medical school curricula have shown significant
misrepresentations of race, using imprecise or antiquated labels to
convey complex biologic or genetic trends, or presenting racial and
ethnic differences in disease prevalence without context (Amutah
et al, 2021). Medical school curricula suffer from a lack of
representation of people of color in both textbooks and didactic
instruction. In medical illustrations, white, male, cis-gender patients
often serve as the default example, and when patients of other races,
genders, and sexual orientation are presented it is often to illustrate
associations between disease and specific ethnic and racial categories
(Nieblas-Bedolla et al., 2020; Ilic et al., 2022). This can lead to race-
based diagnostic bias that pathologizes race (Amutah et al., 2021).
Unsurprisingly, a substantial number of US medical students and
trainees hold false beliefs about racial and ethnic differences (Hoffman
etal., 2016).

Data on representation of immigrant communities in medical
education is more limited but is thought to be at high risk for negative
bias due to the intersectionality between race, ethnicity, and migration
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(Hall et al., 2015). Similar to non-white populations in the US, when
patients who are immigrants or refugees are presented as cases in
pre-clinical medical education, it is often to illustrate a potential
tropical disease not typically seen in the US, which can lead to
diagnostic bias towards “exotic diseases” in these groups and against
more common conditions that may be unrelated to their immigrant
status. Meanwhile, refugee and immigrant communities face unique
health challenges related to access to care, language barriers, and
global health epidemiology. Increased exposure to global health
curricula, particularly those focused on cultural humility and
immigrant health, can better equip healthcare workers to address
healthcare disparities in migrants and refugees (Gruner et al., 2022).

Specific recommendations:

1. Medical education should increase exposure to global health
for trainees from HICs, including perspectives of LMIC
communities and communities of color. Specific attention
should be paid to address underlying themes of “white
saviorism” that are pervasive in discussions of global health
partnerships and international aid.

2. GEM educators should beware of reinforcing biases against
immigrant communities and communities of color that are
pervasive within medical education. Immigrants and people of
color should be included in case-based learning, including in
cases unrelated to ethnicity or country of origin.

3. Experts in EM should be given national and international
opportunities to share their specialized knowledge regardless
of their country of origin. Educational exchanges involving
didactics should encourage educators from both HICs and
LMICs to share their specific knowledge and experiences
with learners.

4. Ensure that local collaborators’ perspectives and priorities are
considered throughout research or educational projects, and
increase opportunities for trainees and faculty from LMICs to
publish and take an active role in research.

3.5. Recognition

EM is a relatively new specialty with the majority of specialty-
specific advancement and influential societies based in HICs where
the specialty first originated in the 1960s-1980s (Alagappan et al.,
2007). This creates an environment where work done by LMIC experts
is usually not acknowledged on the global stage due to the early stage
of EM development in many LMICs. There is sometimes pressure on
LMIC experts to partner with HIC experts to bring attention to work
that they developed and led in their home countries.

In particular, authors from LMICs are underrepresented in the
broader global health literature, most notably in the lead author
positions (first and last author) which have the greatest impact on
academic advancement and grant funding (Sumathipala et al., 2004;
Ghani et al., 2020). Within GEM specifically, recent analysis of studies
within the annual Global Emergency Medicine Literature Review
(GEMLR) from 2016 to 2020 found that in research conducted in
LMICs, authors affiliated with high-income countries (HICs) were
represented more often and were more likely to be in lead author
positions than those from LMICs. Additionally, evidence of author
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“parasitism,” in which a study conducted in a LMIC had no authors
from the study country was not uncommon (Garbern et al., 2022).

There are limited opportunities for development of leadership and
other academic skills for EM faculty from LMICs (Keiller et al., 2022),
where newly trained faculty often have heavy clinical workloads, lack
protected time for developing medical education skills, and lack
mentorship to advance their careers. Therefore, LMIC faculty may feel
poorly equipped to lead academic and training program advancements
in their home countries (Douglass and Williams, 2019). Improving the
availability of these resources could lead to more visibility and thus
more recognition of LMIC experts.

Having LMIC faculty hold joint academic appointments at HIC
institutions, in a similar manner as many HIC faculty do with LMIC
institutions, can increase opportunities for LMIC leaders in education
and academia to be recognized. Reversing the often uni-directional
flows of academic funding and knowledge, promoting the unique and
valuable perspectives of indigenous scholars, can lead to more
equitable global health partnerships (Adams et al., 2016; Karim et al.,
2020; Eichbaum et al., 2021).

