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ABSTRACT

Introduction Solidarity in global health is often invoked as
an ethical imperative to guide responses to global health
challenges. Its meanings and practices across diverse
contexts, however, remain under-explored. Deepening an
understanding of how solidarity is conceptualised, enacted
and perceived by a diverse array of actors within the global
health ecosystem is crucial to advancing meaningful and
measurable application of this commitment in global health.
Methods and analysis This qualitative study uses
interpretive research methodology to explore perspectives on
solidarity among key global health stakeholders: community-
level leaders in civil society organisations working on global
health issues; research institute directors in the Global
South; and individuals with experience of funding decision-
making with major global health funding and agenda
setting organisations (‘global health influencers’). Data

will be gathered through semi-structured interviews and
analysed using inductive and deductive reflexive thematic
analysis, to identify patterns and differences in how these
global health stakeholders recognise and define solidarity
or its absence in their day-to-day work, while remaining
attentive to conceptual tensions, participant interpretations of
solidarity that may be unfamiliar to our team, and our role as
researchers in shaping what we register and emphasise as
significant in our reporting of findings.

Ethics and dissemination Ethics approval was
obtained from the Western University Health Sciences
Research Ethics Board (HSREB) in Ontario, Canada #
2024-123965-87873 and the Ethics Committee for the
Humanities, University of Ghana # ECH 163/23-24 and
University of Oxford, Oxford Tropical Research Ethics
Committee (OXTREC) waiver dated 10 April 2024. Study
results will be submitted for peer-reviewed publication.
Results will also be summarised in an open access report
and presented at various stakeholder meetings and in
online webinars.

Protocol registration The final protocol was registered
with Open Science Framework on 28 October 2023. View
only link: https://osf.io/gryp5/2?view_only=8baff435a358
47f09a342408d38ee35h.

INTRODUCTION

Solidarity is a moral value and practice that
expresses the idea of mutual support, cooper-
ation and shared responsibility among people

STRENGTHS AND LIMITATIONS OF THIS STUDY

= (Qualitative methods are well-suited to generating
detailed and nuanced description of how and why
diverse global health stakeholders conceptualise
and experience solidarity (or its absence) within
their day-to-day work.

= The study’s interpretive design avoids treating
solidarity as a concept with universal meaning,
stressing the dynamic and situated nature of how
this word and its significance for global health are
defined.

= To the best of our knowledge, this is the first em-
pirical global health study informed by elements
of pluriversality, rendering available for discussion
and debate what pluriversality-informed methods in
global health research may involve.

= The study is not designed to and will not generate
insight on regional or country-specific understand-
ings of solidarity.

who face common challenges or risks.'™ In
the context of global health (GH), solidarity
is, at times, seen as a guiding principle, goal
and practice for addressing the health needs
and inequalities of people around the world,
especially those who are most vulnerable or
marginalised.*™®

Solidarity in GH may take various forms,
such as providing financial or technical assis-
tance to low- and middle-income countries,
based on an idea of fellowship among all coun-
tries, or all human beings; sharing knowledge
and best practices; collaborating on research
and innovation; respecting human rights and
cultural diversity; and advocating for global
justice and health for all.” The spread of
infectious diseases, antimicrobial resistance,
climate change and the effects of globalisa-
tion are all threats that transcend national
borders and have been identified in the
literature as requiring solidarity and collec-
tive action to overcome.® If we have learnt
anything from the last pandemic, it is that
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no one country stands alone. The COVID-19 pandemic
revealed the fractured nature of health systems world-
wide, highlighting health discrepancies between the rich
and poor, exacerbating GH disparities and emphasising
the needs of the most vulnerable.” It may be that solidarity
represents not only a guiding principle but also a strategic
necessity for ensuring the health and well-being of all. If
this is the case, how can solidaristic action be promoted
and measured across the GH ecosystem? And, in such a
diverse ecosystem, how uniform or distinct are conceptu-
alisations, experiences and practices of solidarity in and
for improved collective health and well-being?

The idea of solidarity in GH, as we know it today,
began gaining prominence in the late 20th and early 21st
centuries.'” " While calls for solidarity as ethical action
have persisted within the GH ecosystem for decades,
meanings of the word solidarity are unclear; the term is
often inadequately or poorly defined. Moreover, many
observe a failure globally to enact solidarity in the field
of health. For instance, in the context of COVID-19,
despite COVAX and the technology sharing platform
C-TAP emerging with a promise of supporting equitable
and timely access to COVID vaccines globally, it soon
became evident that vaccine hoarding and nationalism
superseded commitments to solidarity.'*'* Even though
the governments of South Africa and India together led
a global quest for a Trade-Related Aspects of Intellec-
tual Property Rights (TRIPS) waiver for mRNA vaccine
IP, governments in the global North actively blocked or
refuted such proposals.””"” Governments of countries
such as South Africa were bullied into extractive contracts
to purchase COVID-19 vaccines at higher cost than coun-
tries elsewhere. '®

Failures to enact solidarity globally are not accidental.
Ours is an era of normalised tolerance towards structural
injustices, linked to colonial and imperial legacies, and
a dominant neoliberal capitalist world order.'” Glob-
ally, ethno-nationalism is on the rise, multi-lateralism in
retreat, and foreign assistance programmes, most notably
U.S. Agency for International Development (USAID) in
2025, are being cancelled. Political convictions rooted in
a shared sense of humanity and common good conflict
with the logic of neoliberal capitalism. The dominant
ethos for political and economic engagements in this
order is competition, not collaboration. Countries in
the Global North and big corporations that profit from
their dominance in this order do gain more, profit-wise
and power-wise, by maintaining structural injustices and
leveraging the business opportunities these afford, than
working to transform them.'? *’ It is not surprising against
this backdrop that the rhetoric of GH solidarity often
does not match the reality of GH governance and action.
Despite frequent appeals to solidarity by world leaders and
international organisations in the context of GH crises,
such as the HIV/AIDS pandemic, the Ebola outbreak and
the COVID-19 pandemic,”*' no consistent mechanisms
exist to ensure equity, justice and accountability in the
production and distribution of health resources, such as

vaccines, medicines, diagnostics and personal protective
equipment.' ®? ¥ It is unclear to what extent those prac-
tices identified as key characteristics of GH solidarity in
academic literature align with what others on the front
lines of battles for justice, equity and accountability in GH
regard as solidaristic, and regard as having realistic poten-
tial for uptake at the global level. If calls for solidarity or
praise for solidaristic action are to have any meaning or
ethically normative power in GH, what counts as a prac-
tice of solidarity, to whom, on what basis and with what
necessary conditions for realisation must be clarified.

