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Abstract
The pervasive influence of racism confers on all public health researchers—even those for whom health disparities 
research is not their focus—a social responsibility to conduct research that is antiracist (i.e. to adopt research approaches 
that actively oppose racism and promote equity). This manuscript reviews the relevant literature and provides guidance 
for conducting antiracist public health research specifically for researchers for whom health disparities research is not 
a focus of their work. Drawing on Critical Race Theory, we propose a preliminary framework for conducting antiracist 
research in the form of five overarching guidelines, which were developed in the United States based on the American 
experience, but can be tailored/adapted to country-specific/cultural contexts: I. Frame race as a social (not a biological) 
construct; II. Actively solicit input and participation from individuals who are racial and ethnic minorities; III. Choose 
terminology carefully and be mindful of its implications; IV. Incorporate measures of contextual factors that may influence 
health-related behaviors and outcomes; and V. Be intentional with choices of theoretical frameworks, study design, and 
analytic approaches. We summarize relevant literature and provide recommendations and key references for how to 
follow each guideline. We also discuss how research that does not attend to these guidelines unintentionally supports 
racist structures and provide examples of how each guideline applies to research on the 2019 Coronavirus pandemic. 
Following the guidelines in this manuscript, though not exhaustive, will allow researchers to contribute to an antiracist 
public health agenda in pursuit of health equity regardless of content focus.
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Introduction

The impact of racism is evident in persistent disparities in 
access to and engagement in health-promoting behaviors 

and health outcomes between racial and ethnic groups in 
the United States (U.S.) and is particularly consequential 
for individuals who are Black or African American.1 
Racism, a multilevel reciprocal process that differentially 
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allocates value, power, opportunities, and resources based 
on categorizing and ranking social groups into races, has a 
long oppressive history in medicine and public health.2 
From the use of enslaved Africans for studies on pain 
thresholds and experimentation to improve obstetrics, to 
contemporary examples (e.g. discounting Black patients’ 
pain and limited access to health care resources), racism 
remains pervasive as a determinant of health and well-
being.3 The inequitable impact of the Coronavirus disease 
2019 (COVID-19) pandemic on racial and ethnic minority 
(also referred to as minoritized) groups and discussions 
around anti-Black racism have resulted in repeated calls 
for research to investigate and eliminate racism’s impacts 
on health.4,5 Specifically, researchers have advocated for 
expanding work on racism beyond examination of inter-
personal and individual-level mechanisms, to include 
structural mechanisms, such as the impact of systems (e.g. 
criminal justice) and policies on health outcomes.2,4,5

In addition to calls to further understand how structures 
support racism, increased emphasis has been placed on 
individual accountability to engage actively in antiracist 
actions. Note, within U.S. scholarship and public dis-
course, the term “non-racist” historically referred to a neu-
tral stance (e.g., someone not personally engaging in racist 
behaviors or beliefs). However, scholars and activists have 
increasingly emphasized that neutrality allows structural 
racism to persist. The term “antiracist” has thus gained 
prominence. In his award-winning book, “How to Be an 
Antiracist,” Dr. Ibram Kendi defines an antiracist as some-
one who actively practices opposing racism and promoting 
racial equity.6 He states there is no neutrality in the racism 
struggle; one either allows racial inequities to persevere 
(i.e. as a racist), or confronts racial inequities (i.e. as an 
antiracist). Building on this concept, we argue that there is 
no neutrality when conducting public health research, and 
that researchers should adopt antiracist research practices 
when carrying out their work regardless of content area. 
While the primary focus and expertise of public health 
researchers span countless topics, we argue that it is criti-
cal that all public health researchers intentionally incorpo-
rate features of antiracism into their program of research.

