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Summary

The COVID-19 pandemic highlighted the impact of social inequalities in health (SIH). Various studies have shown significant ine-
qualities in mortality and morbidity associated with COVID-19 and the influence of social determinants of health. The objective
of this qualitative case study was to analyze the consideration of SIH in the design of two key COVID-19 prevention and control
interventions in France: testing and contact tracing. Interviews were conducted with 36 key informants involved in the design of
the intervention and/or the government response to the pandemic as well as relevant documents (n = 15) were reviewed. We
applied data triangulation and a hybrid deductive and inductive analysis to analyze the data. Findings revealed the divergent under
standings and perspectives about SIH, as well as the challenges associated with consideration for these at the beginning stages
of the pandemic. Despite a shared concern for SIH between the participants, an epidemiological frame of reference dominated
the design of the intervention. It resulted in a model in which consideration for SIH appeared as a complement, with a clinical
goal of the intervention: breaking the chain of COVID-19 transmission. Although the COVID-19 health crisis highlighted the impor-
tance of SIH, it did not appear to be an opportunity to further their consideration in response efforts. This article provides original
insights into consideration for SIH in the design of testing and contact-tracing interventions based upon a qualitative investigation.

Lay summary

The COVID-19 pandemic has highlighted the importance of social inequalities in health (SIH) and the disproportionate burden of the
pandemic and its consequences related to socioeconomic status, ethnicity and race, among other determinants of health. Public health
interventions are likely to increase SIH when they are not considered in the design phase. Through a qualitative case study, we analyzed
the design of one of the first local initiative providing testing and contact tracing offer to the general population in the lle-de-France
region (Paris region, France) in response to the COVID-19 pandemic. This article discusses the uncertainty and challenges associated
with consideration for SIH in the intervention design. It explores the diverse understandings of SIH among the actors and the com-
plexities of cross-sectoral partnerships addressing SIH in times of health crisis. Despite a consensual concern for this issue among the
respondents, an epidemiological frame of reference dominated the intervention design. It resulted in a model in which consideration
for SIH appeared as a complement, with a clinical goal of the intervention: breaking the chain of COVID-19 transmission.
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INTRODUCTION (Bambra et al., 2020). They reveal racial and ethnic
(Baqui et al., 2020; Kirksey et al., 2021), socioeconomic
(Niedzwiedz et al., 2020) or territorial inequalities
in mortality associated with COVID-19, including in
France (Mangeney et al., 2020). Merging with pre-ex-
isting social inequalities, the COVID-19 pandemic

The COVID-19 pandemic context brought inequalities
to the forefront (Marmot and Allen, 2020). Numerous
international studies have measured the extent of ine-
qualities associated with the COVID-19 pandemic
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further emphasized the global issue of social inequalities
in health (SIH) (Marmot and Allen, 2020). Given this,
the COVID-19 pandemic context could have provided
a window of opportunity for acting on SIH. According
to Kingdon, a window of opportunity is an opportune
moment seized by political entrepreneurs, particularly
during major events such as a pandemic, when it is
possible to consider the implementation of a solution
to tackle a major problem (Kingdon, 19935). Testing
and contact tracing have been central interventions in
the pandemic response. Different studies have shown
the impact of social deprivation (Vandentorren et al.,
2022) or ethnicity (Benitez et al., 2020) on the testing
rate which was, except in certain cases, higher among
socioeconomically privileged populations. In France,
the spring 2020 lockdown policy also caused differen-
tial and cumulative effects on certain population groups
(Bajos et al., 2020). Public health interventions are likely
to increase SIH if their design does not consider popu-
lation needs (Ridde et al., 2008; Guichard et al., 2019).
Two rapid reviews of the literature demonstrated that
the consideration of STH in the design of infectious dis-
eases control interventions is typically rare (Mathevet
et al., 2021; Ost et al., 2022). Interventions following
the proportionate universalism principle are effective
in limiting or reducing SIH from an equity perspective.
The principle of proportionate universalism is that the
intervention is implemented universally, for all, but that
certain activities are specifically tailored to the particu-
lar needs of sub-groups of the population, taking into
account the social gradient in the distribution of the
health problem being addressed (Carey et al., 2015). To
support stakeholders to better take equity into account,
and in particular implementors, the Reflex-ISS tool was
developed based on a review of the literature and appli-
cations in Canada (Guichard et al., 2019).