The study that we outline here has been designed in
response to the tensions our team has observed between
the rhetoric of solidarity by major players in GH, ongoing
structures of injustice across the GH ecosystem and lack of
evidence from those on the frontlines of GH programmes
and projects on what solidarity means and its potential
for shifting injustices in that ecosystem. We use GH as a
shorthand for efforts and initiatives aimed at improving
health and well-being that are guided by justice principles
(eg, equity, fairness), and informed by an understanding
that addressing health challenges that impact multiple
countries requires identification, understanding and
action across borders.”* We will conduct and analyse
=100 semi-structured interviews with three categories
of GH actors: community-level leaders in civil society
organisations (CSOs) working on GH issues; research
institute directors in the Global South; and individuals
with experience of funding decision-making with major
GH funding and agenda setting organisations. This study
is situated within a larger 5-year research project titled
‘Moving Beyond Solidarity Rhetoric in GH: Pluriversality
and Actional Tools’. The broader study includes a series
of scoping reviews and five international regional work-
shops aimed at surfacing under-heard perspectives on
solidarity across the globe. Combining empirical research
and critical interdisciplinary reflection on diverse engage-
ments and conceptualisations of solidarity, a key output
of this broader study will be a tool to guide GH funders
aiming to translate their commitments to solidarity into
action.

Rationale

GH funders’ abilities to effectively reduce GH inequities
are limited, when funding decisions are concentrated
in the Global North, and based in understandings of
how change happens that are not local to the worlds of
applicants. It is widely accepted today that GH has its
roots in colonial interests and paradigms.”® Allocation
of resources and recognition within the sector continue
to favour actors, institutions and knowledge from the
Global North #7 . Decolonising or re-creating the sector
requires acknowledging specific and interconnected
forms of oppression, colonialism and domination that
have excluded so many voices from debate and determi-
nation of GH agendas and approaches. ** *****This exclu-
sion has encompassed populations historically positioned
on the peripheries of power and decision-making for GH
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policy and funding in general, and researchers in low-
and middle-income countries and community-level actors
in particular. Ensuring complex mechanisms of exclusion
are acknowledged and actively interrupted constitutes key
ethical commitments for GH action at this juncture. This
requires new ways of working across diversely resourced
regions, institutions and distinct social-cultural worlds
and economically unequal contexts.

Research question and objectives

Solidarity is currently one guiding principle that many

have proposed can and should inform ethical GH prac-

tice.” ° *' * Organising ‘better’ or ‘good’” GH action
around any principle requires clarifying what the value of
that principle is in and for GH.

This original qualitative study aims to answer the
research question ‘How do diverse GH actors under-
stand, enact commitments to, and recognise solidarity or
its absence in the GH ecosystem?’ To get to this question,
we ask the following sub-questions:

a. What meanings, associations and importance and ef-
fects, if any, does solidarity have for GH actors?

b. What are conditions and indicators of solidaristic prac-
tices in GH, according to diverse GH actors?

c. What factors account for any differences among GH
stakeholders’ conceptualisations and commitments to
solidarity?

In answering these questions, we aim to achieve the
following specific objectives:

1. Enrich current conceptualisations of solidarity in and
for GH. This will involve gathering and comparing var-
ious experiences, definitions, attributions of value to,
factors associated with, and perceived threats or facili-
tators to solidarity in GH.

2. Generate a series of detailed examples of perceived
solidarity in action and solidarity failures, observed by
GH stakeholders within the context of their work to
reduce global or local inequities. These examples will
support achievement of objective 1, while enabling us
to ensure conceptual additions remain grounded in
localised examples.

3. Linked to the broader project on solidarity within
which this qualitative study is embedded, identify con-
siderations for the development of a tool to support
solidaristic practice in and for GH.

METHODS AND ANALYSIS

Study design

This is a qualitative exploratory study that uses inter-
pretive research methods,”™ with implications for taking
seriously and being transparent about the ways in which
our own entanglements as researchers within the GH
ecosystem at the core of this study may influence our anal-
ysis. Study design also reflects our interest in being atten-
tive to historical inequities in GH knowledge production,
decision-making and implementation that have left exper-
tise from high-income countries over-represented, to the

detriment of other perspectives. Fundamentally, we wish
to augment acknowledgement and the potential for a
plethora of perspectives on solidarity in and for GH. Our
interest in foregrounding under-heard perspectives and
in bringing diversely positioned actors’ views on solidarity
into dialogue is informed by a conceptual framework,
pluriversality,* that is not at this point widely used in GH
Research, to the best of our knowledge. We elaborate on
the interpretive and pluriversal frameworks selected and
their implications for study design below.

Interpretive research design

We are adopting an interpretive research design,” suit-
able to our intentions of exploring diverse participants’
accounts of what solidarity means and involves in their
view, with attention to how these accounts may differ
based on participants’ positions and experiences within a
vast GH ecosystem. In accordance with the interpretivist
paradigm at the core of interpretive research design,”
we are not approaching the main object of investiga-
tion in this study, solidarity, as something that can yield
to fixed or universal representation. Instead, solidarity is
regarded as a term whose meaning emerges in dynamic
social processes within particular contexts and depends
on interpretation by particular actors whose social iden-
tities, relationships to language, structures of power and
biographically unique experience shape their under-
standing and application of this term.* %

Flexibility sits at the heart of interpretive research
design. Interpretive research design invites attention
to emerging themes, unexpected interpretations and
strives to expand understanding of social phenomena
through a shuttling between existing theory and data.” 5
Reflexivity is also central to this design. Recognising that
knowledge emerges within social processes and between
distinctly situated human actors, this approach requires
researchers to remain attentive to their role as co-pro-
ducers of knowledge with study participants and critically
consider the ways in which their own positionality shapes
their interpretation and representation of participants’
narratives.” ** More details on the research team’s posi-
tionality and implications for our study procedures are
provided at the end of the Methods section.

Pluriversality

The broader interdisciplinary study of solidarity in GH
within which the present study sits is informed by a pluriv-
ersal approach. Calls for pluriversality in tackling GH chal-
lenges are relatively new.' ** * These calls align with and
draw inspiration from calls to decolonise and indigenise
GH, but also posit distinct requirements for escaping
colonial ways of working that limit social transforma-
tion. One of these is that in bringing diverse perspectives
into dialogue to tackle GH challenges, we actively resist
modernist, colonialist norms of asserting universals and
binaries that oversimplify or eclipse worlds and ways of
being and acting that do not fit into such models. This
will be the first qualitative GH study to the best of our
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knowledge that attempts to translate this element of
pluriversality into research practice.