Previous literature demonstrates the consequences of 
scientific racism.7 Examples include eugenics, the Tuskegee 
Syphilis Experiment, and the case of Henrietta Lacks, 
which have justified centuries of medical mistrust.7,8 
However, even small and subtle research practices, such as 
the constant underrepresentation of racial and ethnic minor-
ity participants in public health research, can stall science 
and have health consequences.9,10 Not only does racist 
research fail to understand or address health disparities, it 
can also exacerbate them.2 Central to the ethos of public 
health and medicine is a moral obligation to care for the 
wellbeing of all people and to do no harm. Researchers thus 
have a social responsibility to conduct research that is anti-
racist, noting that decisions made across all stages of the 
research process impact the science generated, who receives 
it and how, and ultimately whom it benefits.11

Racism is structurally and systemically entrenched in 
U.S. society, and it is therefore essential that all public health 
researchers consider how their research, and the ways in 
which they carry it out, perpetuates/sustains or combats rac-
ism. We argue that public health researchers who do not 
believe racism is relevant to their work inadvertently support 
racism and racist structures. We draw on Critical Race 
Theory,12 which examines how racism is embedded within 
systems and policies, rather than solely individual actions, to 
advance racial equity and social justice, and propose a pre-
liminary framework for conducting research that is inten-
tionally antiracist in the form of five overarching guidelines 
to consider throughout the research process regardless of 
content focus (see Figure 1). The process for developing the 
guidelines, which was grounded in Critical Race Theory 
principles, focused on identifying gaps in existing research 
practices and translating Critical Race Theory tenets into 
actionable concepts. We briefly summarize relevant litera-
ture and provide specific recommendations for how to fol-
low each guideline with key references for further reading. 
We also provide examples of how research that does not 
attend to these guidelines supports racist structures. Finally, 
we provide concrete examples of how each guideline applies 
to research on the COVID-19 pandemic. Where prior papers 
have focused on recommendations for increasing rigor of 
research on health inequities,12-14 this paper was intentionally 
written for researchers who may not have a program of 
research on health equity but who do have an obligation to be 
responsible stewards of the possible impacts of their work.

Guidelines for action

Frame race as a social (not a biological) 
construct

Framing race as a social construct is necessary to advance 
understanding of how racial health inequities emerge. 
While Dr. W.E.B. Du Bois started building evidence that 
race is a social construct in the late 1800s, the wide accep-
tance of this conceptualization occurred much later.11 Due 
to the countless contributions of Black and other racial and 
ethnic minority scholars, including in the development of 
Critical Race Theory in the 20th century, it is now widely 
accepted that race is a social construct.11,12 Race scholars 
have demonstrated the ways in which race is deeply inter-
twined within sociocultural political contexts that influ-
ence a social hierarchy based on the assumed relative 
superiority and inferiority of different races, where White 
is the dominant racial group; this is referred to as racializa-
tion in Critical Race Theory.12 At the same time, research 
from genetics and anthropology has demonstrated that 
race is not a meaningful biological category.15 Further, 
there is strong evidence linking health inequalities between 
racial groups to disproportionate exposures to social deter-
minants of health, rather than genetic differences.2,15

That racial categories have evolved and changed over 
time is further evidence that race is an arbitrary demographic 
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variable that reflects social, political, and ideological con-
ventions, as opposed to meaningful natural distinctions.16 
The US Census, for example, has changed considerably over 
time regarding both the number (i.e. from two to seven) and 
labeling (e.g. Colored, to Black, to Negro, to eventually 
Black or African American) of racial categories.17 Racial 
classification may also change for a given person depending 
on context and measure used.16 For example, one’s self-per-
ceived or self-defined race might differ from their socially 
assigned race. With the US Census, it was not until 1960 that 
people could choose their own race, as opposed to it being 
socially assigned, and it was not until 2000 that people could 
select more than one racial category.17 It is thus important to 
know the data source and type of information used to classify 
people (e.g. race as ascertained by), as each measure has 
limitations.18,19

Despite evidence, it may be easy for researchers to frame 
race as biological because race relations and social realities 
can manifest biological expressions, referred to as embodi-
ment.7,20 That is, the impact of historical, sociocultural, and 
political contexts can result in biological health differences 
across racial groups. However, biological expressions of 
race relations should not be confused with genetic variation. 
Instead, biological differences across groups can manifest 

and be maintained through various pathways, including eco-
nomic deprivation, toxic substances and hazardous condi-
tions, socially inflicted trauma, inadequate health care, and 
resistance to racial oppression.20,21