In France, testing and contact tracing interventions
have been generalized as ‘specific measures to control
the epidemic risk’ (Castex, 2020) by the commission
in charge of developing the national strategy for end-
ing lockdown, which came into effect on 11 May 2020.
Summarized by the three-step motto ‘test, trace, isolate’,
the national strategy was based on: (i) testing (analyzing
samples to identify infected persons); (ii) contact trac-
ing (searching for individuals who have been in contact
with positive cases); (iii) isolation (keeping infected per-
sons away from non-infected ones). This study aimed
to analyze how SIH were considered in the design of
SARS-CoV-2 testing and contact tracing interventions.

METHOD
Design
We conducted a qualitative case study focusing

on a pilot intervention that was part of COVID-19
response efforts in France. We focused on CoviTCT

Z. Richard et al.

(renamed to preserve anonymity, referring to: Covid
Testing and Contact Tracing) as it was one of the
first interventions providing SARS-CoV-2 testing and
contact tracing, as well as isolation assistance (which
was not central to our case study) to the general pop-
ulation on the Ile-de-France region (including the city
of Paris). Initially carried out by the regional public
hospital institution, the intervention design began in
April 2020 and extended over the following weeks.
The analysis focused on the period corresponding to
the first and second waves of COVID-19 infections,
from March to December 2020.

Sampling strategy

An exploratory phase (September to November 2020)
consisting of a media articles review, gray literature
review and analysis of available documents enabled
us to identify the key actors of CoviTCT’s design.
Using a purposeful sampling strategy, we followed
the principle of internal and external diversification
(Pires, 1997). We reached an internal diversification by
targeting a variety of actors involved in the design of
CoviTCT in its central and local sites (Figure 1), which
also reflected a form of diversification through their
geographical locations and catchment areas.

- Local site A covered socioeconomically diverse
districts of the North of Paris, from wealthy
neighborhoods to deprived neighborhoods.

- Local site B covered an area of the Seine-Saint-
Denis department, one of the poorest in the met-
ropolitan France, containing a large proportion
of immigrant populations.

- Local site C covered some southern districts of
Paris, including wealthy and upper middle class
neighborhoods.

Actors from sites A and B were the primary target
participants for the study given the focus on SIH. Site C
was explored in less depth but included as part of our
diversification strategy and also because it was closely
linked to the central site of CoviTCT.

Key actors involved in the broader governmental
response to the pandemic were also interviewed to
provide a better understanding of the general context
in which CoviTCT was designed. We used a snowball
strategy for participant recruitment over the course of
the study.

Data collection

Between November 2020 and May 2021, we col-
lected a variety of press content, gray literature and
documents (7 = 15; Appendix 1). Between December
2020 and May 2021, the first author conducted
semi-structured interviews, averaging 40 min in
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Fig. 1: Principal CoviTCT sites of investigation (Paris and inner suburbs)® Z. Richard, Ceped, IRD, 2021 | Source: ©comersis.com.

length, until the point of empirical saturation. At
times, the interviews were conducted with the second
and last authors. We interviewed 21 women and 15
men of all ages (between ~20 and 65 years old) who
were mostly health care workers, often key actors in
the central and local sites (public hospital physicians
for the central site and site B; urban general practi-
tioners for sites A and C). We also interviewed pub-
lic health professionals from diverse public agencies,
humanitarian professionals, members of civil socie-
ty’s organizations (CSOs) among others (e.g. students
involved in the pandemic response as volunteers or
young professionals). The interviews were conducted
following a conceptual framework providing three
planning dimensions with respect to SIH: Reflex-ISS
(Guichard et al., 2019). In an equity perspective, this
health promotion tool intends to facilitate the con-
sideration of SIH in each stage of public health inter-
ventions (from planning to evaluation). Our research
focuses on the first stage, identified as design, of a
public health intervention. Beyond the focus on SIH,

interviews also included an open discussion regard-
ing their trajectory, how they perceived their work, or
their thoughts regarding the pandemic and SIH. We
contacted 53 individuals via email, phone or LinkedIn
messages. We carried out 33 interviews (with 36 key
informants in total) between the 11 November 2020
and 24 April 2021, 19 of whom were involved in the
design of CoviTCT (Figure 2).