The implications of a pluriversal approach for qualita-
tive research, in our understanding, include (but are not
limited to) the following key components: (1) surfacing
perspectives that have been historically silenced; (2)
sampling for optimal diversity, rather than saturation;
(3) creating opportunities for, and being attentive to,
expressions of desired worlds, rather than limiting explo-
ration and analysis to needs and problems in existing
social order; (4) avoiding forms of representing find-
ings that erase diverse ways of being, doing and knowing
through construction of consensus; (5) practising critical
reflexivity to avoid imposing assumptions about what
descriptions or experiences mean, based on one’s own
positionality. A pluriversal framework aligns well, in our
view, with tenets of interpretive research design, specifi-
cally its openness to unexpected themes, and attentive-
ness to the ways in which meaning-making is contingent
on the situated lens of those engaging in acts of repre-
sentation, whether that be responses in interviews or the
write-up of research findings.

Pluriversality aligns with our team’s convictions that
the transition to a better, more sustainable and inclu-
sive world cannot be accomplished by relying on a
single worldview or way of thinking. The concept of the
pluriverse was powerfully described by Latin American
social (re)design and post-colonialist theorists.”* ¥ *! At
its core is the assertion that while we may all as humans
occupy one universe, we inhabit multiple worlds. Denial
of that multiplicity is rooted in colonial and modernist
paradigms that have served to delegitimise and violently
erase Indigenous and non-Western ways of being and
knowing. This denial of multiple worlds has also limited
social change, in its contingency on pushing out of visi-
bility and consideration not only intertwined mecha-
nisms of colonialism, oppression and domination, but
also vast and potentially important alternative ways of
being, understanding, collaborating and (re)imagining
what is possible.

A pluriversal-informed qualitative research design
does more than recognise the variety in ways in which
exploitation, oppression, exclusion and colonialism have
taken grip in different places, or insist on the importance
of respect for, and inclusion of, diverse and historically
subaltern perspectives to effectively tackle challenges. In
Leitao’s interpretation, research geared to supporting
a Pluriverse—a world where many worlds co-exist and
flourish—also requires shifting research geared to social
transformation from a traditional focus on what needs
to change in the current system, to a focus on desires.
As Leitao notes, we need to foreground desires for possi-
bles beyond what exists, if we are ‘to create and nurture
alternative ways of world-making and contribute to the
construction of other worlds’.* Conducting research
premised on and supporting a Pluriverse means being
attentive to visions of the possible beyond what is, and

ideally avoids romanticising certain groups or perspec-
tives as inherently more legitimate for informing social
transformation.

Pluriversality asserts the possibility of collaborating
across differences, without erasing the complexity or
significance of those differences. So itis that, for example,
in indigenous enactments of pluriversal social (re)design
described by Escobar, social groups with diverse inter-
ests and values manage to come together respectfully
and achieve social projects for living better, in ways that
balance competing priorities and avoid creating new hier-
archies.” The goal in analysis using this theory is not a
consensus. It is, in our understanding, about bringing a
broad range of perspectives into dialogue and debate,
in order to identify where the points of resonance and
opportunities for effective collaboration may lie. If
goals to a problem are to be proposed in some common
language, the limitations of this common language must
be explicitly acknowledged. Moreover, and echoing core
ideas of deliberative democracy,” ** space must be left
for the ethical validity, perceived necessity and pragmatic
strategies of those bringing these goals back to their
unique context, adapting these in form and meaning
to the social, cultural, environmental or other relevant
particularities of that context.*”™

We are aware that centring underrecognised and in
particular community-level experiences, meanings and
ways of working is insufficient in and of itself to render
solidarity more actionable at a global level. As noted in
the introduction, GH work exists within a dominant world
order premised on competition and hierarchies of power,
entrenched through colonialist and imperialist legacies
and organised to reproduce itself, inequities and its ways
of working. If insights from this study are to impact on
practice at the global level, our team’s view is this requires
buy-in from big players in the ecosystem. This under-
lies our decision as a team to make a key output of the
broader research programme within this study a tool to
guide GH funders aiming to translate their commitments
to solidarity into funding policies and practices.

Data collection

Data collection for this study will involve one-on-one
semi-structured interviews with diverse actors across the
GH eco-systems. Interviews are well suited to gaining
detailed and nuanced insight into ways of thinking, being
and acting that are central to the surfacing of diverse
worlds we are seeking. We are recruiting approximately
100 participants, falling into three main categories: (1)
community-level leaders in CSOs working on GH issues,
(2) research institute directors in the Global South and
(3) individuals with experience of funding decision-
making with major GH funding and agenda setting
organisations (‘GH influencers’).

Deciding on who to seek out for interviews, and whether
or not to actively recruit different types of actors in the
GH ecosystem, was not without debate. Some on our
team felt strongly that our pluriversal framework should
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translate into centring insights and experiences of histor-
ically and conventionally excluded or lesser heard GH
actors. Disrupting norms of GH discourse that reproduce
the authority of certain worlds and knowledges while
excluding others requires intentionally seeking out and
asserting the validity of alternative perspectives. Based on
this rationale, all participants might be recruited from
among a category of actors that conventionally holds
limited power over GH fundings and other discourses:
actors working on GH issues at the community level.
Ultimately, a decision was made to expand recruitment
beyond this basis for inclusion, based on two logics. First,
hearing from both community-level actors and actors
who do not work primarily at the community level might
render more apparent important particularities to ways
of thinking about and enacting solidarity, depending on
whether participants worked primarily at the community
or non-community level. The insights from community-
level participants might thus become more apparent to
us as a research team and easier to describe in our anal-
ysis, through comparison to empirical data from inter-
views with otherwise positioned GH actors. Second, it was
agreed that our team could not and should not ignore
that GH research institute directors and major funding
agencies hold central (though certainly distinct) roles in
enacting or interrupting norms of practice in the sector.
Gathering, analysing and rendering available for broader
consideration reflections on solidarity from these actors
might illuminate important considerations for rendering
community-level actors’ insights on solidarity more
actionable at non-community levels.

Another key sampling decision centred on participant
inclusion/exclusion based on language fluency. Given our
pluriversal framework, and desire to centre under-heard
perspectives, we understood the importance of offering
to participants the opportunity to participate in inter-
views in the language of their choice. At the same time,
the PI (EN) was concerned about her ability to interpret
participant meanings accurately for interviews conducted
in languages in which she is not fluent (Spanish, English,
French), as well as concerns about our team’s capacity
to verify the accuracy of translations beyond the eight
languages we master as a team. In the end, a decision was
made that we would offer to conduct interviews in the
language of participants’ choosing, with plans to appro-
priately resource high-quality professional interpretation
and transcription/translation. We also will acknowledge
in publications the limitation of our analysis where/if we
are relying on translations of interviews from languages in
which the team is not fluent. Sampling and recruitment
strategies for each of our three participant categories are
described below.

