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Abstract
Background: In 2006, a local collective combating homelessness set up an ‘experimental squat’ in an abandoned
building in Marseille, France’s second largest city. They envisioned the squat as an alternative to conventional
health and social services for individuals experiencing long-term homelessness and severe psychiatric disorders.
Building on what they learned from the squat, some then joined a larger coalition that succeeded in convincing
national government decision-makers to develop a scientific, intervention-based programme based on the Housing
First model. This article analyses the political process through which social movement activism gave way to support
for a state-funded programme for homeless people with mental disorders.
Methods: A qualitative study of this political process was conducted between 2006 and 2014, using a hybrid
theoretical perspective that combines attention to both top-down and bottom-up actions with a modified
Advocacy Coalition Framework. In addition to document analysis of published and grey literature linked to the
policy process, researchers drew on participant observation and observant participation of the political process.
Data analysis consisted primarily of a thematic analysis of field-notes and semi-structured interviews with 65
relevant actors.
Results: A coalition of local activists, state officials and national service providers transformed knowledge about a local
innovation (an experimental therapeutic squat) into the rationale for a national, scientifically based project consisting of
a randomised controlled trial of four state-supported Housing First sites, costing several million euros. The coalition’s
strategy was two-pronged, namely to defend a social cause (the right to housing) and to promote a scientifically
validated means of realising positive outcomes (housing tenure) and cost-effectiveness (reduced hospitalisation costs).
(Continued on next page)
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Conclusion: Activists’ self-agency, especially that of making themselves audible to public authorities, was enhanced by
the coalition’s ability to seize ‘windows of opportunities’ to their advantage. However, in contrast to the United States
and Canadian Housing First contexts, which are driven by implementation science and related approaches, it was
grassroots activists who promoted a scientific-technical approach among government officials unfamiliar with
evidence-based practices in France. The windows of opportunity nevertheless failed to attract participation of those
most in need of housing, raising the question of whether and how marginalised and/or subordinate groups can be
integrated into collaborative research when a social movement-driven innovation turns into a scientific approach.
Trial registration: The current clinical trial number is NCT01570712. Registered July 17, 2011. First patient enrolled
August 18, 2011.
Keywords: Coalition, Civil disobedience, Collaborative research, Evidence-based policy, Housing First, Knowledge
translation, Social movement, Window of opportunity,

Background
In 1992, a new intervention model was developed in New
York City to respond to the problem of homelessness
among people living with severe psychiatric disorders [1].
Within the decade, data from Housing First randomised
controlled trial (RCT) supported its effectiveness and efficiency [2]. The model was disseminated throughout the
United States, mainly through cutting-edge RCT designs
[1], transforming Housing First into an evidence-based
policy [3]. In 2009, Canada implemented a large, multisite Housing First RCT design at a cost of over CAN$ 125
million with a sample size of 2300 study subjects [4]. In
2011, France, a country then unaccustomed to evidencebased policy, became the first European country to implement a large, multisite Housing First RCT inspired by the
Canadian model [5]. A major impetus was the knowledge
gained from a local therapeutic experiment in an illegally
occupied building, or squat, for people with long-term
homelessness and severe mental disorders.
Developing innovative practices at the local level raises
the question of whether these can be disseminated to
other contexts [6], as well as whether local initiatives
can be translated into national-level policies. However,
the starting point for Housing First was not the same in
France as in North America. In the United States, Housing First originated after national legislation had already
funded proto-typical programmes and evidence of their
effectiveness had been partly established [7]. In Canada,
the Housing First initiative, At Home/Chez Soi, has been
attributed to the ‘policy entrepreneurship’ of a powerful
Senator able to take advantage of favourable contextual
factors [4]. This paper presents a sociopolitical analysis
of a contrasting case. In France, local activists were able
to push for evidence-based approaches that elsewhere –
but not yet in France – drove government-funded policy
on mental health and housing. This paper analyses the
process through which a broad coalition achieved
Ministry-level support for the largest randomised experiment of its kind in Europe, financed by a several million

euros state budget [8]. The case study also raises the
question of who participates and who is left out in this
broad process of policy formation.
Theoretical framework

This paper’s theoretical framework draws on constructivist
critiques [9] of policy transfer studies that counter the
rationalist-linear and technicist notion of policy as ‘products’ and ‘events’ flowing top-down from decision-makers
or centre-periphery from experts. Rather than defining
policy as ready-made ideas to be implemented, the constructivist approach views it as the result of often chaotic
processes of reciprocal knowledge exchange, actions and
adjustments between actors [10]. Our analysis of the political process through which the French Housing First
programme came about adopts this dynamic approach
within a hybrid theoretical framework for capturing agency
and domains of action. First, it takes into consideration
both top-down expertise [11] and the value-based, bottomup actions of community groups [12]. Second, it draws on
a modified Advocacy Coalition Framework (ACF) that
incorporates the critiques of French political scientists [13].
ACF considers policy to be a cumulative sequence of interactions between multiple actors from different contexts and
levels. Using specific French examples, Bergeron et al. [13]
challenge the functionalist ACF conception of a relatively
stable policy subsystem, which disallows the possibility of a
paradigmatic shift. Thus, by adopting a hybrid framework,
our analysis remains attentive to the multiple sites where
policy is experimented, to the heterogeneity of actors in
relation to power, and new heterogeneous domains of public action and policy networks [14].