Due to the pandemic context, 23 interviews were
conducted remotely and 10 in-person. Given their
active involvement with the pandemic, many of them
had limited time and mental availability. Three of
the respondents were met with twice as they had to
end the first interview due to professional commit-
ments. The use of videoconference and phone calls
to conduct remote interviews allowed for flexible
adjustment to respondents’ schedules (Spagnolo et
al., 2020), despite the technical challenges and the
difficulty of collecting non-verbal data (Refiosa et
al., 2021). These interviews were audio recorded and
fully transcribed.
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Fig. 2: Details of the sample composition.

Analytical strategy

The consistency of the findings was checked by data
triangulation. We applied an inductive-deductive analy-
sis strategy. As part of the inductive analysis, interview
transcriptions were read multiple times and annotated to
reflect the words of participants. This inductive analysis
fostered the emergence of original elements with regards
to sociological profile and trajectory of the respond-
ents, their discourses and representations. As part of the
deductive analysis strategy, the dataset was processed by
MaxQDA software. The themes emerging from the induc-
tive analysis were regrouped around the three dimensions
of intervention planning according to Reflex-ISS: (i)
problems and needs analysis; (i) objectives, rationale and
design of the intervention; (iii) cross-sectoral partnerships
and participation of the target population (Guichard et
al., 2019). In the next section, the results are presented
following the deductive structure of our analysis, in the
order of the three dimensions of intervention planning
of Reflex-ISS. The titles reflect the main elements that
emerged inductively in each of these dimensions.

RESULTS
Tackling SIH in the context of an outbreak:
emergency and ambivalences

SIH taking a back seat to the health
emergency

Despite respondents’ intense workload due to the
pandemic response at the time of the interviews,

Sample
Composition
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they made themselves available and demonstrated
concern for SIH. However, SIH were rarely men-
tioned spontaneously by the respondents despite the
explicit mention of our questioning, and none of the
reviewed documents mentioned SIH. The urgency
of the pandemic situation appeared to be the main
concern, which resulted in narratives of haste and
positive tension that seemed to inhibit critical reflec-
tion. In most of the discussion, consideration of STH
appeared to be secondary, sometimes as inappropri-
ate, as if urgency had overshadowed the SIH chal-
lenges. For instance, a general practitioner stated
that the health crisis context was incompatible with
action that was proportionate to the needs of popu-
lation sub-groups.

Behind diverse perceptions of SIH: the
specters of poverty and exclusion

The interviews revealed the diverse representations of
SIH in participants’ responses. Migrant populations,
particularly those living in collective accommoda-
tions, appeared as the prevailing representation for
SIH, regardless of the actors’ professional background.
Rather than discussing SIH, participants more often
focused on populations in situations of poverty and/
or social exclusion. They frequently used an inter-
changeable vocabulary: populations ‘in a vulnerable
situation’, “in difficulty’ or ‘in a precarious situation’.
At times, some actors asked about the meaning of
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‘social inequalities in health’, suggesting that this topic
remained confusing within the medical and humanitar-
ian health fields.

The actors had different perceptions of SIH which
appeared to be related with factors such as their
domain of expertise, location of usual professional
activities and epidemic response experience. The
actors’ comprehension of SIH can be situated on a
continuum ranging from a biomedical (focusing on
the virus, universal strategy of action) to a health
promotion vision (focusing on SIH: strategy based
on the social determinants of health, consideration
for the social gradient of health through propor-
tionate universalism). Private medicine professionals
expressed more a biomedical vision. Public medicine
professionals or humanitarian professionals tended
to focus more on a health promotion vision of SIH,
as well as public health professionals. Regarding
the location, professionals working in central Paris
mostly demonstrated a biomedical comprehen-
sion of SIH, while professionals acting in the north
suburb of Paris and specific popular or priority
neighborhoods showed a more health promotion
comprehension of SIH. Lastly, actors having a sig-
nificant epidemic response experience (particularly
in epidemic highly associated with SIH like tubercu-
losis or HIV), expressed a health promotion vision
of SIH. Actors that had a little or no experience in
the epidemic response focused more on a biomedical
understanding of STH.