Community-level leaders

A majority (=60) of those interviewed will be community-
level leaders CSOs working on GH issues. Ensuring the
voices of community-level participants are integral to our
goals of being particularly attentive in our exploration

to the perspectives of actors in the GH eco-system who
have had limited power over GH funding and agenda-
setting. For this first category of participants, we are prior-
itising recruitment from organisations, associations and
movements whose work is guided by social justice prin-
ciples, focused on improving health and well-being, and
concerned with challenges to health and well-being that
they identify as linked to transnational factors, situations
and/or impacts. To be eligible for inclusion in this group,
participant organisations must identify as either CSOs,
community-based organisations or locally rooted non-
governmental organisation. They also must be explic-
itly guided by justice principles (as shown through their
public facing communications), must work with other
groups on a regular basis to achieve their goals and must
have emerged and continue to operate in the context
where they were formed (even if they also work beyond
that context).

The research team will compile an initial list of eligible
organisations through searches of regional and interna-
tional CSO directories and health advocacy networks.
Sampling within this category of participants will be
purposive® and aim for optimal variation, rather than
saturation. Reaching saturation in qualitative research
implies an assumption or prediction that further data
collection would reinforce what has already been estab-
lished in a sample or sub-section of a sample.” We make
no such assumptions. Our sample size is pragmatic based
on feasibility and aligned with objectives of expanding
understanding of what solidarity is, means and could
do for GH by multiplying insights on this topic, with an
intentional recruitment and consideration of perspec-
tives beyond the usual contributors to dominant GH
discourse. All participants in this category will be in a
policy, implementation or evaluation leadership role
within their organisation and may be serving in either
a paid or unpaid capacity (volunteer). We will aim to
recruit participants across all WHO regions, and from
diverse countries within those regions, but we will not be
interpreting or comparing participant responses based
on their location at birth or at time of interview. Indeed,
such analysis would almost certainly involve making very
problematic assumptions, given our sample size, about
how participant’s perspectives on solidarity connect to
regional or national influences. We are recruiting across
WHO regions and diverse countries towards maximising
potential for variation in participant perspectives. Again,
towards achieving optimal variation, recruitment will be
attentive to achieving diversity in terms of participants’
area of focus, with target recruitment of an equal number
of participants working in each of the following seven
areas: environmental justice, migrant and refugee issues,
women and gender-based violence, access to medicine
and treatment, indigenous rights, environmental justice
and anti-poverty movements.

Initial contact will be made through email, in English
by the interview team lead (MN), or by another member
of the interview team fluent in French or Spanish for
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potential participants in countries where those languages
are the main language of business. Where direct poten-
tial participant email contact is not available, we will use
general organisation emails and listed phone numbers,
or messaging through the organisation’s LinkedIn page
to seek out contact information for leaders in the organ-
isation. In a method used for all participant categories,
initial contact via email will involve briefly describing the
study, sending a one-page description of the project and
offering to send the letter of information and consent
with more detail should participation in an interview be
of potential interest. If no response is received, 14 days
after this initial contact, we will send a follow-up email. If
a potential participant does not respond through these
efforts, we will move on to another potential participant.

GH research institute directors

Partnership and collaboration between high and low-and
middle-income country (LMIC) researchers is integral to
developing best practice in GH policy and practice. The
limits to equity in partnerships and collaborations within
GH research that bridge Global North and South are well
documented.””™® Given this, we will recruit 15 partici-
pants (n=15) with leadership roles in GH research insti-
tutes located in and dedicated to work in LMICs. These
participants will be recruited from university-funded,
governmentfunded and privately funded research
institutes as well as collaborative research networks.
We will identify participants through a combination of
web searches of research institute directories, review of
collaborative networks (eg, Alliance for Health, Policy
and Systems Research and regional research consortia).
Research institutes will be purposively selected to ensure
diversity in geographic region, institutional funding
model and area of health focus. Eligible participants
must hold managerial, senior research positions or an
equivalent leadership position in their institutes. Inclu-
sion of these participants will be purposive but also
opportunistic, drawing on our team’s awareness of the
GH research institute landscape for contacts, while prior-
itising potential participants working in diverse settings
across the Global South.

Where direct email contact is unavailable for a research
institute director and potential participant, we will contact
the research institute directly to seek the email address
needed for contact. As per our methods for community-
level participants, potential interviewees will be contacted
by the lead researcher (MN) unless contact is to be made
in French or English, in which case another member of
the interview team with that language fluency will assume
responsibility for contact.

Influencers

We are not limiting our data collection to historically
underheard and under-solicited perspectives. We are
open to identifying frictions as well as points of align-
ment in understanding solidarity from across the GH
ecosystem. We also recognise that for any of our research

to impact policy and practice, its objectives, content and
outputs must be legible and deemed valuable across the
GH ecosystem, including by those who control funding
and decision-making power in the sector. Our recruit-
ment of =25 GH ‘influencers’ reflects this thinking. These
actors are being recruited from major GH funding and
agenda-setting organisations (‘GH influencers’). Inclu-
sion criteria for these organisations are determined by
systematically scoping top public and private funders and
implementers in GH using the OECD report and other
GH sites, that is, Donor tracker. In order to be eligible
for participation as part of this group, an actor must have
experience as staff in that organisation in the past year. As
a team, we will discuss the list to ensure diversity of repre-
sentation across donor types, regions and institutional
mandates.

Wewill exclude from this ‘influencer’ categoryany partic-
ipant from organisations that do not meet our inclusion
criteria. However, we will also exclude participants from
organisations that seem duplicative of those we already
selected to participate—multiple organisations may have
similar functions and profiles, and should this case arise,
we will choose one in the interests of diversity. We will
also exclude organisations that have historically been
involved in unresolved disputes over conduct on funding,
implementation, interaction with indigenous communi-
ties, as well as organisations whose main objectives are
profit or political gain. Excluding them will ensure the
integrity of the research. As per the approaches used for
the two other participant categories, initial contact will be
made via email by the lead interviewer (MN) or another
member of the team should contact in a language other
than English be deemed more appropriate. Follow-up
emails will be sent 2weeks after initial contact as needed.
Where participants do not respond in the stated period,
the PI and MN will identify alternative participants from
the approved list of organisations.

One-on-one semi-structured interviews

Interviews will be led by a team of interviewers, located
in several countries and supervised by the principal inves-
tigator, an experienced anthropologist and qualitative
researcher. All interviewers will complete ethics training
and interview training before commencing and receive
feedback and guidance on initial interviews from the PIL
Interviews will be completed primarily over Zoom, though
in rare instances, where the opportunity is present due to
the presence of a researcher in the same location as a
participant, a face-to-face interview will be offered as an
alternative.