Methods
The study methodology involved a grounded theory constructivist approach [15], in which hypotheses are constantly reformulated throughout the recursive process of
data collection and analysis. By equally privileging the
points of view and situatedness of all actors, this
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methodology allows us to identify how all stakeholders
appropriate or resist new policy and how their actions
flow from particular interests and power relationships at
hand. Specifically, the study distinguished the categories
of actors involved and the heterogeneous worlds they
came from (experts/community, central organisations/
local authorities and activists, etc.) and the transactions
that gave shape at given moments to alliances between
actors in support of their involvement in collaborative
processes. We also attempted to characterise the aspects
through which actor beliefs and interests crystallised in
the implementation of Housing First/Un Chez Soi
d’Abord, or ‘first a place of one’s own’ (henceforth Un
Chez Soi d’Abord) and the formation process of actor
coalitions. The study of the political process was made
by three sociologist researchers and one political scientist researcher.
Three data sources were created, as follows:
1) For document analysis, documents directly and
indirectly linked to the implementation of the
experiment were collected. These included
steering committee and research meeting minutes,
guidelines, responses to calls for tender, internal
regulations, national and local media releases,
reports, and scientific and media articles. The
corpus of documents was comprehensive; that is,
no selection was made.
2) Field notes were kept of participant observation
and observant participation. Participant observation
is the classical ethnographic method of immersion,
systematic observation and note-taking by an outsider
of actions in the world being studied. From 2007 to
2011, the political scientist conducted participant
observation of the programme’s governance
mechanisms, namely local and national steering
committees. Observant participation is carried out
by a ‘natural’ insider or participant who, by doing so,
becomes a source of data [16]. One researcher had
been a key player in public actions from the beginnings
of the experimental squat through the functioning
national RCT in 2014 [17].
3) Semi-directive interviews were conducted with 65
individuals involved at different levels and stages
of the Un Chez Soi d’Abord project. Interviewees
were identified by five key players initially
interviewed, and by the political scientist on the
basis of her observations of meetings at the
national level and in Marseille. They included
hospital directors, directors of housing and social
integration non-governmental organisation (NGOs),
local government representatives in the health
and social fields, social housing providers, hospital
psychiatrists, spokespersons and chairpersons of
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housing and mental health user groups, researchers
involved in programme assessment, members of
local steering committees in each of the four cities
involved, members of teams partnering with the
programme to recruit people into the study, and
activists from the experimental squat in Marseille.
Document analysis, participant observation, recording
of field-notes and interviews were conducted by three
sociologists and a political scientist. Data analyses were
conducted by the four researchers between 2012 and
2015, and consisted of thematic analyses of the corpus
of the documents, field notes and interviews, beginning
with the document analysis. Results from document analysis contributed to questions asked in subsequent semistructured interviews. All materials were read numerous
times for familiarity, to identify themes, events, dates
and actors, and to cross-reference themes between types
of data (e.g. themes in interviews with themes in meeting summaries). Themes were then coded, combined
and contrasted to develop networks of associations.
These were checked back with the other researchers,
who met annually to discuss ongoing data collection and
compare their respective data.
Background of the French Chez Soi D’Abord RCT