A consensus: the unequal dimension of the
pandemic

Respondents agreed on the unequal dimension of the
COVID-19 pandemic. For several participants, this
could be linked to a humanitarian sensitivity and
experience. Various participants also expressed a keen
interest in public health issues, and/or their concern for
inequities resulting from field experience in COVID-19
response efforts.

All respondents agreed that different socioeco-
nomic factors may increase the vulnerability of some
populations to the risk of infection of SARS-CoV-2.
Most participants identified different attributes of
housing (e.g. size, number of people living there) as
factors that increase the risk of infection. They men-
tioned the likelihood of increased virus transmission
among the household members and barriers to cer-
tain control and prevention measures (e.g. ability to
isolate). They also pointed out financial insecurity as
preventing access to personal protective equipment.
A few participants mentioned barriers arising from
language and health literacy challenges in terms of
understanding the purpose and directions of the dif-
ferent control and prevention measures.

The challenging operationalization of
addressing SIH during a health crisis

Biomedical epidemiology framework,
pragmatism and adaptations in a context of
urgency

The design of CoviTCT began in April 2020. It took
place in a context of scientific uncertainty regarding
the virus and its modes of transmission, in addition
to a scarcity of testing given material and resource
constraints. Anticipating the gradual ending of the
lockdown restrictions and increased transmission, a
hospital physician with specialization in infectious and
tropical diseases with extensive humanitarian expe-
rience, led efforts to organize teams that would visit
potential patients’ homes for testing and counseling.
It resulted in the transfer of a model previously imple-
mented in Haiti for the cholera epidemic.

The primary objective of the intervention was
to ‘break the chains of [COVID-19] transmission’
[Slideshow: presentation (CoviTCT), partners meet-
ing of 14 April 2020] by implementing a case targeted
intervention intended for the general population of
the fle-de-France region. This strategy called for the
deployment of the intervention around confirmed and
suspected cases of COVID-19. The first stage, detec-
tion, illustrates the strength of the epidemiological
argument and the central position of the virus in the
strategy: the intervention was based on transmission
hotspots. When a hotspot was confirmed, the interven-
tion of field teams were then deployed for mass testing
with the objective of controlling its spread (Beaudevin
et al., 2021). Such a detection strategy appeared to be
at odds with a SIH reduction approach:

‘T had put forward proposals, as I said about the
mobile units, to reach the most vulnerable groups
in order to re-establish certain inequalities and to
reach the groups that were not going to access the
system. [...] I think my proposal was perhaps a lit-
tle surprising and then what I understood was that
it didn’t work like that, so they didn’t see how it
was going to be done. It was, for them I think my
suggestion was a bit abstract’.—CoviTCT partner,
AIDS non-profit organization

Yet, actors involved in the first stages of CoviTCT’s
design said their intent was to differ from the criti-
cized top-down, uniform and coercive governmen-
tal response strategies to the epidemic implemented
at the time (Cambon et al., 2021). The proposal was
designed as ‘pragmatic’, trust-based and ‘contextual-
ized’. CoviTCT included a social component aimed
at making this strategy compatible with a diversity of
social situations and therefore improving its accepta-
bility. Mobile teams were rolled out to conduct home



visits. They were responsible for testing at home, deliv-
ering a kit consisting of masks and hydroalcoholic gel,
and fostering a partnership with the COVID-19 cases
to identify and organize their isolation plan based on
an assessment of their living environment. As it turned
out to be necessary in some cases, they could resort to
humanitarian or local social services to provide some
social support (e.g. accommodations, delivery of gro-
ceries and medication) during the period of isolation.
While the medical provision standard of CoviTCT was
clearly defined, the design of the intervention left room
for a significant amount of improvisation. This was
especially true with regards to the social component,
which was associated with the ability of the field teams
to adapt and improvise, which were less discussed and
formalized.