The clustering of genetic differences across groups may 
also lead researchers to incorrectly assert that race is a bio-
logical construct. While genetic variation within racial 
groups is indeed far greater than between them, race none-
theless correlates with genetic ancestry.9 However, the 
complex intertwined relationship between ancestry and 
socially constructed racial categories requires nuanced 
thinking that avoids conflating the two.9 For example, 
sickle cell disease has been considered a disease that only 
affects Black people because it disproportionately affects 
Black people in the U.S.22 However, heredity of the sickle 
cell mutation is more accurately tied to geography and 
shared ancestry, as having the sickle cell trait provides a 
genetic advantage against malaria and is thus most preva-
lent in malaria-endemic areas.22 Yet, the prevalence of 
sickle cell disease varies tremendously across Black-
majority countries depending on malaria risk, and some 
countries with high rates of sickle cell disease have rela-
tively few Black people. The social construct of race serves 
as an imperfect marker for genetic ancestry as well as 

Figure 1.  Framework for conducting antiracist public health research.
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nongenetic factors as previously described, and consider-
ation of both ancestry and race is needed to improve under-
standing of health risks.9

Framing race as a social construct is a practice of antira-
cism as it acknowledges the influence of social factors and 

the impacts of racism on health, whereas framing race as a 
biological construct ignores the systems of oppression that 
harm racially minoritized individuals. Framing race as a 
social construct thus facilitates examination of social 
determinants on racial health disparities.

Application to COVID-19: Framing race as a social construct allows for the assertion that social factors likely drive observed racial 
disparities in COVID-19 morbidity and mortality. Indeed, research has demonstrated that racial and ethnic COVID-19 disparities 
are the result of social determinants of health (e.g., economic stability, health care access and quality, neighborhood and built 
environment).23,24 Ironically, at the start of the pandemic, notions of race as a biological construct were widely circulated via the 
Black immunity myth, which circulated after the first African to contract the virus, a Cameroonian student who resided in China, 
made a full recovery early in the pandemic. The consequential claim likely led some individuals to forgo necessary precautions 
further contributing to increased risk. Rates of COVID-19 soon after skyrocketed among Black people in the U.S.24

Actively solicit input and participation from 
individuals who are racial and ethnic minorities

Including people who are racial and ethnic minorities in 
public health research, both as study participants and 
active contributors to the research, is critically important, 
enhances the science, and decreases the likelihood of bias. 
Racial and ethnic minority individuals are largely under-
represented in health-related research, which raises ethical 
concerns given that they often have an increased risk for 
adverse health outcomes.25 Although barriers exist to 
recruiting members of racial and ethnic minority groups, 
including justifiable feelings of fear and mistrust, research 
has also identified effective strategies to overcome 
them.10,26 These include building rapport, being transpar-
ent about study procedures, and ensuring that recruitment 
materials are accessible. Having diverse research partici-
pants increases the generalizability of findings and enables 
sufficiently powered examinations of health inequities.

Research team diversity also increases participation 
and engagement of individuals from minoritized groups.26 
A research staff that represents the populations with whom 
they interact can help foster trust among potential partici-
pants and help ensure study materials and procedures are 
culturally appropriate. Diverse research teams additionally 
help diversify the pool of researchers and scholars entering 
academia by providing pathways to further opportunities 
for training and education. Importantly though, to avoid 
tokenism, efforts must be made to maintain authentic rela-
tionships, including fostering an inclusive environment 
where contributions are genuinely valued, investing in 
professional development, and being an active ally.27 
Furthermore, the language and images used in study mate-
rials can have considerable implications. Use language 
that is not pathologizing and is culturally congruent for 
populations who have been marginalized. For example, for 
a study on breastfeeding among Black women, language 
such as “This study aims to understand low breastfeeding 
rates among Black women” can be pathologizing as it is 
deficit-framed, offers no context, and may lead to the 
blame being placed on individuals. Alternatively, 

the following sentence contextualizes behavior within 
structural barriers and leaves room to also examine 
strengths and resilience factors: “This study aims to under-
stand the social, historical, and structural factors influenc-
ing breastfeeding practices among Black women.” We 
recommend researchers engage in reflexivity (i.e., exam-
ine their social positionality, potential biases, and assump-
tions) and ask for feedback on study materials from diverse 
individuals. Notably, reflexivity is important to practice 
throughout the research process and extends beyond posi-
tionality statements; we challenge researchers to consider 
how their own identities influence their access to partici-
pants, the theories guiding their work, and the interpreta-
tion and dissemination of findings.28