The Marseille experimental squat was established during
a period of nationwide social movement activism against
homelessness in France. In 2006, the NGO Médecins du
Monde [Doctors of the World] provided hundreds of tents
to homeless people all over France. The following year,
activists calling themselves ‘Children of Don Quixote’
installed new tents [18], amplifying the media message
and achieving the movement’s first goal – to make homelessness visible to the public. A year later, this mobilisation, which by then included most groups involved in the
field of homelessness, won a second major victory when it
persuaded the government, then facing a presidential election, to pass legislation making housing a universal right
for all French citizens [19].
Also in 2006, the Collective in Marseille, France’s second
largest city (pop. 852,516) and one of its poorest [20],
employed civil disobedience to illegally occupy a building
and open it to people experiencing long-term homelessness, severe psychiatric disorders and/or addictions [21].
This act, carried after consultation with a housing rights
attorney, culminated months of preparation by the collective’s members, including mental health workers, other
professionals, activists and homeless individuals. Within
weeks, the building was transformed into an experimental
therapeutic squat, with a living and treatment space
serviced by an outreach team, to provide an alternative to
conventional homeless shelters and psychiatric hospitalisation. The outreach team was connected to a university
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psychiatric teaching facility and had considerable experience in street work aimed at building trust among homeless people with psychiatric and addiction conditions [22].
Eighteen months after the illegal occupation, the city of
Marseille legalised the squat [21].
In October 2008, the experimental squat’s outreach
team presented its first paper in a scientific venue, a
national congress on health inequalities, reporting the
positive effects of access to housing on the reduction of
health inequalities. An advisor from the Ministry of Health
in attendance then convinced its Health Minister to visit
the squat, with the visit leading to two decisions from the
Health Minister several weeks later, namely to allocate
substantial financial resources to the psychiatric street
outreach team, and to request its head psychiatrist to conduct a national report on the health of homeless people.
The Report was submitted in 2010 and highlighted,
among other problems, the fact that most French services
to end homelessness use a step-by-step, ‘treatment first’
approach to access to housing, for which they also require
abstinence from substance use. Paradoxically, these
criteria result in the exclusion of those individuals with
the most problems [23].
The Health and Housing Ministries then decided to
accept one of the Report’s major recommendations by
agreeing to establish a Housing First-type programme for
long-term homeless people with severe psychiatric disorders [8]. The subsequent national multi-site (Marseille,
Lille, Paris, Toulouse) RCT, based on the United States and
French RCTs, came into being in August 2011 [24], just
after the 2012 French presidential elections. In what follows, we provide an in-depth sociopolitical analysis of the
implementation of the French Un Chez Soi d’Abord RCT.
Initial data analyses and new questions

The analysis of the process through which the RCT came
about is reconstructed from data gathered over several
years after the decision to establish the programme.
From December 2011 to February 2012, researchers
conducted five exploratory interviews with national-level
actors involved in the elaboration of the French Un Chez
Soi d’Abord since 2009. These included the director of a
Ministry, three experts on street outreach and the social
worker-coordinator of a programme for direct access to
housing, who were asked to tell the story of how the Un
Chez Soi d’Abord programme was started. They were then
asked their reasons for becoming involved with this RCT,
how different aspects of the projects were conceptualised,
about obstacles and factors facilitating implementation at
local and national levels, and about key actors involved in
the implementation.
From 2012 to 2014, researchers focused on understanding
the context in which the Housing First/Un Chez Soi d’Abord
programme had first come into being. To do so, the political
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scientist interviewed 40 key stakeholders identified in the
exploratory phase, including NGO and health establishment
directors involved with the four programme sites, Un Chez
Soi d’Abord coordination teams, partners from the fields of
psychiatry, addictology, housing and social integration,
programme monitors from other state services, funding
agencies, social housing property owners, and representatives of health and housing users. These were supplemented
by the analysis of documents gathered. The analyses
revealed that the origins of Un Chez Soi d’Abord were made
possible by the formation of a public action network organised around “new domains of public action” [14], so called
because they brought together intellectual and practical
resources as well as categories of knowledge and action from
different sectors (housing, health, welfare, research) and
mobilised a plurality of public, private, national and local
actors. The network was further explored through the document analysis of the governance-related tools and devices it
produced, namely calls for tender, research protocols,
internal regulations, conventions, media releases, press
releases, budgetary instruments, and minutes from local and
national steering committee meetings. In addition, the
political scientist collected pre-programme implementation
planning documents from each of the four Un Chez Soi
d’Abord RCT sites. She took notes at local and governmental
meetings from which she developed 46 summaries, and of
real-time sociopolitical observation of eight inter-ministerial
meetings.
In 2014, after reviewing data gathered so far, the
research team decided to deepen their analysis by turning their attention to actors who were less visible than
those officially responsible for the RCT in order to
retrace how the experimental squat in Marseille had
come into being. This final series of interviews was
conducted with members of the Marseille Collective and
actors working for centralised state services (n = 10).
The goal was to understand the roles of these ‘minor actors’ in transferring knowledge that contributed to legitimising the RCT programme (as Un Chez Soi d’Abord
was supported by the national government, its final
characteristics drew only partially from the Marseille
experimental squat). Actors interviewed were the interministerial delegate responsible for the implementation
of the RCT programme, the national coordinator of the
intervention wing of the programme, the university
professor and director of the research centre responsible
for evaluating the intervention, the Health Minister who
had first involved the government in the RCT, three
national administration agents who had participated in
the negotiations between the ministers involved with the
programme and drawn up the terms of reference for the
intervention wing, and three activists who had participated in the Health-Housing Collective and the experimental squat between 2007 and 2009.
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Results
The genesis of the French Un Chez Soi d’Abord programme
evolved in two separate phases, each of which engaged a
different set of actors. The programme began when squatter activists armed with the user-based knowledge they had
accumulated and claims to the right to housing adopted
the political strategy of documenting and evaluating the
therapeutic value of having access to a home. Their
attempts ended quite improbably when, as a result of negotiations between government services Un Chez Soi d’Abord
found a place on the political agenda as an economically
feasible and promising RCT, enhanced by the use of controlled experimentation to evaluate public action [25].
Civil disobedience as a strategy for public legitimisation
of a social problem