“We adapted completely to this family context and
with that, our team improvised in some ways, so
they had their baselines for isolation, they had their
baselines for advice and procedures to follow up on
transmission and to make sure that it was cut off
as quickly as possible and therefore, to isolate this
outbreak. And so, as a result, they were improvising
according to the contexts’.—Project team member

The centralized design of CoviTCT made it possi-
ble to provide a general framework that was common
across all sites. Due to the urgency of the situation in
terms of time and health risks, CoviTCT became active
in less than a week after the beginning of its planning.
The process was refined through the experimentation
of different models, that was done concurrently dur-
ing its implementation. The local sites developed and
experimented with an operational model that was
adapted to their context, which resulted in important
differences between the sites in terms of how STH were
considered.

Diversity of attempts and approaches to
addressing SIH in the intervention

There were important differences between the
Parisian sites (A and C) and suburban site (B) regard-
ing the way SIH were considered in the design of
their respective operational models. This may be
related to the socio-economic contrast of the territo-
ries with the most deprived (site A, and B to a lesser
extent) to the wealthiest (site C). Initially focused on
home visits, the local site A opened a testing center
in October 2020, although this required a doctor’s
referral until December 2020. After this date, the
site’s team the team bypassed these restrictions and
encouraged mass testing of the population before
possible holiday gatherings. In keeping with a med-
ical vision of caregiver—care receiver relationship,
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trust was emphasized as the main factor of adherence
to the intervention at this site. Interestingly, it was
not always recognized that socio-economic deter-
minants could be an issue regarding intervention
implementation.

‘I think that a fairly simple [public health interven-
tion] model, everyone adheres to it. And it’s not
because it’s a person in a more precarious situation
that they won’t adhere to it. What works is that
people trust us. [...] It makes no difference whether
they are in a precarious position or not’. General
physician, local site A (Paris)

Conversely, the former coordinator of local sub-
urban site B outlined the team’s ‘real desire to get
closer to the people and to reach a population that
is particularly vulnerable in comparison with pri-
vate urban medicine’. As COVID-19 cases were fre-
quently refusing home visits, the operational model
of this site was quickly adapted. To foster improved
accessibility and acceptability of the intervention,
a testing and contact tracing alternative was devel-
oped in various centers within a municipal health
network, urban private practices and a local public
hospital. Patients could present without an appoint-
ment, unlike in sites A and C. The actors involved
in the design of the model of site B demonstrated a
critical reflection on CoviTCT and their own action
regarding SIH. During his interview, the initiator of
site B pointed out a ‘very clear lack of perception of
deprivation in the department’ among the team that
designed CoviTCT’s centralized outline. He insisted
on the need to adapt the intervention model to the
socioeconomic local context. Another team member
regretted the non-use of proportionate-universalism
approaches and stated that:

‘Basically [CoviTCT], while having noted and
followed a logic that was a little bit different [...]
doesn’t replace some 20 to 30 years of history of
public health in France’. General and public health
physician, local site B (excerpt from a conference,
January 2021)

Cross-sectoral ‘partnerships’ during a health
crisis: between distrust and collaboration
From hypercentralization to the multiplication
of actors

At the very beginning of the outbreak, CoviTCT’s
design was characterized by its hypercentralization. The
general approach of the intervention was first designed
by a few influencial members of the regional public
hospital institution, following which a variety of actors
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from different sectors became gradually involved. The
implementation of the intervention was made possible
by the massive mobilization of volunteers, including
several hundred students and young professionals.
Most of the volunteers joined the field teams after a
theoretical training on interculturality, motivational
interviewing and non-judgmental attitude. The train-
ing was developed by an association dedicated to fight-
ing HIV/AIDS with extensive experience in addressing
SIH. The COVID-19 cases’ participation in the inter-
vention took the form of a partnership between cases
and field teams, nurtured by a relationship based on
trust. Case participation remained limited to the inter-
action with field teams as part of the contact tracing
process or organization of isolation, with no involve-
ment of the cases in the design of the intervention itself.