After signing the informed consent form, participants
who agree to an interview will be asked to meet with an
interviewer at a time convenient to them. Participants
will also be made aware that should they require specific
accommodation (eg, due to religious observance or
disability), we will consider the best way to support their
participation, in consultation with them. Interviews will
be conducted in the language of choice of the participant
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and digitally recorded with the participant’s permission.
If an interpreter for the interviewer is required due to a
participant’s language of choice being other than one in
which our team holds fluency, consent for this approach
will be sought from the participant ahead of time and
confirmed at time of interview. If a person wants to partic-
ipate, but does not want to be recorded, notes will be
taken on the interviewer’s laptop or tablet during the
interview.

Interviews are anticipated to last between 60 and
120 min. All recorded audio from interviews will be saved
on password-protected tools and conserved on Western
University’s One Drive. Only study investigators and
interviewers will have access to these. Interviews will be
transcribed verbatim in the original interview language
of the interview, with transcripts checked for accuracy
and completeness by a member of the team. A third-party
certified translator service is completing translation into
English of non-English transcripts. The quality of transla-
tions is being verified by a member of the team with the
appropriate language fluency.

Data collection tools

The semi-structured interview guides, distinct for each
category of participant (see online supplemental files
A-C), consist of 10 open-ended questions with probes
and are designed to surface definitions, practices and
perceived barriers, facilitators and impacts (power, impor-
tance, relevance) of solidarity in and for advancing equity
and social justice in GH. Participants are invited to share
their understandings of solidarity and any aspirations they
have for ways of working better across differences within
or across organisations. A significant portion of the inter-
view is dedicated to hearing participants’ examples of
solidarity in practice and solidarity failures based on their
lived experiences and as per their understandings of soli-
darity. These examples will ensure any eventual concep-
tual additions arising from research remain grounded in
detailed context-specific examples.

Analysis

Inductive and deductive thematic analysis will be
conducted concurrently with interviews and completed
in two stages.” The first stage will involve analysis of inter-
views from the three participant categories. The last stage
will involve identifying and discussing the significance of
similarities, differences or any other important particular-
ities emerging when responses from different participant
categories are compared. Particular attention will be paid
throughout the analytical stage to (1) imaginings of what
more solidarity in/for GH should look like and require
(2) potential points of convergence in statements about
what and why solidarity is important or limited in the eyes
of participants. In considering and comparing partici-
pant accounts, we will avoid using language or lenses of
equivalence. Given our goal of thinking with and for a
Pluriverse, it will be crucial to maintain recognition for
differences surfaced.

For stage one focused on attending to experiences,
meanings, perceived value (or limits) of current or
otherwise imagined solidarity in and for GH in the eyes
of specific categories of participants, three analysis teams
will be struck. These will work independently on analysis
of interviews from one participant group. Each of these
analyst teams will be led by the PI (EN) with involvement
of 2-4 experienced researchers on the team (co-Pls
and senior researcher on staff), as well as 1-2 trainees.
Inductive analysis will begin with PIs involved immersing
themselves in the same 3—4 transcripts, to independently
identify common language, themes, as well as particular-
ities or differences that strike the analyst as significant in
this set of transcripts. Through discussion, consensus will
be reached on the structure of an initial codebook with
key themes and sub-themes, reflecting these initial obser-
vations. Next, all transcripts from a participant category
will be uploaded to Nvivo 15, and senior researcher(s)
on the team, under the supervision of the study PI (EN)
and with support from trainee(s) as appropriate, will
iteratively code all transcripts. The PI and coding team
will meet bi-weekly to discuss and reach agreement on
additional emerging codes, or revisions to the code-
book, consulting with other involved PIs as needed. The
PI who will be familiar with all transcripts will regularly
review the codebook for completeness and consistency
in coding.

Upon completion of a participant category’s coding, a
member of the study team external to those engaged in
analysis for a participant category will review the defini-
tion and content of themes and sub-themes, to provide
additional verification for clarity and consistency. The
significance of emerging patterns and differences in
participant responses, and points to emphasise in the
write-up of findings, will then be completed in an anal-
ysis meeting with all members of a participant category
analysis team. The above process will be guided by the
Consolidated criteria for Reporting Qualitative research
(COREQ) checklist for reporting qualitative research to
ensure reliability, consistency and completeness.”

Once discrete analysis of the three participant groups
is completed, all co-investigators, senior researchers and
trainees will meet to discuss and reach consensus on how
to best describe differences, similarities and particulari-
ties across participant categories.

Pragmatically, a challenge we anticipate in coding, anal-
ysis and refining of findings is that a pluriversal approach
requires resisting a conventional analysis and represen-
tation of findings as indicative of ‘shared’” meaning. In
our understanding of a pluriversal approach to qualita-
tive research, space should not be left for participants’
accounts of the world and recommendations for action
potentially not being amenable to consensus. Doing
justice to the multiplicity of our participants’ worlds and
perspectives while nevertheless pulling out implications
for solidarity in and for GH will most likely require careful
attention to how we represent our findings.
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Impacts of our positionality as researchers on and throughout
the study

As researchers working within the GH ecosystem, we
recognise that we are not neutral observers but active
participants in the system we seek to interrogate. Our
research team members self-identify as residents in both
high-income countries and LMICs and include trainees
(undergraduate, graduate, post-doctoral) as well as junior
and senior academics. We are affiliated with universities
and organisations that receive GH funding from major
donors, and this project is funded and of interest to the
top funder of GH research in the world: the Wellcome
Trust. It is not lost on us that the decision of Wellcome
to fund this project reinforces that organisation’s identity
as committed to ‘Science to solve the urgent health chal-
lenges facing everyone’.”’