As noted above, the experimental squat was founded in an
act of civil disobedience, namely the illegal occupation of
an abandoned building, to which members of an activist
collective then provided services. In 2007–2008, the squat
took in some 40 individuals to whom a local street outreach
team had been providing support and who met the admission criteria of having a severe mental disorder, having had
ineffective and/or unsatisfactory contact with the health
system, and living on the street. The squat became a community living space, with cultural and artistic activities. The
Collective, however, tended to play down its existence in
the media and with neighbours.
The 2008 Activity Report described the first 40 individuals quantitatively:
“[…] among 40 persons who spent at least one night
at the squat within the past year, 22 (55%) came
directly from the streets, 10 (25%) were referred by
[organisational] partners, and 5 (12.5%) came from
psychiatric hospitals. In terms of prevalence of
psychiatric disorders, 16 (40%) had schizophrenia
(of whom 65% had a comorbid addiction), 33% had
a mood disorder (91% with comorbid addiction), 6
(15%) had three or more psychiatric diagnoses, 29
(72.5%) had previously consulted psychiatrists, 30
(75%) had undergone psychotherapy, 28 (70%) had
received psychiatric medication, 38 (95%) health
education and 57% had consulted a specialty service
within a hospital… Among these, over the preceding
year, 20% left the streets permanently and became
engaged in a process of recovery and acquiring social
skills.”
Within months of the experimental squat’s founding,
members of the Collective connected up with heads of the
city’s public health services, with the aim of negotiating the
legalisation of the squat. A contextual condition is important to understanding how legalisation was made possible.
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Although in France, health services are financed by the central government, the origins of the Marseille public health
service are particular [26]. The municipal public health service was headed by two individuals who saw its work as the
continuation of the 1990s harm reduction movement, but
applied to the poverty and mental health fields of the
present. Their understanding of the problems and proposed
alternatives was similar to that of the Collective. In particular, the presence of a former homeless person in the Collective, the value attributed to notions such as self-help and
empowerment, and the use of civil disobedience as a means
of claiming fundamental human rights were perceived as
qualities associated with the ideological heritage of the
harm reduction model. Thanks to negotiations led by the
two Marseille municipal public health administrators, the
Collective and a university psychiatry professor, the Mayor
legalised the squat.
One of the administrators later explained his support
for the legalisation in these terms:
“The history of AIDS and addiction is such that we
were intensely engaged with the question of harm
reduction, and that means several things: the fact of
having had to build something with others, of reaching
out to the most marginalised and working on social
cohesion and marginality through health and social
approaches, and also having to work in a very
experimental mode rather than with already
established models. This background really helped us
understand how to approach the mental health field,
and it soon became obvious that the two approaches
had many issues – and people, too – in common.”
On a practical level, the municipal public health service
went on to play the role of mediator between the Collective
and the municipal housing office, but also with the national
government health services.
That the squat was an activist experience rooted in civil
disobedience posed a problem in its evaluation. From the
beginning, the squat’s supporters, namely clinicians, social
workers, homeless people and junior researchers, used
evaluation as a strategic means of producing evidence to
support their demands. Although their principle objective
was to bring about the recognition of the right to housing
and treatment of homeless persons as a public problem
requiring political solutions, they rallied around the immediate economic cost-benefit of the experimental squat,
arguing that it avoided hospitalisation in some cases and
reduced the number hospital days in others.
However, the squat supporters shared other, more operational goals. The first was to argue convincingly that the
habitat they proposed facilitated access to effective care for
people who were homeless and living with severe psychiatric disorders. A second, broader objective was to propose

Rhenter et al. Health Research Policy and Systems (2018) 16:34

an experimental alternative to the then public and statefunded services and facilities for homelessness and for
mental illness throughout France. The activists criticised
what they saw as institutional paternalism and infantilisation, seeking instead the recognition of the competencies
and strengths of individuals who had experienced homelessness, mental illness and their consequences – strengths
which they could use and build on, and which until then
had been ignored by the existing aid system [23]. Hence,
the experimental squat was laying claim to the status of a
social laboratory where people could search for solutions
by and for themselves [21]. In interviews, it becomes clear
that, without the squat as a forerunner, the Un Chez Soi
d’Abord programme would not have developed in France.
Yet, from the viewpoint of the proponents of this first
phase, it would be inaccurate to posit this sequence of
events as initiating an evidence-based policy. Rather, it
involved the political recognition of a public problem, one
that sought to integrate and assert a plurality of competencies, especially of the people who were most directly
affected. As one of the squat’s first residents recalled: “In
June of 2004, I met the homeless mission of Doctors of the
World and the psychiatrist told me what he had just done
at Yale, where he was working with a mixed team – health
professionals and psychiatric users who had lived on the
streets – and I was one of the first. He told me: ‘you have
real competencies’.”
In the end, the Un Chez Soi d’Abord programme maintained two characteristic traits of the experimental squat
that preceded it. The first was the strategy of approaching
public problems through the theme of health, and particularly mental health. The second concerned the need to
take the evaluation of its activities seriously, namely, of
the ‘civil disobedience’ alternative in the French context,
where the psychiatric field has been historically reluctant
to accept evaluation [27].
The transition between these two moments – local experimentation and its national uptake – poses two corollary
questions regarding the relationship between scientific
expertise and politics, and regarding the part played by the
users themselves in the intervention process, whether in
the context of the social experiment or of the scientific
experimental model that followed. Yet, as we will now see,
while bottom-up knowledge produced from this local
experiment paved the way for broader experimentation, in
the long run, it was the top-down work of actors from the
central government administrations which led to the implementation of a nationwide RCT.
Furnishing evidence: a political strategy of the State