Specific Recommendations:

1. Decolonization in GEM should be mindful of structures within
academia that promote inequities in authorship and attempts
made to challenge those structures. When developing
manuscripts, attempt meaningfully engagement with LMIC
partners and credit them with either first or last author
positions. Because factors affecting academic advancement can
vary widely by institution and country, HIC authors should
also be aware of how authorship position is viewed by the
institutions of their partners and advocate for the importance
of partnerships to promotion committees.

2. Increase recognition of partners from LMICs for their work
through nominations for national and international awards.
Physicians from LMICs should be considered for nomination
awards granted by organizations based in all income countries.
This recognition can start with nomination for existing awards;
however, specialty societies should consider creating awards
specifically geared towards partners from LMICs.

3. Share and develop resources on skills necessary for academic
advancement and faculty development that are culturally and
context appropriate.

4. Discussion

Despite its colonial legacy, tremendous opportunity exists to
center the field of GEM on practices informed by the core
principles of equity and justice. With a broad global literature base
examining philosophical and sociological approaches to
decolonization, it is now up to practitioners of GEM to translate
knowledge into action. As the GEM community has begun to
critically analyze the colonial legacy within its specialty, Access,
Representation, Cultural Humility, Language, and Recognition
stand out as impactful themes.

We hope that this toolkit can serve as a starting point, a guide, and
an impetus for change. While use of the toolkit is not meant to
be prescriptive, we provide some suggested methods to implement the
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toolkit. Regarding the end-user, the toolkit may be used for both
individual or group activities to critically examine the current state of
existing educational projects and serve as a guide to direct future more
equitable initiatives. We encourage representation from all partners to
ensure diverse voices are heard and a truly collaborative rather than
uni-directional strategy exists to overcome barriers. Our current work
is limited by the composition of our writing group which
disproportionately includes authors affiliated with institutions in the
US, and we acknowledge that there may be additional strategies or
considerations missing from our HIC-weighted perspective. As a
result, revisiting the toolkit regularly is suggested, perhaps on a semi-
annual basis and with increasing involvement of practitioners from
LMICs, to track progress and ensure accountability to stated goals,
and create additional themes as relevant to one’s own work as they
arise using the toolkit’s framework.

With respect to Access and Representation, we strongly endorse
bidirectional knowledge transfer, educational and travel opportunities,
freely accessible medical education, and research, emphasizing the
expertise and perspectives of EM leaders in LMICs. Some recent
examples demonstrating positive changes in the GEM field include
resources from the African Federation of Emergency Medicine
(AFEM) (African Federation of Emergency Medicine, 2021). AFEM
provides comprehensive EM educational and clinical resources that
are open access, free, and implemented worldwide. An additional two
examples are found within the University of California San Francisco
(UCSF) specialty-independent Health, Equity, Action, and Leadership
(HEAL) (Heal Initiative, 2023) fellowship, which aims to develop
bidirectional education, interprofessional exchange, and partnership-
based sustainable work over multi-year assignments. Simultaneously,
UCSF has created a Center for Health Equity in Surgery and
Anesthesia, which focuses on local and global health equity featuring
bidirectional research, advocacy, education, and training (Center for
Health Equity in Surgery and Anesthesia, 2023). These frameworks,
put into practice by AFEM and UCSE can be easily molded to other
global health initiatives.

Considering Cultural Humility and Language, we encourage
practitioners and institutions to reconceptualize how GEM
academic projects are conducted. Practitioners should develop
cultural competence while simultaneously aspiring to the ideals of
cultural humility. We simultaneously recommend equitable usage
of working languages and interpretation so that all patients,
communities, and partners have an equal voice. We therefore
recommend care in employing verbal and non-verbal
communication that encourages agency, equity, and is defined by
those that it describes.

Finally, with respect to Recognition, we recommend an approach
that understands differing cultural contexts surrounding professional
advancement, encourages equal access to research opportunities and
accolades, collaboratively shares and develops skills, and seeks to both
fund and recognize individuals from LMICs for their achievements.
While authorship inequity is reflective of deep systemic inequities in
GEM research and funding, the GEMLR group recently took an
important step toward promoting authorship equity by implementing
an article scoring criteria to award additional points if authors have an
affiliation in the country where the research was performed. Future
steps might include further emphasis on author blocks that contain
local researchers in the first and last author positions and ensuring
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LMIC scholars have equitable representation on global health and
GEM journal editorial boards.

Lastly, we encourage thoughtful, respectful dialog to promote
more equitable, meaningful partnerships.
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