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COVID-19 PREPAREDNESS AND RESPONSE: IMPLICATIONS FOR FUTURE PANDEMICS

From dichotomisation towards intersectionality in 
addressing covid-19 
Anne-Sophie Jung and colleagues argue that understanding mechanisms of response to the 
covid-19 pandemic as trade-offs reinforces false dichotomies and hamstrings attempts to create 
stronger and more equitable health systems

Discussions on covid-19 have 
produced dichotomised debates 
about priorities in pandemic 
response. These debates have 
played out in the media, in sci-

entific briefings, and in academic discourse. 
Several papers have started to engage with 
the dichotomic framing of debates, includ-
ing Escandòn and colleagues’ reflection on 
how the transmission and infection of SARS-
CoV-2 are narrated.1 However, dichotomies 
exist beyond public health, and affect how 
covid-19 is understood, measured, and 
managed globally. Debate around the trade-
offs of various approaches is often coun-
terproductive to strengthening pandemic 
responses. Political decisions steering the 
covid-19 response have greater and more 
nuanced consequences than dualisms can 
convey. Debates dichotomising national pan-
demic responses have been used as a tool to 
gain political advantage and divert attention 
from the underlying structural inequalities 
and power asymmetries driving the unfold-
ing crises.

Considering these complexities, we 
analysed the responses to covid-19 in 28 
countries, and selected the seven highest 
and lowest performing countries measured 
as the number of deaths per capita directly 
related to covid-19 in November 2020. We 
also considered 14 countries in the middle 
performing category. Based on extensive 
review, a systematic comparative analysis, 
and consultations with experts on covid-
19 working in academia, government, 
and the private and not-for-profit sectors, 
we present six dichotomised debates. 
We describe how these dichotomies 
have been constructed and show how 
moving away from artificial dichotomies 
reshapes debates, such that they inform 
a more holistic and sustainable pandemic 
response. To unravel the complexity of 
these discussions, our analysis is guided 
by three questions (table 1) that bring to 
the fore six dichotomies:

• What is discursively prioritised during 
a pandemic?

• How is the response organised?
• How is health secured?

What is prioritised during a pandemic?
Social and economic interventions have 
been key parts of the global response 
to covid-19. With successive waves of 
infections, governments have ordered or 
extended lockdowns, despite concerns 
about economic consequences. Strong 
public health measures are often framed 
as prioritising public health over economic 
considerations.Conversely, postponing 
lockdown measures is framed as “saving 
the economy” or “saving livelihoods,” 
which comes at the cost of public health or 

“saving lives.”1-4 This is possibly the most 
discussed dichotomy, with authors agree-
ing that public health measures need to 
be supported by strong social welfare nets 
and balanced with economic and finan-
cial support. As governments start to view 
covid-19 as an endemic infectious hazard, 
this debate gains new traction.5 Policies to 
navigate this transition should secure the 
integration of public health measures, vac-
cinations, and socioeconomic support to 
shield populations, especially vulnerable 
ones, from the disparate and detrimental 
effects of covid-19.

Governments have prioritised certain 
scientific evidence. In response to 
an emerging pandemic,  scientific 
advice informs the national approach, 
and discussion is dominated by an 
omnipresence of numbers, statistics, and 
graphs. The disciplinary composition of 
scientific committees opens up questions 
of legitimacy: who should be listened to, 
and which type of knowledge is seen as 
valuable during this health emergency? 
For countries analysed, the primacy of 
techno-bioscientific advice and the under-
representation of social science expertise 
highlight what evidence is valued and 
deemed relevant to decision making.

Indeed, covid-19 taskforces often took a 
narrow view of science and did not consider 
social sciences or implementation based 
evidence in making recommendations. 
Often, the representation of civil society, 
community groups, and non-health experts 
was also left wanting (examples in box 1).