Even if social movements in health sometimes achieve
their goals by judiciously exploiting international scientific
discourse [28], scientific arguments alone cannot make
social problems visible [29], let alone influence public
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policy concerning the social problems at hand [3]; ‘extrascientific’ factors need to be taken into account [30].
Immediate and broader structural contexts are required to
place scientific arguments on a political agenda.
In the present case, during the almost 2-year initial
phase, supporters of Un Chez Soi d’Abord received little
support from central government state agents. Few actors
from the relevant ministries became involved. Nevertheless, those who did succeeded in supporting the experimental project by using translation strategies aimed at
‘convincing the unconvinced’, particularly those who
controlled the financing of this experimental intervention
and its evaluation. By translation, we refer to the ways in
which an idea, object, action or interaction is contested
and reformulated as it is detached from one sphere of
action and reformulated and adapted to another.1
Translation was by no means a simple process, as can be
seen in the lively debates that ensued at national government level. Before funding came through, the commitments made by the then Minister of Health had provoked a
series of exchanges at the level of central government. The
construction of the Un Chez Soi d’Abord experiment and its
funding resulted from intense negotiations within the state
apparatus, during and after the 2010 Report on homelessness and health, raising questions such as under which central government branch the programme fell and who could
legitimately fund it. As one ministry official noted.
“Madame Y, in the Sécurité Sociale [Public Health
Insurance] branch, doesn’t understand that they don’t
only fund healthcare. We don’t have the same cultural
values as the people in the Health Department. For them,
[the RCT] had to do with the Psychiatry and Poverty
Outreach Teams. We said ‘no: it’s socio-medical, it’s
pluridisciplinary, and you have to take the social
component into account’. For the different administrations,
the issue was: ‘Is this just an extension of the Psychiatry
and Poverty Outreach Teams?’ With the Health and the
Sécurité Sociale departments, it was: ‘Is this worth putting
money into?’.”
Within each of these administrations, actors who
favoured the project took ownership of the research
dimension and exploited it to gain influence and legitimacy within their own departments. They called on the
Institut de Recherche en Santé Publique (the IRESP, or
Public Health Research Institute), an intergovernmental,
cross-institute research ‘meta-body’, to strengthen the scientific legitimacy of the project, and used this organisation
to rally their more reticent colleagues to the idea of funding an evaluation. A scientific argument could compensate
for prioritising a specific group, namely homeless persons
with psychiatric disorders. Within the falling logic of the
rationalisation of budgetary decisions and of the French
universalist culture, numerous civil servants and central
government officials gave low priority, thus benefitting a
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narrow target population. As detractors of the Un Chez
Soi d’Abord programme, they used two types of arguments
to defend their position. First, they stated that the
programme did not fall within the scope of their jurisdiction (“It’s is social welfare, whereas we work on healthcare
and public health”; “It’s healthcare, but our job has to do
with homelessness”). The coordination of partners from
different fields was even more complex when those
concerned with welfare did not even consider the target
population to be a priority: “We have poor people who
aren’t crazy!”
Thus, several factors affected the position of state
officials vis-à-vis the project, such as their department’s
general culture, sub-cultures within each department, and
their own professional trajectories. One civil servant, for
example, suggested that the scientific aspect of Un Chez
Soi d’Abord was made more strategic because she could
relate it to the ‘field epidemiology’ she had conducted
during her career: “I was game from the very start because
it was a unique approach and off the beaten path, and we
had already tried so many things that didn’t work! But,
then, to get the Department involved, you had to use a research strategy! … That was a time when the administrators were very resistant, which gave us the idea of funding
research, especially the qualitative aspect … We knew it
was going to be tough [to support the programme], I mean,
just think: crazy homeless alcoholics, and we were giving
them money!”
Another official, who had worked in the national programmes on AIDS, prisons, mental health and emergency
care recalled enthusiasm for experimentality:

inequalities in health and access to healthcare. The then
Minister of Health, who shared this conviction, summed
up her political orientation in these terms:

“What I thought was unique and exciting about it
was the notion of recovery, of harm reduction. We
were failing with these groups. What I like is the
innovative aspect. It’s interesting to accompany
change, to see how the Americans had done it … […]
Madame X, over in the social welfare administration,
her position was, ‘let’s do it, we’ll find the money, this
is activism’.”