Several team members have collaborated regularly with
major funding agencies and implementing partners in
the past, including WHO, United Kingdom Research and
Innovation (UKRI), the European Commission and Well-
come. These positionalities offer both opportunities and
risks. As a team, we do have first-hand experience with
GH governance and funding dynamics. This proximity,
coupled with the GH research programmes we lead, has
alerted us to increasing mention of solidarity as a norma-
tive imperative in the sector in past years, alongside a lack
of clear efforts to translate calls for solidarity into specific
actions, different ways of operating and measurable
impacts. We know and are ready to leverage the power
we have, including our connections, understanding of
what counts as compelling evidence and our expertise
based on conventional, exclusionary and colonial norms
for defining who gets trusted to conduct and report on
research, but we also know this will normalise power/
knowledge hierarchies within the GH ecosystem, even as
we critique them. Some may argue there is a risk that, given
our ongoing collaborations with GH funding and imple-
mentation organisations, we might temper our critiques,
due to concerns about professional relationships or in
anticipation critiques could limit our opportunities for
future funding. We take such concerns and risks seriously
and will make deliberate efforts to guard against these.
First, we are approaching interviews with grant-makers and
policy actors with clear protocols to separate data collec-
tion from advocacy or professional networking. Inter-
viewers will disclose the academic purpose of the research,
clarify that participation will not influence future funding
decisions or collaborations and remind participants that
they may decline to answer any questions. We will ensure
that no team members interview participants with whom
they have a direct funding or reporting relationship. We
recognise that our interpretations will inevitably reflect
our perspectives and locations within the GH ecosystem.
Throughout the study, we will hold reflexivity sessions to
critically examine how our social locations, disciplinary
training and institutional affiliations may shape interview
interactions, interpretation of findings and framing of
recommendations. Moreover, we will ensure we include

a reflexive commentary on our own locations within GH
knowledge production in all publications or reports, in
the interests of transparency. Our aim is not to erase this
influence but to make it explicit and to intentionally fore-
ground participants’ narratives and worldviews in analysis
and dissemination.

Patient and public involvement

This study is designed to foreground under-represented
perspectives in GH, with most interviews (=60) being
conducted with community-level leaders in CSOs from all
WHO regions working on distinct areas of focus in GH.
All participants will be offered a copy of the study findings
report in English, French or Spanish.

ETHICS AND DISSEMINATION

Dissemination and data sharing policy

This study will comply with the Wellcome Trust Data
Sharing Policy. Findings from this study will be made
available to the public at a minimum through webinars,
peer-reviewed publications and through a brief trilin-
gual report (French, Spanish, English). The research
methodology will also be made available through Open
Science Framework (OSF) and published in a peer-
reviewed journal to provide other researchers access to
the full methodological consideration and data collec-
tion and analysis steps. Following the Wellcome Trust
Data Sharing Policy, there are no prohibitions on the
reuse, sharing or distribution of the data from this study.
As such, there are no copyright or licensing agreements
associated with the data generated from this study.
However, while publicly shared data in publications are
available for public use, we will share de-identified data
with researchers only on request submitted to the PI,
which will be reviewed and approved by the entire team
of investigators.

Ethical consideration and discontinuation

Once participants confirm interest in participating in the
study, letters of information and consent will be emailed
to the participants. The letter of information and consent
will detail the participant’s rights and what they should
expect from the interview and will normally be signed
and returned to the lead interviewer before the sched-
uled interview. In the case a participant is not able to
return a signed copy of the consent form to us by email
before their interview, consent will be sought verbally
before an interview begins, with signed consent accepted
after. During the study, participants may withdraw from
the study before the study completion if they decide to
do so at any time and for any reason. The research team
also reserves the right to terminate a participant from the
study if the team finds evidence of potential risk to the
participant or that a participant is deliberately providing
false information to influence the study result.
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Expected outcomes/discussion

This study aims to build understanding of how solidarity
is understood and valued (or not) in and for GH. It does
so with a particular interest in ensuring representation
of actors who are not normally included at the tables
of major GH funders and agenda-setting organisations,
and with a particular interest in surfacing differences in
perspectives from diversely positioned actors within the
GH ecosystem. We are committed to engaging with and
incorporating voices that might diverge or dissent from
mainstream narratives. We also expect that consensus will
likely remain elusive. By bringing diverse accounts of soli-
darity in and for GH into dialogue and debate, findings
from this study can complement more abstract discus-
sions of what solidarity does, can do, or should do for
GH with examples of what it involves, what it produces,
under what conditions, with what limitations, in the eyes
of people who are engaged in GH programmes and proj-
ects on a day-to-day basis.

A primary outcome of this study will be a report,
published on our project’s website in French, English and
Spanish, that will detail how solidarity is conceptualised
and attached to practices and conditions for realisation
in similar or distinct ways by the three groups of actors
we are interviewing: community-level leaders in CSOs
working on GH issues; research institute directors in the
Global South; and individuals with experience of funding
decision-making with major GH funding and agenda
setting organisations. This analysis may indicate signifi-
cant variety, and also potentially some areas of alignment,
in ways of identifying or thinking about what solidarity
involves. Enriching understandings of solidarity in this
way can facilitate more nuanced, more widely meaningful
and more actionable commitments to solidarity by those
who wish to align themselves with this term in GH. Our
findings will also inform, alongside findings from reviews
of the literature and regional workshops, the design of
a tool that could be used by GH funders to demonstrate
and translate into specific ways of funding and working,
their commitments to solidarity.

Study limitations and challenges

This study involves interviews with = 100 GH actors. While
we expect to be able to identify and explain points of
resonance and difference in meanings and practices of
solidarity across and within participant groups, the antic-
ipated and intentionally sought variety in participant
characteristics in terms of area of GH work, position in
organisations, community-level engagement, gender and
WHO region means findings will not be amenable to
conclusions about what solidarity in a particular locality
or for a particular population.

We are inviting potential participants to complete inter-
views in the language of their choice. Our interview team
masters a fraction, eight, of the world’s languages. Our
plan is to secure skilled interpreters and high-quality tran-
scription and translation for interviews beyond our team
competencies as needed. This approach, while removing

barriers to participation, comes with the challenge of
relying on translations for which no one on the team
can confirm are capturing participants’ full intended
meaning. It may also result in additional complexities for
analysis if participants opt for languages where there is no
translation for solidarity.

Data collection and analysis will involve a team dispersed
across multiple countries and inclusive of several trainees.
This approach will add complexity to interview and anal-
ysis processes. While the PI will be listening to every team
member’s first interviews to confirm consistency and
completeness in use of the interview guide and suggest
areas for improvement as needed before a team member
pursues subsequent interviews, it is anticipated there will
be some variation across the interviews conducted. How
much and what a participant shares will be influenced by
participant-interviewer dynamics that will be even more
variable across interviews with multiple interviewers
involved. Different members of the interview team will
bring different positionalities, disciplinary lenses and
training experiences to the analysis. With multiple team
members coding interviews, additional labour will be
involved in holding meetings to collaboratively establish
and advance codebooks, and to ensure consistency in the
application of agreed-upon themes to the data.

Contributors EN and MN prepared an initial draft of the manuscript; EN
incorporated co-author suggestions on this initial and subsequent drafts, finalised
the submitted manuscript and led on major revisions recommended following initial
submission; BP, GAR, BP, UK, JDV, SAO and CA provided suggestions on initial and
subsequent drafts and approved the final manuscript. EN is the guarantor.

Funding This work was supported by Wellcome Trust Inc grant number
#225230/2/22/2.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in
the design, or conduct, or reporting or dissemination plans of this research.