How is the response organised?
Discussions focus on whether governments 
should take a top-down or a bottom-up 

KEY MESSAGES

•   Discussions on covid-19 have led to 
dichotomised debates about how to 
respond to the pandemic; this has 
created an understanding of the chal-
lenge as a zero-sum game (eg, “sav-
ing lives” or “saving livelihoods”)

•   Considering issues and interventions 
as trade-offs is false. Dichotomising 
debates has become a political tool 
that polarises opinions to gain politi-
cal advantage

•   We should understand challenges 
to health as highly nuanced and 
intersecting, and thus modify our 
approach to be guided by human 
rights principles and concerns about 
equity

•   Moving away from artificial dichoto-
mies will help reshape responses to 
the pandemic such that they are 
holistic and sustainable

Table 1 | Overview of the dichotomies in discussing pandemic response
Dichotomies

What is prioritised during a 
pandemic?

Public health Vs Economy
Technoscientific biomedical expertise Social science expertise

How is the response organised? Public sector Private sector
Top-down Bottom-up

How is health secured? Universal health coverage Global health security index
Human rights Public security
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approach in their response to the pan-
demic. Autocracy and democracy are com-
pared as concepts for formulating effective 
responses. Evidence suggests that a strong 
response needs competent and empathetic 
leadership, clear command structures, 
local support, and strong community 
engagement. High performing countries 
used their network of community health 
workers (CHWs) to foster local leadership 
within communities. These CHWs took on 
a variety of roles and many were volun-
teers. They represent a powerful expres-
sion of solidarity, but must not be taken 
for granted by governments as a means to 
overcome gaps in public health and social 
welfare systems.

Many responses relied on collaboration 
with the private sector, forming public-
private partnerships for testing and 
treatments, scaling up manufacturing 
of personal protective equipment, and 
leveraging quarantine facilities (box 2 
offers examples). The challenges countries 
faced mirror the broader debates in public-
private collaboration in mixed delivery 
health systems. National responses 
indicate the need to move away from 
the longstanding debates on the public-
private divide and towards an integrated 
approach, with governments stewarding 
to leverage public and private sector 
capacity.

How is health secured?
Indicators of security and equality are often 
called upon to explain why a country has 
performed better or worse in its response to 
the pandemic. The Global Health Security 

Index (GHSI) was the dominant measure-
ment to identify which countries are well 
prepared to deal with biosecurity chal-
lenges, although it has been criticised for 
skewing in favour of high income coun-
tries.7 An alternative, Universal Health 
Coverage (UHC), has become the measure-
ment of a health system’s ability to deliver 
“health for all.”

Yet, our analysis shows that many low 
performing countries have existing UHC 
schemes and score above 70 on the UHC 
index of service coverage.8 This same set 
of countries also scored within the top 50 
of 195 countries in the 2019 GHSI.9 No 
clear pattern emerges when considering 
either the GHSI or UHC programmes as 
the determining indicator of country 
response. Even countries that score highly 
on GHSI and UHC have not necessarily 
been able to mitigate deaths from covid-
19 (UK, US). Questions are raised about 
the appropriateness of these indices 
for determining and ranking countries’ 
capacities to respond to and mitigate health 
emergencies.

Tension between global health security 
and UHC10 is an expression of broader 
debates between public security and 
human rights in health. Public security 
seeks to ensure the protection of citizens 
and institutions against threats to wellbeing 
and to safeguard prosperity, but the ways 
in which this is achieved often contradict 

Box 1: Setting government recommendations: dos and don’ts from selected country 
examples
DO: Take advice from inclusive, interdisciplinary, and independent committees, making 
transparent who is advising the government 
Independent and multidisciplinary advisory groups 
• In Japan, the Novel Coronavirus Infectious Disease Control Subcommittee convened 

infectious disease specialists as well as local representatives, trade union executives, 
economists, and risk communication specialists, among others6

• In Mozambique, the Technical Scientific Commission was convened and included experts in 
public health, media, social science, and other sectors to inform the national response. 