“When we do research, experimentation, I advocate
randomisation. Either you do research or you don’t.
For me, randomisation was important. The more
off-the-wall the hypothesis, the more you need
scientific rigor. There is no more neutral approach
to programme evaluation than randomisation […].
Politicians and administrators want numbers.
For them, qualitative data is just verbiage.”

In the social welfare administration, as had happened
with Marseille public health officials, what limited support
existed was motivated by the ideological kinship between
Un Chez Soi d’Abord and harm reduction: “I’m originally a
toxicologist. In the 1990s, I tackled HIV […]. Anyway, you
have to take risks. ‘You take a good psychiatric patient, you
put him in normal housing and if you do the right followup, he’ll lead a normal life?’ People said, ‘You’re nuts! You
won’t get any results and it’s going to cost a fortune’.”
These ‘rationally argued alliances’ developed more or
less formally among actors from various backgrounds.
The determining coalescing factor was a shared common
belief that what was at stake in Un Chez Soi d’Abord were

Within the cabinet of the Health Minister, the experimental and scientific nature of the project was, in retrospect, perceived as a major source of legitimacy, as one
of her advisors explained:

“The issue of social inequalities in health can only
put a strain on a Health Minister. The health
system creates enormous neglect, which can start
to look like horrific mass relegation … I think the
tremendous progress we’ve made in life expectancy
and good health has to do, above all, with things
like good nutrition, appropriate housing, education,
and so forth. In short, the social perspective on
health allows for huge advances, which are
incredible reservoirs for improving health.”
The support is more notable given the particular
cultures of the different ministerial departments. The
officials most receptive to the development of the Un
Chez Soi d’Abord type RCT (who also happened to
belong to those departments with the least funding
discretion) tended to prefer qualitative evaluation. Yet,
they valued the experimental and evidence-driven aspect
of Un Chez Soi d’Abord and thought they could justify it
as an exception to the institutional culture of the central
administration missions. Similarly, the supporters of the
Marseille squat proposed an RCT methodology because
they thought it could provide a “high standard of proof”
that would reassure the funders.
Contacts members of the squat had with actors in the
Welfare Ministry could also be considered a guarantee
of sorts:

“Everything about the project was new.
It was designed as an experiment, which
was quite new for France, and that was good.
What I liked was the really scientific aspect,
with international studies, statistics. There
was a whole research team behind them,
it was well thought out, with lots of
statistical tools.”
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In fact, the Minister, who had a scientific background, was
explicit: “A randomised trial? It’s the only way to advance
in this field. The amount of amateurism and the unreliable nature of much health research is obvious.”
The agency of minor actors

The funding basis of the intervention was established after
several months of discussion. A public health research
laboratory in Marseille, already convinced of the scientific
value of an RCT, was mandated responsibility for the
evaluation, while that for steering the project was given to
a new, inter-ministerial body, with the intent of breaking
down barriers in public policy aimed at solving housing
problems.
The decision to experiment with another public action
model resulted from the coalition of certain minor players
in the field of intervention, who shared common values and
deployed a successful strategy for leveraging funds. These
actors shared the belief that policies to counter exclusion
had failed. They shared a culture of harm reduction and
experimentation, a public health culture, and a culture that
values user participation. In Un Chez Soi d’Abord, they saw
an opportunity to act upon the social determinants of
health, recognise the value of experience-based knowledge
and continue supporting the harm reduction movement.
Key figures in the central government administrative
services who shared these convictions opened the way to
experimentation through a ‘top-down’ study that valued a
randomised, scientific design with a national scope, because
they grasped the issues at stake in terms of transforming
public policy. Specifically, they referred to the rise of the
epidemiological paradigm in public action, beginning in the
1990s with the AIDS epidemic in France. They had contributed to this model, for which scientific evaluation had provided a privileged means of ex ante evaluation of legislative
proposals for social policy [31].
In addition, the coalition deployed a strategy that
favoured the possibility of reducing health costs for the
state by reducing the length of hospital stays, and this in a
context where budgetary choices were being increasingly
rationalised.
Agency, structures of political opportunity and the
transfer of knowledge

The Un Chez Soi d’Abord programme took the specific
shape of a randomised trial constituting the first step
towards an evidence-based policy. As we have seen, the
introduction in the health and social field of an RCT that
was national in scope resulted from a process of translation, itself the result of an alliance between proponents of
a social movement and minor actors in national government services. During the different stages of the experimental squat and the genesis of the Un Chez Soi d’Abord
project, however, certain protagonists’ capacity for agency