Patient consent for publication Consent obtained directly from patient(s).
Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits
others to copy, redistribute, remix, transform and build upon this work for any
purpose, provided the original work is properly cited, a link to the licence is given,
and indication of whether changes were made. See: https://creativecommons.org/
licenses/by/4.0/.

ORCID iDs
Elysee Nouvet https://orcid.org/0000-0002-1607-3453
Mary Ndu https://orcid.org/0000-0002-5221-3898

REFERENCES

1 Atuire CA, Hassoun N. Rethinking solidarity towards equity in global
health: African views. Int J Equity Health 2023;22:52.

Nouvet E, et al. BMJ Open 2026;16:€095243. doi:10.1136/bmjopen-2024-095243


https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://orcid.org/0000-0002-1607-3453
https://orcid.org/0000-0002-5221-3898
http://dx.doi.org/10.1186/s12939-023-01830-9

2

3

Dawson A, Verweij M. Solidarity: a Moral Concept in Need of
Clarification. Public Health Ethics 2012;5:1-5.

Prainsack B, Solidarity BA. Reflections on an Emerging Concept in
Bioethics. Summary: Nuffield Council on Bioethics, United Kingdom.
Jahrbuch Fir Wissenschaft Und Ethik 2012;17:331-44.

Harmon SHE. Solidarity: a (new) ethic for global health policy. Health
Care Anal 2006;14:215-36.

29

30

Liwanag HJ, James O, Frahsa A. A review and analysis of
accountability in global health funding, research collaborations and
training: towards conceptual clarity and better practice. BMJ Glob
Health 2023;8:e012906.

Turcotte-Tremblay A-M, Fregonese F, Kadio K, et al. Global health is
more than just “Public Health Somewhere Else”. BMJ Glob Health
2020;5:e002545.

5 Tosam MJ, Chi PC, Munung NS, et al. Global health inequalities and 31 Benatar SR. Moral imagination: the missing component in global

the need for solidarity: a view from the Global South. Dev World health. PLoS Med 2005;2:e400.

Bioeth 2018;18:241-9. 32 Pratt B, Cheah PY, Marsh V. Solidarity and Community Engagement
6 West-Oram PGN, Buyx A. Global Health Solidarity. Public Health in Global Health Research. Am J Bioeth 2020;20:43-56.

Ethics 2017;10:212-24. 33 Schwartz-Shea P, Yanow D. Interpretive research design: concepts
7 Kienzler H, Prainsack B. Solidarity and global health cooperation and processes. Routledge, 2013.

during covid 19 and beyond. Global Governance 2021;2. 34 Escobar A. Designs for the pluriverse: radical interdependence,
8 Lee P-H, Yeh M-J. From security to solidarity: The normative autonomy, and the making of worlds. Durham: Duke University Press,

foundation of a global pandemic treaty. J Glob Health 2018.

2022;12:03025. 35 Guba EG, Lincoln YS. Competing paradigms in qualitative research.
9 Ba M, Gebremedhin LT, Masako P, et al. Diversity and solidarity in In: Handbook of qualitative research, 2. 1994: 105.

global health. Lancet Glob Health 2021;9:€391-2. 36 BraunV, Clarke V. One size fits all? What counts as quality practice in

10 Bynum WF. Policing hearts of darkness: aspects of the international (reflexive) thematic analysis? Qual Res Psychol 2021;18:328-52.
sanitary conferences. Hist Philos Life Sci 1993;15:421-34. 37 BraunV, Clarke V. Reflecting on reflexive thematic analysis. Qual Res

11 McCarthy M. A brief history of the World Health Organization. Lancet Sport Exerc Health 2019;11:589-97.
2002;360:1111-2. 38 Affun-Adegbulu C, Adegbulu O. Decolonising Global (Public) Health:

12 Arguedas Ramirez G. COVID-19, justicia distributiva, propiedad from Western universalism to Global pluriversalities. BMJ Glob
intelectual y geopolitica: una contextualizacion de la gestién del Health 2020;5:e002947.
gobierno de costa rica ante la OMS. 2021. 39 Cleofas JV. Building a Pluriverse of Nursologies: A paradigm for

13 Arguedas-Ramirez G. Build that wall! Vaccine certificates, passes decolonial theory and knowledge development in nursing. Nurs
and passports, the distribution of harms and decolonial global health Philos 2024;25:e12497.
justice. Journal of Global Ethics 2021;17:375-87. 40 Escobar A. Pluriversal politics: the real and the possible. Duke

14 Liu J, Chung R. Capitalist philanthropy and vaccine imperialism. The University Press, 2020.

Hastings Center; 2021. Available: https://www.thehastingscenter.org/ 41 Mignolo WD. The idea of Latin America | Wiley. Wiley-Blackwell,
capitalist-philanthropy-and-vaccine-imperialism/ [Accessed 24 Oct 2009.
2023]. 42 Leitdo RM. From Needs to Desire: Pluriversal Design as a Desire-

15 Cohen R. COVID vaccines: rich countries have bought more than Based Design. Des Cult 2022;14:255-76.
they need — here’s how they could be redistributed. Article 2021. 43 Curato N, Sass J, Ercan SA, et al. Deliberative democracy in the age

16 Elder K. COVAX: a broken promise for vaccine equity. Doctors of serial crisis. Int Political Sci Rev 2022;43:55-66.
without borders - USA. 2022. Available: https://www.doctorsw 44 Ercan SA, Asenbaum H, Curato N, et al, eds. Research methods in
ithoutborders.org/latest/covax-broken-promise-vaccine-equity deliberative democracy. Oxford University Press, 2022.

[Accessed 24 Oct 2023]. 45 Bhakuni H, Abimbola S. Epistemic injustice in academic global

17 Yamey G, Garcia P, Hassan F, et al. It is not too late to achieve global health. Lancet Glob Health 2021;9:e1465-70.
covid-19 vaccine equity. BMJ 2022;376:e070650. 46 Koum Besson ES. How to identify epistemic injustice in global health

18 Dyer O. Covid-19: Drug companies charged South Africa high prices research funding practices: a decolonial guide. BMJ Glob Health
for vaccines, contracts reveal BMJ. 2023;382 :. 2022;7:e008950.

19 Arguedas-Ramirez G. Dead Food, the Political Economy of Disease 47 Querejazu A. Encountering the Pluriverse: Looking for Alternatives in
and Climate Injustice: Cynical Reason and Decolonial Feminist Other Worlds. Rev bras polit int 2016;59.