Reporting structures
• In Uruguay, the Honorary Scientific Advisory Group (GACH) held weekly meetings with 

subgroups, made biweekly reports to the Transition group, held special meetings with the 
president, and had daily contact with the government. Additionally, all announced measures 
had to be supported by scientists in GACH.

DON’T: Choose groups that are exclusively led by epidemiologists and biomedical experts 
with close ties to governments or executive leaders, and opaque reporting and group 
structures
Excluding social and behavioural scientists and community experts
• Scientific committees in the UK focused on epidemiological modelling but drew on 

behavioural sciences only narrowly, and missed the opportunity to consider human 
behaviour and daily routines

Gaps in reporting structures
• In Spain, the covid-19 Scientific and Technical Committee met during the first wave of the 

pandemic, but did not convene again.

Box 2: Public-private collaborations during the pandemic: dos and don’ts from selected 
examples
DO: Enable surge capacity under institutional oversight through government stewardship in a 
transparent manner

Health service delivery
• Singapore mobilised its private primary care clinics under the Pandemic Preparedness Clinic 

scheme to provide triage support and treatment subsidised by the government.

Research and development
• South Korea strengthened relationships with private sector partners and biotechnology 

companies in the years between the outbreaks of Middle East respiratory syndrome and 
covid-19, resulting in timely public-private partnerships that delivered early diagnostic 
reagents for covid-19

DON’T: Outsource without oversight, accountability, and coordination

Health services
• In Peru, reports showed that private clinics charged for covid-19 testing, despite government 

guidelines advising otherwise.

Contact tracing
• The UK government outsourced certain public health functions, like contact tracing, to the 

private sector. These privatised efforts have been described as chaotic, and reports recount 
underqualified staff, limited effectiveness, and concerns about data protection.

Surge capacity
• Private hospitals in Sao Paolo started to share space, supplies, and expertise with under-

resourced public hospitals only when the latter had almost hit capacity
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the freedoms that human and social 
rights uphold. Border closures, national 
lockdowns, and increased surveillance11 12 
are examples of this dichotomy.

When a country secures its borders, it 
may be adjacent countries or those with 
strong trade ties that are most affected. 
Border closures to limit the spread of 
covid-19 disrupted global supply chains 
and affected trade partnerships, threatened 
food security, and contributed to shortages 
of medical and other essential supplies 
(box 3 gives examples). Securing public 
health by regulating the export of essential 
medical supplies represents a move 
towards protectionism, which stands in 
stark contrast with the notion of health 
as a universal human right.14 Migrant day 
labourers were hard hit by border closures 
and movement restrictions: some were 
stranded at borders, unable to return home, 
and others were unable to go to work as 
small scale trade across borders came to a 
halt.15 These challenges were exacerbated 
by domestic lockdowns, quarantines, 
movement restrictions (which were often 
implemented as blanket regulations), and 
which, across most countries reviewed, led 
to a sharp increase in economic hardship.

Discussion
Shifting towards intersectionality
When preparing a pandemic response, 
decision makers are required to consider, 
counter, or mitigate risks and inequali-
ties, and these issues are often siloed and 
understood as trade-offs. Our analysis 
emphasises that debating trade-offs draws 

attention away from pressing structural 
concerns. Intersectional theory provides a 
backdrop for understanding the mutually 
constitutive relationship between elements 
of pandemic preparedness and response 
and designing future alternative responses .