The profiles of the actors varied depending on
the sites. The influence of the initiator of each site
appeared to be instrumental in the (re)mobilization
of actors, as well as the presence of networks that
existed before the pandemic. The public hospital doc-
tor who initiated CoviTCT gathered former humani-
tarian colleagues, as well as hospital colleagues. Over
time and following the intention not to adopt a hos-
pital-centered approach, CoviTCT was increasingly
taken over by physicians practicing private medicine
(i.e. covered by the social health insurance scheme)
in urban centers. In sites A and C, the private general
practitioners who initiated the sites mobilized the local
multi-professional health communities. As a result,
both sites relied on the involvement of a majority of
private medical and paramedical health professionals.
The public hospital doctor who initiated site B relied
on public municipal and territorial health network. In
this more deprived territory, this network was already
mobilized for other infectious diseases (tuberculosis,
HIV/AIDS). Consequently, the main actors involved
were municipal health actors, hospital professionals as
well as urban private medical professionals who were
mobilized via their representative organization.

A similar expansion dynamic was observed with
regards to the organizations known as ‘partners’ of
the intervention. Local public services, as well as CSOs
were involved according to needs. The summer of 2020
was also associated with the increase, in number and
power, of key actors involved in the deployment of
testing and contact tracing government strategies. This
dynamic brought together many intersectoral partners
including medical NGOs and CSOs, municipalities,
public social and/or health services. Participants appre-
ciated this multi-actor and decentralized collaboration,
as it was considered a valuable opportunity to try an
alternative governance structure, different to the tra-
ditional silos of the health system. Respondents also
emphasized the complexities of bringing cross-sectoral

partnerships to fruition due to chronic resource short-
ages, power imbalances and persistent misunderstand-
ings between the partners, including SIH.

Complexities of cross-sectoral partnerships

Respondents mentioned various barriers to mobiliz-
ing cross-sectoral partners. Despite their attempts, the
North Paris team was unable to mobilize social workers
due to a lack of human resources, administrative com-
plexities and fears related to the pandemic situation.

While other examples of mobilization of cross-sec-
toral collaborations have proven successful, the equi-
table dimension of the collaborations is questionable.
Not all actors held the same position within the inter-
vention. Professionals from the medical or paramedi-
cal fields were predominant in the intervention design.
On the contrary, other actors, such as CSOs and social
workers, mainly focused on operational aspects (i.e.
intervention implementation), and were often excluded
in the design or planning stages of the intervention.

Lastly, there were important differences in under-
standing and the vision of SIH between different pro-
fessions. For example, between private medical practice
and public hospital medicine:

We had set up this [local site B] as a purely public
health operation, the financial dimension did not
interest me and did not catch my attention. And
I faced this first thing which was that the private
general practitioners [...] wanted guarantees that
their patients would not escape them. Like it was
not normal for patients seen in a private practice to
be cared in a municipal health center. And I fell off
my chair because I thought, ‘How can such consid-
erations arise while we are in the middle of a health
crisis and people are dropping like fliesss—Hospital
infectious diseases specialist, local site B

However, these divergences did not prevent valu-
able collaborations. The collaborations experienced
between hospital medicine and private urban medi-
cine were regularly mentioned in participants’ dis-
course as one of the successes of CoviTCT. In contrast,
they shared more reserved opinions on certain (non)
collaborations, such as those between the medical and
public health sectors in certain respects. Forms of dif-
fidence and misunderstanding persisted at the expense
of addressing SIH. For instance, a general physician of
local site A contested the scientific basis and refused
to take part in an intervention addressing SIH pro-
moted by a regional public health institution:

The difficulty is that I never knew how [the inter-
ventions in priority neighborhoods were] done. Was
it done on a scientific basis or on a political basis?



Table 1: List of the main insights per design dimension
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Problems and needs analysis e Despite an important concern for the unequal dimensions of the pandemic, inequalities
appeared secondary to the pandemic emergency.

Objectives, rationale and
design of the intervention

intervention design.

inequalities.

Cross-sectoral partnerships

CoviTCT’s actors did not share a consensual understanding of SIH, which were often equated
to poverty and social exclusion.