Page 8 of 11

seems to have been more effective than structures of political opportunity [14]. On the one hand, two windows of
opportunity allowed actors to further their cause. Municipal elections in Marseille provided a propitious moment
to seek legalisation of the experimental squat, while
nationally, the presidential campaign similarly enabled
government supporters and others to push for Un Chez
Soi d’Abord. On the other hand, the political environment
in which the social movement against homelessness found
itself is insufficient for grasping either the successful transformation of an initially local experiment into a national
policy of experimentation or the choice of a RCT as the
experiment to undertake at the national level.
This process, however, also led to a transformation in
the status of the cause being defended. It is striking to
note the manner in which players were able to form a
coalition both locally and within government administrations and to exploit a representation of their cause as a
viable technical solution validated by scientific expertise (i.
e. being housed improves health and access to care), when
other players would have gladly given precedence to the
political argument (i.e. everyone has a right to housing
and to healthcare). The cause originally defended through
the experimental squat was so transformed, or ‘lost’, in
translation as to be unrecognisable to those who had been
present on the ground since the squat’s origins. As actors
who advocated horizontal decision-making, many could
no longer relate to the inter-ministerial project, vertically
steered by the state and financed primarily with health
funds. Neither could they recognise their ethical position
in the RCT evaluation, which randomly assigned participants in the Un Chez Soi d’Abord study to experimental (i.
e. housing first, with no treatment criteria) and control
groups (i.e. housing and treatment ‘as usual’). While local
activists had been present when the various parties were
brought together, some reluctantly gave in to the randomisation scheme while others flatly rejected it:
“I disapprove of the idea of random selection. If you
interview me, you will hear me yell and scream. It is
absolutely stupid to say, ‘we’re going test a control
group and another group and we’re going to see who
comes out best’. So you cut off a rat’s paws and
compare it with a rat that has paws. You don’t need
to do an experiment to figure out who will come out
best!”
“Say I have a patient. He’s going to die in the streets,
from AIDS, and he is in the control group. That really
gets to me! … Do you really need a control group to
show that when someone doesn’t have housing …?”
To be persuasive, Un Chez Soi d’Abord proponents chose
to promote the evaluation through scientific expertise of its
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potential economic viability rather than the right to housing
or the use of knowledge based on the experience of persons
with histories of homelessness and psychiatric disorders.
The transformation of the original experiment, a therapeutic squat, from a participatory object into a scientific
object succeeded in terms of the decision to experiment
with a new way of supporting homeless persons with severe
psychiatric disorders, but it failed in relation to the principle
of participation. This happened for several reasons, including that the time-frame of the political agenda did not
permit the elaboration of a participatory type of study, and
that the minority coalition decided to focus on the scientific
argument that seemed the most effective for persuading the
wariest administration and at securing funding corresponding to the nature of the experiment (‘scientific’ funds).
Finally, scientific backing was also a strategy for shifting the
balance of power away from the ministries by mandating
the RCT leadership to a new inter-ministerial actor, the
Délégation Interministérielle à l’Hébergement et à l’Accès au
Logement (Interministerial Delegation for Access to Shelter
and Housing), which assures the coordination of national
services for access to housing for the homeless. The latter
sought institutional and political legitimacy from the IRESP,
which was charged with scientific responsibility for the
project.

Discussion
To understand how the experience of a local, grass root
therapeutic squat could influence the establishment of a
scientifically based ‘gold standard’ experiment of national
scope, the actors, processes and context had to be examined simultaneously. This paper has identified a multitude
of actors, the different grass roots, administrative and professional cultures that shaped their viewpoints, and how
many were nevertheless able to join together in a single
coalition to bring about the RCT.
The back-story of this process highlights three historical
moments that provide the context. The first was the social
movement to end homelessness, beginning in 2006, which
eventually brought together homeless people with NGOs,
professionals and government decision-makers. The
experimental squat was founded in Marseille at this time.
Two other important time-points provided ‘windows of
opportunity’ for persuading decision-makers in power to
support the causes of activist – one was the municipal
election in Marseille, during which city public health
leaders joined in negotiations and the Mayor approved the
legalisation of the squat, and the other was the 2012
presidential election campaign, which contributed to
mobilising health ministries, whose heads and cabinets are
appointed, to supporting a Housing First-type programme
of national scope.
Retracing the role of minor actors in this historical
process has allowed us to understand the domains of social
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action and culture of social worlds from various viewpoints,
ranging from those of local activists to those of government
ministries. In either direction, actions and mindsets
required translation to bring about an innovative policy
change. The study results nevertheless illustrate both the
possibilities for and limits to the power of minor players to
affect changes in their image, at least in the context of
establishing a programme as radically different for France
at the time as the Un Chez Soi d’Abord RCT. The capacity
for agency of minor players set on politicising forms of
injustice that social and psychiatric institutions cannot halt
lay in their ability to form a common front around a technical solution to be validated by scientific studies. As ‘mediators’, these players were able to bring about the transfer of
knowledge between distant social worlds, thereby giving
meaning and scope to a public problem through a series of
actions not limited to monopolies of expertise and
decision-making [32]. However, in the process, principles
such as horizontal decision-making, adequate user participation and the ethics of equal access to resources were subordinated to the success of the RCT model.