Another way to enhance recruitment of individuals who 
are racial and ethnic minorities, and to actively involve 
them in research, is through community-engaged research. 
Community engagement is the process of working collab-
oratively with and through groups of people to address 
issues affecting the well-being of those people.29 It oper-
ates on a continuum, ranging from outreach, which is the 
lowest level of community engagement, to shared leader-
ship, the highest. Many researchers conduct outreach (e.g. 
partnering with community organizations for recruitment 
purposes), but adopting components of the involve, col-
laborate and shared leadership models of community 
engagement, as done in community-based participatory 
research (CBPR) has added benefits.30 At these levels of 
engagement, stronger partnerships are often formed and 
community members provide valuable input and may be 
involved in the research decision-making process.29,30 
Researchers may even choose to co-design, a specific 
method within participatory approaches, that focuses on 
collaboratively developing research tools, interventions, 
or study designs through equal partnership.31 However, 
even co-design and CBPR are not exempt from the influ-
ence of inherent power differentials between university 
researchers and community members, which can be exac-
erbated by racial hierarchies.

Nonetheless, positioning participants from marginalized 
groups as active members in the research process is a form 
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of “centering in the margins”12 and can improve study 
design, increase adoption and uptake of interventions, 
ensure more appropriate and accurate interpretation of 
findings, help with cultural tailoring, and potentially gener-
ate new, innovative research questions.29 For studies using 
existing datasets, community input can be garnered via 
advisory boards to inform analytical approach, interpreta-
tion of results, and dissemination efforts. Not engaging 

with diverse communities may contribute to racism by cen-
tering dominant perspectives and ideologies imposed by 
the researcher and personal and institutional biases. Sharing 
power and collaboration with racial and ethnic minority 
groups ensures that public health problems are not viewed 
entirely through the lens of a dominant culture that has per-
petuated racism over centuries and ignored the wisdom and 
insight of marginalized groups.

Application to COVID-19: The need for engaging racial and ethnic minority participants in research on the COVID-19 pandemic 
response is clear. Consider that while the timeline for vaccine development and potential long-term side effects are cross-
cutting concerns leading to vaccine hesitancy, a history of medical mistrust and the sociopolitical environment promoting 
racial injustice are also contributing factors for Black Americans specifically.32 Input from Black participants is invaluable in 
strategizing ways to increase vaccine uptake, particularly among Black people. Without engaging with diverse populations, the 
unique experiences and perspectives of certain subgroups may be overlooked, which can exacerbate health disparities. Indeed, 
a systematic review of strategies to improve COVID-19 vaccine uptake among Black populations found that interventions 
that incorporated communication, community engagement, and culturally sensitive resources improved vaccine uptake, while 
incentive- and mandate-based interventions were less impactful.33

Choose terminology carefully and be mindful of 
its implications

As language regarding race and racism evolves, and con-
temporary terms become outdated, researchers should 
continuously consider the implications of the terminol-
ogy they use. We recommend regularly reviewing the 
most recent guidance on reporting race and ethnicity to 
promote the use of inclusive language that fosters equity, 
consistency, and clarity.34,35 This includes capitalizing the 
names of racial and ethnic groups and using person-first 
language (e.g., “Black participants” rather than “Blacks”). 
Note that preferred terminology may vary across indi-
viduals in a group. For example, while the terms Black 
and African American are often used interchangeably, 
some individuals prefer the former and others the latter. 
Further, the terms are not synonymous, as African 
American often refers to descendants of enslaved 
Africans, while Black is an umbrella term that includes 
individuals who may not be either African and/or 
American.34 Researchers should carefully consider the 
terminology they choose and be aware of potential ten-
sions that might impact their research. Notably, while the 
Black population in the U.S. has become more diverse, 
descendants of enslaved Africans have endured centuries 
of racism and have a different racialized experience than 
recent immigrants from Africa, for example, and worse 
health outcomes have subsequently been documented 
among African Americans.36,37