Bioethics. Int J Fem Approaches Bioeth 2025;18:87-112. 48 Palinkas LA, Horwitz SM, Green CA, et al. Purposeful

20 Klein N. The shock doctrine: the rise of disaster capitalism. Sampling for Qualitative Data Collection and Analysis in Mixed
Macmillan, 2007. Method Implementation Research. Adm Policy Ment Health

21 Flahault A, Wernli D, Zylberman P, et al. From global health security 2015;42:533-44.
to global health solidarity, security and sustainability. Bull World 49 Saunders B, Sim J, Kingstone T, et al. Saturation in qualitative
Health Organ 2016;94:863. research: exploring its conceptualization and operationalization. Qual

22 Beaglehole R, Bonita R. What is global health? Glob Health Action Quant 2018;52:1893-907.

2010;3. 50 Achana F, Boah M, Chirawurah D, et al. Equitable global health research

23 Chen X, Li H, Lucero-Prisno DE, et al. What is global health? Key collaborations with a mind of human dignity. Front Educ 2023;8.
concepts and clarification of misperceptions. Glob Health Res Policy 51 Cakouros BE, Gum J, Levine DL, et al. Exploring equity in global
2020;5:14. health collaborations: a qualitative study of donor and recipient

24 King NB, Koski A. Defining global health as public health somewhere power dynamics in Liberia. BMJ Glob Health 2024;9:6014399.
else. BMJ Glob Health 2020;5:e002172. 52 Voller S, Schellenberg J, Chi P, et al. What makes working together

25 Salm M, Ali M, Minihane M, et al. Defining global health: findings work? A scoping review of the guidance on North-South research
from a systematic review and thematic analysis of the literature. BMJ partnerships. Health Policy Plan 2022;37:523-34.

Glob Health 2021;6:€005292. 53 Swain J. A hybrid approach to thematic analysis in qualitative

26 Buyum AM, Kenney C, Koris A, et al. Decolonising global health: if research: using a practical example. SAGE Publications Ltd, 2018.
not now, when? BMJ Glob Health 2020;5:003394. 54 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting

27 Pai M. Disrupting global health: From allyship to collective liberation. qualitative research (COREQ): a 32-item checklist for interviews and
2022. focus groups. Int J Qual Health Care 2007;19:349-57.

28 Hindmarch S, Hillier S. Reimagining global health: From 55 Wellcome. Our priorities - science to solve urgent health challenges
decolonisation to indigenization. Glob Public Health facing everyone. Available: https://wellcome.org/our-priorities
2023;18:2092183. [Accessed 15 Sep 2025].

10 Nouvet E, et al. BMJ Open 2026;16:095243. doi:10.1136/bmjopen-2024-095243


http://dx.doi.org/10.1093/phe/phs007
http://dx.doi.org/10.1515/jfwe.2012.17.1.331
http://dx.doi.org/10.1007/s10728-006-0030-8
http://dx.doi.org/10.1007/s10728-006-0030-8
http://dx.doi.org/10.1111/dewb.12182
http://dx.doi.org/10.1111/dewb.12182
http://dx.doi.org/10.1093/phe/phw021
http://dx.doi.org/10.1093/phe/phw021
http://dx.doi.org/10.7189/jogh.12.03025
http://dx.doi.org/10.1016/S2214-109X(21)00029-2
https://pubmed.ncbi.nlm.nih.gov/7824689
http://dx.doi.org/10.1016/S0140-6736(02)11244-X
http://dx.doi.org/10.1080/17449626.2021.2002391
https://www.thehastingscenter.org/capitalist-philanthropy-and-vaccine-imperialism/
https://www.thehastingscenter.org/capitalist-philanthropy-and-vaccine-imperialism/
http://dx.doi.org/10.64628/AB.f6jtswqwq
https://www.doctorswithoutborders.org/latest/covax-broken-promise-vaccine-equity
https://www.doctorswithoutborders.org/latest/covax-broken-promise-vaccine-equity
http://dx.doi.org/10.1136/bmj-2022-070650
http://dx.doi.org/10.3138/ijfab-2024-0025
http://dx.doi.org/10.2471/BLT.16.171488
http://dx.doi.org/10.2471/BLT.16.171488
http://dx.doi.org/10.3402/gha.v3i0.5142
http://dx.doi.org/10.1186/s41256-020-00142-7
http://dx.doi.org/10.1136/bmjgh-2019-002172
http://dx.doi.org/10.1136/bmjgh-2021-005292
http://dx.doi.org/10.1136/bmjgh-2021-005292
http://dx.doi.org/10.1136/bmjgh-2020-003394
http://dx.doi.org/10.1080/17441692.2022.2092183
http://dx.doi.org/10.1136/bmjgh-2023-012906
http://dx.doi.org/10.1136/bmjgh-2023-012906
http://dx.doi.org/10.1136/bmjgh-2020-002545
http://dx.doi.org/10.1371/journal.pmed.0020400
http://dx.doi.org/10.1080/15265161.2020.1745930
http://dx.doi.org/10.1080/14780887.2020.1769238
http://dx.doi.org/10.1080/2159676X.2019.1628806
http://dx.doi.org/10.1080/2159676X.2019.1628806
http://dx.doi.org/10.1136/bmjgh-2020-002947
http://dx.doi.org/10.1136/bmjgh-2020-002947
http://dx.doi.org/10.1111/nup.12497
http://dx.doi.org/10.1111/nup.12497
http://dx.doi.org/10.1080/17547075.2022.2103949
http://dx.doi.org/10.1177/0192512120941882
http://dx.doi.org/10.1016/S2214-109X(21)00301-6
http://dx.doi.org/10.1136/bmjgh-2022-008950
http://dx.doi.org/10.1590/0034-7329201600207
http://dx.doi.org/10.1007/s10488-013-0528-y
http://dx.doi.org/10.1007/s11135-017-0574-8
http://dx.doi.org/10.1007/s11135-017-0574-8
http://dx.doi.org/10.3389/feduc.2023.1233018
http://dx.doi.org/10.1136/bmjgh-2023-014399
http://dx.doi.org/10.1093/heapol/czac008
http://dx.doi.org/10.1093/intqhc/mzm042
https://wellcome.org/our-priorities

	Meanings and practices of solidarity in global health: a qualitative investigation - study protocol
	Abstract
	Introduction﻿﻿
	Rationale
	Research question and objectives

	Methods and analysis
	Study design
	Interpretive research design
	Pluriversality
	Data collection
	Community-level leaders
	GH research institute directors
	Influencers

	One-on-one semi-structured interviews
	Data collection tools
	Analysis
	Impacts of our positionality as researchers on and throughout the study
	Patient and public involvement

	Ethics and dissemination
	Dissemination and data sharing policy
	Ethical consideration and discontinuation
	Expected outcomes/discussion
	Study limitations and challenges

	References


