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of “Domestic Global Health” Experience 
Em Rabelais, PhD, MBE, MS, MA, RN and Esmeralda Rosales, MD 
 
Sural Shah’s “How Should Academic Medical Centers Administer Students’ ‘Domestic 
Global Health’ Experiences?” in this journal’s September 2019 issue draws parallels 
between global health experience and domestic global health experience. For—
presumably—urban, student-run clinics, Shah presents guidelines and a sample 
curriculum using lessons learned from international global health experiences. We, the 
authors, care tremendously about the/our communities that live in the shadows of 
urban academic medical centers (AMCs) and therefore have a stake in how these/our 
communities are framed, discussed, and (mis)treated. Language choices are ethical 
choices. Our concerns, in the context of urban AMCs, are based on the linguistic and 
ethical problems of global health and domestic global health when referring to care for 
local, underresourced, marginalized, and oppressed communities. 
 
Medical and other health professions students commonly seek global health 
experiences (GHEs). Which students seek these, and what are their motivations? 
Foremost, (primarily) white people from colonial powers are motivated by white 
saviorism: the self-serving assumption that they should be “saving” or taking care of the 
poor in Africa and other colonized locations.1,2,3 White saviorism is a prominent feature 
of medical mission trips, domestic or international,4 and has roots in colonialism.1,3 
GHEs are expensive and promoted as travel opportunities to international, exoticized 
locations in order to promote students’ understanding of culture or Others’ cultures, 
given white people’s unstated denial of white culture(s). Understanding the Other 
(whiteness in action) derives from anthropology, and an early, well-known satire of 
otherizing is seen in Miner’s 1956 “Body Ritual Among the Nacirema,”5 which shows 
just how dangerous the colonial gaze’s framing is. The colonial/white savior gaze is not 
dissimilar to contemporary medical voluntourism,6,7 which deemphasizes sustainability 
and capacity building. Even if these missteps are avoided, how does understanding the 
Other in the global context prepare students to understand the Other in the United 
States?8 If it is to understand culture or difference, then we’ve already failed our 
students by reinforcing the idea that the Other in the global context is a respectable 
Other, while the domestic Other lacks this respectability in terms of culture and 
difference. 
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What is it about local urban engagement that isn’t as palatable as GHEs? Why is the 
exoticism of global health terminology needed to make the urban United States 
respectable? The answers’ racism is consistent with colonialist white saviorism: urban 
becomes code for black, or at least not white. (Notably, urban bioethics focuses on 
density, diversity, and disparity,9,10,11 and thereby promotes community-engaged 
approaches to care and research in order to foster trust.12,13,14) The health professions’ 
collective histories of racism, class stigma, othering, knowledge valuation, and 
individualism exist today as oppressions expressed through structures and policy that 
are supported by whiteness and white supremacy.15,16,17,18,19 When do any health 
professions students—or, more importantly, faculty—learn our histories and our 
contributing roles? 
 
In AMCs, principlism is the predominant ethical framework, yet without acknowledging 
its history—namely, who it was made by and for—we clinicians are left thinking that 
principlism consists of our best approach to difficult situations. Principlism’s 
enshrinement by a white moral philosopher and a white Christian theologian 
(Beauchamp and Childress) excludes literal centuries of contributions from black, 
indigenous, and other people of color (BIPOC) on what is considered (un)ethical or 
(im)moral in any medical context.20,21,22,23,24 The primacy of autonomy embraces this 
country’s white founding on individualism and dissociates any limitations, and thus 
agency, in “making a choice.” Thus framed for (“domestic”) GHEs, principlism shows its 
paternalism, imperialism, and colonialism. 
 
We agree with Shah in the benefits of ethics training, although we have more questions: 
Does the ethics training include critical humanities and social science content taught by 
faculty comfortable with discussing and prepared to discuss critiques of traditional, 
normative (health) ethics? Do all involved have or gain competency in the structures 
impacting the community, be it domestic or abroad? Does this ethics training include—
before, during, and after provision of care—ethics about the ethics of students giving 
care? How is the primacy of autonomy handled when, unethically, patients are not told 
that their care is incomplete or potentially inappropriate? Does the discussion go beyond 
“this is better than nothing”? Most importantly, are the ethics training and program 
structure created in conjunction with the community, such that the domestic GHEs’ 
intentions can be actualized? If an AMC has an ongoing relationship with a community 
partner, is there mutually beneficial engagement, which is more than students practicing 
giving care and communities receiving (incomplete) care? Mutually respectful 
relationships are a core feature of community-engaged work. To be successful and in 
order to earn trust they require serious investment, on the community partner’s terms, 
from the AMC partner with histories of power. 
 
All patients at our AMCs, recent immigrants or not, are living within the structures and 
oppressions of whiteness and colonialism in the United States. The problems with 
domestic GHEs are not with the students or communities but the faculty. We who are 
faculty—and are not representative of our urban AMC neighbors—perpetuate the 
oppressions of whiteness through linguistic and ethical choices that devalue people 
living in the United States as an exoticized Other rather than accepting them, and many 
urban AMCs’ BIPOC neighbors, as humans with valid needs and bodies. If our students 
are to benefit from student-run clinics, so must the communities. Finally, we suggest 
that Shah’s approach to ethics and curricular administration for (domestic) GHEs needs 
reversal: we in the United States must work out the ethics around AMCs’ student-run 
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clinics and sustainable community engagement before assuming we might have 
appropriately and equitably designed25 approaches for use globally.14 
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