Chosen terminology also has implications for inter-
preting research findings and discussing generalizability. 
It is important to consider both between- and within-group 
differences. We advise against discussing racial and eth-
nic minority groups as a monolith given the vast diversity 
that exists across populations and underscore attending to 

within-group heterogeneity.14 The cultural experiences, 
health behaviors, and outcomes of African Americans 
may differ considerably from recent immigrants from 
Africa, the Caribbean, etc. Notably, Afro Latinx may or 
may not be represented among Black participants, as they 
may instead be grouped with Hispanics/Latinx in analy-
ses. Thus, when interpreting findings from specific groups 
and discussing the implications of findings, consider how 
the composition of the participants may contribute. We 
also recommend considering how intersectionality, an 
analytic framework developed by Dr. Kimberlé Crenshaw 
to understand the intersections of systems of privilege and 
oppression, can be used to capture and understand the 
unique experiences of individuals living at the nexus of 
intersecting oppressive systems (e.g. racism, sexism, 
misogynoir).38

In addition to the need for careful attention to labels, 
attention to language around racism and related constructs 
is also necessary.35 Be intentional and explicit when dis-
cussing racism at specific levels (e.g. internalized, inter-
personal, institutional, ideological, structural, or 
systemic).14,34,35 Also, be aware of nuances in concepts like 
health inequalities and health inequities and aim to use 
accurate terminology. That is, while health inequality is a 
generic term to note differences and variations, health 
inequity refers to inequalities that are deemed unfair or 
stemming from injustice.39 Thus, these terms should not be 
used interchangeably. Being careful in the use of terminol-
ogy within research is antiracist as it allows for nuanced 
study of the experiences of individuals who are racial and 
ethnic minorities that may otherwise be obfuscated if not 
intentionally queried. A lack of attention towards terminol-
ogy further perpetuates racism as disparities within certain 
subgroups may be overlooked which could further exacer-
bate racial disparities.
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Incorporate measures of contextual factors 
that may influence health-related behaviors 
and outcomes

As communicated via modern social epidemiology theo-
ries, as well as ecological models of health behavior, 
individuals do not exist in vacuums.20 Research that 
focuses solely on proximal influences without incorpo-
rating contextual and other “upstream” factors will be 
limited in its ability to understand and address health out-
comes of interest.

When framing a study and discussing results, consider 
the context in which individuals live and the fact that race 
is an arbitrary demographic variable that can be a proxy for 
many things. Considering key historical events that have 
disproportionately impacted groups demonstrates race con-
sciousness, an important Critical Race Theory characteris-
tic.12 Consider how stress, discrimination, and availability 
and access to resources directly impact health outcomes 
and behaviors. Reflect on why certain groups might engage 
in some health-related behaviors more or less than others, 
not just at a given point in time, but over the life course (e.g. 
life course approach, political ecology framework).39,44 
Move beyond explanations that simply attribute findings to 
cultural differences and do not shy away from explicitly 
naming racism as a contributing factor to observed differ-
ences across groups.13 Beyond conceptualizing the various 

social factors that race may be a proxy for, consider adding 
relevant measures so that interpretations of racial patterns 
and differences are not only based on unmeasured factors. 
The Handbook of Multicultural Measures45 and recent 
reviews on methods to quantify structural racism46–48 may 
be useful in identifying appropriate measures of discrimi-
nation and racism specifically.