CoviTCT’s design planning was expedited by the health emergency.
CoviTCT was based on a biomedical epidemiological approach which prevailed during the

The social component of the intervention supported its clinical activities by addressing certain

The approach to address SIH took different forms depending on the site of the intervention.
Actors from the (para)medical fields designed CoviTCT.

and participation of the target ® Multiple cross-sectoral actors were gradually involved in the intervention.

population

Challenges regarding cross-sectoral partnerships hindered collective action to tackle SIH.

Because it is a priority district of the city and we
see that it is necessary to go and do it there to show
that people are not forgotten? Political.—General
physician, local site A

DISCUSSION

Critical insights on the consideration of SIH
in designing CoviTCT and COVID-19 response
efforts

This case study highlighted some of the challenges of
addressing SIH in the design of COVID-19 response
efforts in the fle-de-France region, France (Table 1).
Findings revealed diverse understanding and visions of
SIH among CoviTCT’s actors, as well as the complex-
ities of mobilization and cross-sectoral partnerships.
CoviTCT was rooted in and took place in a context
of an organizational crisis (Bergeron et al., 2020) of a
‘weak’ French public health system (Gaudilliére et al.,
2020), and a rapidly changing and uncertain COVID-
19 environment (Berger et al., 2021). Our findings
emphasized an intervention design relying on the
mobilization of existing configurations of actors, stra-
tegic and operational models: a phenomenon widely
observed in decision-making processes in crisis con-
texts (Graham and Zelikow, 1999).

The urgency to act without delay rushed the design
process and led to its initial centralization around
medical and paramedical professionals. The interven-
tion design was similar to the general dynamics of the
pandemic response in France. The lack of pandemic
preparedness (Bergeron et al., 2020) resulted in an
overrepresentation of medical elites compared to pub-
lic health professionals and institutions (Rozenblum,
2021). There was little room for co-creation or the
structuring of collective action around the consid-
eration of SIH in the design of the intervention. The
actors faced widespread challenges in the design of
public health interventions such as power inequities

(Friel et al., 2021) and difficulties regarding intersec-
toral action (Bilodeau et al., 2018; Friel et al., 2021).
Among CoviTCT’s actors, SIH was mostly related
to situations of great poverty or exclusion, notably
migrant populations, at the extreme end of the social
gradient in health which correlates position in the
social hierarchy with health condition of individuals.
These findings reflect the challenges associated with the
historic lack of understanding of social determinants
of health and SIH within the French healthcare system
(Fassin et al., 2000, Aiach, 2008). Medical training and
the professional culture often overlook these concepts
(Jourdan et al., 2012) and has previously raised con-
cerns about continued discrimination (Carini-Belloni
and Vuattoux, 2020).

The analysis of public policies (Béland et al., 2010)
invites us to dwell on the representations of the problem
and problematization (Bacchi, 2016). Initially designed
and implemented to address a severe medical human-
itarian emergency (cholera) in Haiti, the intervention
was urgently transferred to France to fight against
COVID-19 despite the differences regarding the dis-
eases and national contexts. For Ridde and Guichard,
‘the way in which the causes of health inequalities are
understood and socially constructed will influence not
only the decision to take action but also the methods
of action’ (Ridde and Guichard, 2008). This translo-
cation highlights CoviTCT’s links with humanitarian
approaches, social medicine and social epidemiology
all widely developed in southern countries. Even so,
centered on the virus and contaminations, around the
COVID-19 positive patients, the model of CoviTCT
participated in (re)producing a predominant clinical
framing (Benford and Snow, 2000) of the pandemic sit-
uation. The similar intervention deployed to fight chol-
era in Haiti was considered to have a predominantly
biomedical public health approach (Ridde, 2021). In
CoviTCT, when there was consideration for SIH, it
was as an element complementing the clinical epide-
miology strategy of the intervention and supporting its
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ultimate clinical achievement: breaking the chains of
transmission.