Intersectionality is evolved from the 
study of identity, but we argue that it can 
also open new critical frontiers to analyse 
social and structural power relations in 
public health.16 17 Our analysis highlights a 
critique of systemic inequalities that covid-
19 and its national responses have made 
more visible.18 Dichotomised debates and 
the understanding of pandemic responses 
as categorical elements produce “policy 
relevant knowledge” but undermine or 
silence alternatives.19

Understanding elements as intersecting 
and mutually constitutive, rather than 
distinct categories, highlights that health 
is shaped by (and continuously reproduces) 
dynamics of power.16 In this sense, 
we argue that any pandemic response 
must be permeated by the principles of 
human rights; and that no intervention 
should come at the cost of these rights. 
Government decisions must be informed 
by continuous and routine engagement 
with communities and civil society 
advocates to foster an approach based on 
human rights.20 Strengthening ties with 
communities—by providing deliberative 
spaces for community representation and 
feedback, as well as ensuring diverse and 
inclusive representation—is an essential 
step towards addressing human rights 
concerns.

We have discussed issues and data 
accumulated during the first year of the 
pandemic, but dichotomies persist and 
multiply as we move forward. Vaccine 
rollout, the dominant popular discourse 
suggests,  sets an end to physical 
distancing and mask wearing, allowing 
everyone to return to “life as normal.” 
Understanding that vaccination is only 
one of several public health measures 
remains particularly important while some 
populations have yet to receive vaccines. 
The increased focus on trade-offs has led to 
prioritisation of covid-19 above the crises it 
intersects with—whether in health or across 
domains. Strengthening preparedness and 
responses applies to every aspect of health, 
including antimicrobial resistance, HIV/
AIDS, malaria, or non-communicable 
diseases.

S i m i l a r ly,  o n go i n g  f a i l u r e s  t o 
meaningfully centre climate action in 
global politics leaves us on track towards 
catastrophic global temperature rises, 
increasing vulnerabilities to the effects of 
environmental degradation, disasters, and 
infectious diseases. Additionally, before 
covid-19, post- and decolonial debates 
were trending in global health, but since 
covid less is being said around changing 
narratives. Indeed, continuing to coin 
covid-19 as an “unprecedented threat” only 
highlights a lack of understanding about 
the lived realities of health inequalities—
as well as environmental injustices—
experienced by marginalised, vulnerable, 
or racialised populations.21

Conclusion
This analysis brings to the fore the inter-
connectedness of issues that affect and 
determine health and wellbeing. Most 
importantly, responses to covid-19 are 
intrinsically political in the way debates are 
shaped, decisions are made, and priorities 
set.22 Our analysis shows that understand-
ing issues and interventions as trade-offs is 
false. Instead, we must understand them as 
intersecting and thus create intersectional 
approaches to health challenges. To create 
better health interventions decisions must 
be guided by concerns about equity and 
human rights, but this requires sustained 
efforts, long term planning, and investment 
from governments. We must also apply les-
sons learnt to improve and rebuild health 
and wellbeing at the intersection of climate 
justice, international development, secu-
rity, and gender equality.

We acknowledge support from the Independent 
Panel for Pandemic and Preparedness & Response 
Secretariat.

Box 3: Public security measures: dos and don’ts from selected examples
DO: Focus health security on the right to health, grounded in human rights principles

Border closures with community engagement
• In New Zealand, citizens were kept well informed about border closures, lockdowns, and 

quarantines. Quarantine facilities and food delivery services were provided by the state. 
The government’s emergency plan explicitly included assistance to Indigenous groups with 
access to healthcare and welfare services, although some inequalities persist.

Communication of risk and public health investment
• The government of Uruguay imposed no restrictive lockdowns, and trusted citizens to 

adhere to recommendations. It also prioritised building public health and laboratory 
capacity early in the pandemic to ensure adequate levels of testing and contact tracing.

DON’T: Disregard human rights

Scaling up measures in vulnerable groups only after outbreaks
• Singapore enacted robust measures to ensure the health and wellbeing of migrant workers 

only after a widespread outbreak of covid-19 in dormitories.

Politicising public health and social measures
• In the lead up to Uganda’s presidential election in January 2021, the UN high commissioner 

for human rights accused authorities of enforcing covid-19 restrictions “more strictly to 
curtail opposition electoral campaign activities in a discriminatory fashion.”13
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