In addition, think critically about measures. When pos-
sible, use measures that have psychometric support with 
racial and ethnic minority populations to reduce the likeli-
hood of measurement error, given that most measures have 
been developed and validated with non-Hispanic White 
participants of higher socioeconomic position.49 While 
self-reported measures are commonly used in public health 
research, the meaning of measured constructs may differ 
across groups, which can lead to bias.50 Appraisal of mea-
sures early in the research process is critical as measure-
ment error and unmeasured confounders may lead to 
inaccurate conclusions.49

Attending to context and using relevant measures takes 
an antiracist stance by examining how health behaviors 
and outcomes are impacted by systems of oppression (e.g. 
racism, discrimination). Not attending to context may lead 
to placing blame on racial and ethnic minority populations 
for health disparities, perpetuating stigma and marginal-
ization, and reifying disparities as resulting from innate 
biological differences.

Application to COVID-19: Data from the Centers for Disease Control and Prevention shows that risk for COVID-19 infection 
and mortality is highest among Native American people.40 Conceptualizing racial and ethnic minority people as a monolith (i.e., 
simply comparing White and “people of color” as a singular group) can obfuscate such findings and stall efforts to understand 
unique and contributing factors to COVID-19 risk among Native American populations. Likewise, research has demonstrated 
the importance of disaggregating subgroups within particular races to identify disparities. For example, a study found that South 
Asians in New York City had higher infection and hospitalization rates than other Asians, with employment in essential services, 
crowded housing, and lack of paid sick leave likely contributing factors.41 Further, research has revealed disproportionate risk 
based on intersections of race and ethnicity, socioeconomic position, occupation, and gender, highlighting the importance of 
considering within group heterogeneity and supporting the conceptualization of differential risk for COVID-19 across groups as 
health inequities rather than simply inequalities.42,43

Application to COVID-19: Studies have demonstrated how various contextual factors contribute to COVID-19 morbidity and 
mortality.51 That such factors are not evenly distributed across racial and ethnic groups has implications for health equity. For 
example, living in a larger household, having a job that requires going to work in person, and using public transportation are 
associated with increased COVID-19 risk, and each of these factors is more commonly experienced by Black and Hispanic 
individuals than White individuals.52 Differences in these factors across racial and ethnic groups may explain findings in studies 
where racial and ethnic COVID-19 disparities were attenuated after adjusting for contextual factors (e.g. baseline comorbidities 
and socioeconomic status).53

Be intentional with theoretical frameworks, 
study design, and analytical approaches

Intentionally choosing theoretical frameworks that lend 
themselves well to examining race as a social construct will 
inform selection of the best analytical approaches and help 
advance science in the pursuit of health equity.50 Researchers 
should be intentional in their selection and utilization of the-
ory when conducting studies that include racial and ethnic 

minority participants. Many commonly used theories (e.g. 
Social Cognitive Theory) do not explicitly consider the expe-
riences of racial and ethnic minority people as they were cre-
ated for individuals with majority and privileged identities 
and post-hoc applied to other populations. We encourage 
researchers to consider integrating these widely used theo-
ries with theories that have a health equity framework to bet-
ter capture unique stressors and contributors across groups.54 
For epidemiologic research, especially when making 
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comparisons across groups, consider Critical Race Theory,12 
Decolonization Theory,55 Life Course Theory,56 Fundamental 
Cause Theory,57 Cumulative Advantage/Disadvantage 
Theory,58 and related social epidemiology theories (e.g. 
Social Production of Disease, Psychosocial Theory, and 
Ecosocial Theory).20 For intervention studies, consider 
whether the application of behavior change theory accounts 
for different experiences across groups, including environ-
mental and social factors. Also consider how interventions 
may differentially impact individuals by race and ethnicity, 
recognizing that some interventions may simultaneously 
improve health at the population level and widen health 
inequalities.59,60 This is important as moving beyond under-
standing inequities to eliminating them is a core tenet of 
Critical Race Theory.12 Notably, as previously alluded to, 
how researchers measure race and ethnicity, such as the 
inclusion of disaggregated racial and ethnic categories61 (e.g. 
African American, Afro Caribbean, Afro Latinx) and the 
method of classification for individuals who choose more 
than one category62 (e.g. Department of Finance method, rar-
est group method) will have implications.63