Despite the focus on Paris for this case study, these
findings echo that of the broader response to the
COVID-19 pandemic globally. Health promotion and
its objective of reducing SIH appeared to have been
mostly neglected (Cambon et al., 2021; Ndumbe-Eyoh
et al., 2021). Our use of the Reflex-ISS tool (Guichard
et al.,, 2019) and a public policy analysis approach
emphasized that, while the pandemic was the occasion
for a ‘rediscovery’ of the SIH issue (Kawachi, 2020), it
did not constitute a window of opportunity (Kingdon,
19935) favorable for their consideration. Our findings
have highlighted the need to improve the understand-
ing and working on SIH during ‘routine’ periods. It
appeared paramount to promote SIH consideration in
crisis situations, when standard operating procedures
take precedence (Graham and Zelikow, 1999). Recent
innovations such as the plan to fight SIH adopted by
the ile-de-France regional health agency show that in
the pandemic context, SIH have become the major
priority for action within certain public health institu-
tions. The COVID-19 crisis has not only demonstrated
that a collective and formalized fight against SIH was
crucial, but also that it was possible.

Investigating SIH consideration in
intervention design: strengths and limitations

Our investigation provides methodological and theo-
retical insights on the use of Reflex-ISS as a research
tool in health promotion research in the COVID-19
pandemic context. The use of the Reflex-ISS tool as a
basis for data collection made it possible to focus the
interviews on elements directly related to CoviTCT’s
design and on the consideration of SIH. Participants’
tendency to focus on action narratives not centered
on SIH suggested that this approach may be prefera-
ble in crisis situations. However, the semi-structured
interviews based on Reflex-ISS constrained the partic-
ipants’ discourse while the pandemic context was not
optimal for reflective considerations on the design of
emergency interventions. It sometimes put respond-
ents in an uncomfortable position by urging them
to focus on topics or aspects that appeared difficult
to grasp in a health crisis situation. Also, the design
and implementation appeared to be intertwined in the
context of COVID-19 outbreak and difficult to distin-
guish at the operational level. From this standpoint,
the temporality of our investigation also represented a
limitation. It began in September 2020 to June 2021,
several months after the initial design we were inves-
tigating. The initial design was likely subject to poor
recall for various key respondents, given the time
delay from when they were interviewed to the time
period of interest.

These different points highlight the importance of
using an analytical approach with an inductive dimen-
sion. Our hybrid approach to analysis enabled us to com-
plete the deduction based on the Reflex-ISS tool. If we
had limited ourselves to the components of the Reflex-
ISS tool (i.e. deductive approach), our analysis would
have emphasized negative aspects (e.g. respondents’
lack of consideration for SIH). The inductive analysis
made it possible to analyze the rich empirical mate-
rial in the respondents’ own words and provide more
nuance on respondents’ accounts and understanding of
SIH. For instance, it allowed us to perceive the stagger-
ing urgency weighing on the actors; the clinical framing
of the pandemic among the actors; or the determinants
of the barriers to consideration of SIH in the design of
the intervention. From an epistemic point of view, this
allowed the Reflex-ISS framework to be mobilized as a
conceptual framework versus a normative framework.

Lastly, the discussion of these results from pub-
lic health and political science perspectives fostered
a holistic understanding of the design process which
is not only the result of individual decisions. This
approach made it possible to consider the pandemic
conjuncture and, at a broader scale, structural socio-
political dynamics that influenced CoviTCT’s design.

CONCLUSION

Our research emphasized the numerous challenges of
tackling SIH in context of the COVID-19 pandemic.
A collective vision and intersectoral action against SIH
did not occur during the initial design of CoviTCT, and
instead, a biomedical approach prevailed (Cambon et al.,
2021). This biomedical approach to public health inter-
ventions and the omission of SIH in the initial design has
been common in France (Aiach and Fassin, 2004).
Positioning a SIH reduction approach as a comple-
ment to dominant biomedical strategies can mitigate
some of the inequitable effects of an intervention.
However, it will be insufficient to address their systemic
and structural (i.e. upstream) nature. The experience of
the COVID-19 pandemic highlights the crucial need of
promoting and formalizing STH reduction approaches.
Socio-environmental developments suggest that pan-
demic events will increase in the coming years. From
a dual perspective of social justice and epidemiological
coherence, the COVID-19 pandemic has highlighted
that SIH need to be considered as the basis of infectious
diseases response, regardless of the emergency context.
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