Providing detailed recommended approaches for the 
treatment of race and ethnicity variables in quantitative 

analyses is beyond the scope of this paper given that 
recommendations will vary depending on the research 
question.64,65 However, regardless of the research objec-
tives, theory should guide study design and statistical 
analyses. Specifically, conceptual models should guide 
the data collection process as well as how data are ana-
lyzed. Theory can also guide the interpretation of find-
ings, including contributing mechanisms. For those 
with limited background and training in conducting 
health equity research, Dr. Camara Jones’ work is a 
great place to start,14 followed up by more recent 
literature.49,50,65–68

Utilizing theoretical frameworks and analytical 
approaches that are inclusive of the experiences of indi-
viduals who are racial and ethnic minorities is antiracist as 
it avoids superimposing dominant and privileged research 
paradigms that may not fully capture the experiences of 
groups who have been marginalized. Insufficient consider-
ation of theoretical frameworks, study design, and analyti-
cal approaches can perpetuate racism by yielding 
misleading results that obfuscate interpretation of racial 
inequities and interpretations of results that ignore how 
systems of oppression impact health.

Application to COVID-19: The World Health Organization’s Conceptual Framework for Action on Social Determinants of Health 
can provide an avenue to assess and systematically examine contributors to racial and ethnic disparities in COVID-19 exposure 
and care.23 For example living in a shelter that prevents social distancing or a crowded household poses challenges in isolating 
after an exposure. Careful and complementary analyses when reporting COVID-19 disparities data are needed because data in 
a vacuum can give rise to biologic explanations and those grounded in racial stereotypes, undermining the goal of eliminating 
health inequities.69 Additionally, the debate about whether COVID-19 disparities should be standardized by age illustrates the 
importance of carefully articulating research questions and choosing an analytical approach.70,71

Conclusions

We proposed five guidelines for conducting antiracist pub-
lic health research and explained why conducting antira-
cist research is something all public health researchers 
should actively pursue. The application of each guideline 
to the COVID-19 pandemic, while not comprehensive, 
provides examples of the practice implications of imple-
menting the proposed framework. This paper builds on 
work by others in the field (e.g. Drs. Rhea Boyd13 and 
Camara Jones14) to provide guidelines specifically for 
researchers for whom health disparities research is not a 
focus of their work. Following the guidelines and recom-
mendations summarized in Table 1 will allow researchers 
to contribute to an antiracist public health agenda in pur-
suit of health equity.

Scientific knowledge is generated by people, and thus 
socially produced.49 While researchers may aim to be objec-
tive, our beliefs and values, as well as those of our institu-
tions and funders, affect science.11 We must ask ourselves 
how might we be colluding with racist systems? From the 
ways we are trained, to how we conceptualize and conduct 
studies, social forces, including racism, influence science. 

These forces influence the questions asked and who asks 
them, who is recruited and who is left out, how data are 
analyzed, findings interpreted, and what steps are taken 
next.28 Therefore, it is essential that public health research-
ers acknowledge their biases and examine how these biases 
impact their work. While additional research on how to 
mitigate the effects racial bias has on research is needed, we 
implore public health researchers to commit to continued 
growth in this area via attending trainings and revisiting a 
literature that continues to develop. Cultural humility, 
defined as the process of openness, self-awareness, being 
egoless, and incorporating self-reflection and critique after 
willingly interacting with diverse individuals, is a lifelong 
process of learning.72

While systemic changes are needed, scientists nonethe-
less have agency to shape their respective fields of research 
and the system. Not all public health researchers will or 
necessarily should become experts on examining the effects 
of racism, and it is worth noting that even research that 
focuses on racism and racial health inequities can be prone 
to shortcomings. However, antiracism as praxis in public 
health is much bigger than research examining racism, and 
researchers have a social responsibility to consider how the 
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decisions they make may or may not perpetuate racism. We 
urge researchers to dedicate attention and effort into con-
ducting research that does not perpetuate racist ideologies 
that harm the public’s health. The guidelines described in 
this paper, while not exhaustive, can be used as a prelimi-
nary framework for conducting antiracist research. We all 
bear this responsibility, and the time for accountability is 
now.
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