Conclusion
Two epistemologies influenced the experimental framework for Housing First in France. The first, historically
dominant in the medical and epidemiological fields, operates under a regime of evidence based on ‘gold standards’
like the RCT. The other attempts to transform practice by
understanding and valorising the experiences, or trials and
tribulations, that marginalised individuals experience [33].
After 4 years of experimentation, a huge gap could be
noted between the activist experiences of the Marseilles
squat, where people involved participated in a real way in
everyday decisions, and the way in which the randomised
Un Chez Soi d’Abord trial came about. In the latter case,
participation developed with difficulty, despite it having
been the initial plan hatched through a process of user
representation in the management and direction of the
study on the one hand, and through a committee of users
and researchers on the other.
In actual practice, it was the greater weight given to the
cost-effectiveness analysis of the experiment, which had
become a strategy of the decision-makers that paid off.
However, it ran the risk of unintentionally expressing an
authority of the scientists that was barely open to debate
and hence could not be countered by the original activists.
Furthermore, those who were homeless and living with
psychiatric disorders occupied a subordinate position
from which they were unable to construct, let alone enter,
a public arena of discussion where points of view and experiences of injustice could be confronted [34]. Although
user experiences have been built into the actual RCT
protocol, the politics of developing the RCT programme
itself cannot be considered a collaborative study, in
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particular because it over-valorises the dominant scientific,
i.e. non-collaborative, expertise [35]. Hence, the successful
transformation of a local social movement experiment into
a public policy nevertheless failed to assure the crucial
participation principle of those most concerned by the
construction of social responses. This raises the question of
whether scientific tools are methodologically capable of
integrating collaborative studies with marginalised people.

Endnotes
1
We accept Lascoumes’s critique that cognitive frameworks ‘travel’ with far more difficulty than objects in the
scientific field studied by Actor-Network-Theory. However, for ease of use we prefer the Actor-Network-Theory
term ‘translation’ to Lascoume’s ‘transcoding’ [33].
Acknowledgements
The authors would like to thank first Hermann Händlhuber, who spent
8 years living on the street and accepted to run the experimental squat,
night and day, over 18 months. We are grateful for the persuasive words he
used that convinced the Minister of Health to make this experiment possible.
The authors would like to thank the people involved in the experimental
squat who agreed to read the paper and make comments: Jo Ponsot,
Sandrine Musso and Florence Bouillon. The authors further thank those
involved voluntarily in the Housing First research project and who have
experienced living on the street and/or psychiatric diagnoses: Jean-Marc
Legagneux, Emmanuelle Bourlier and Eglantine Simmonet. The authors
express their gratitude to everyone who accepted to participate in this
experiment, including the researchers and the social and health workers.
In addition, they gratefully acknowledge members of the Canadian At
Home/Chez Soi team for their help and advice in developing the French
Housing First programme: Paula Goering, Jean-Pierre Bonin, Eric Latimer,
Cécile Leclerc, and Sonia Coté. Finally, the authors thank Leila Bourdreuil
and Chris Daniell for their help with translation issues, and Anne Lovell for
her comments and editorial suggestions.
Funding
This research is supported by institutional grants from the 2011 Programme
Hospitalier de Recherche Clinique National, the French Ministry of Health
(Direction Générale de la Santé), as well as grants from Janssen Pharmaceutical
Companies and the Fondation de France.
Availability of data and materials
The datasets generated and/or analysed during the current study are not
publicly available due to personal information but are available from the
corresponding author on reasonable request.
Authors’ contributions
PR conceived and designed the study. Data analysis was performed by PR,
VG, AT and CL. The manuscript was drafted by PR and VG. The manuscript
was critically reviewed by AT, CL, JR, TG, DM, BV, JM, AT and PA. All authors
read and approved the final manuscript.
Ethics approval and consent to participate
The study’s sponsor is represented by Assistance Publique, Hôpitaux de
Marseille, France. Its role was to control the appropriateness of ethical and
legal considerations. The study was designed and carried out in accordance
with the principles of the Declaration of Helsinki, Sixth Revision. Participants
in the RCT were provided oral and written information regarding the study
prior to obtaining their written informed consent. Consent was not required
for interviewees for this paper, although they were informed of the study
and verbal consent was obtained. The local ethics committee (Comité de
Protection des Personnes Sud-Méditerranée, France) approved this study.
Consent for publication
Not applicable.

Page 10 of 11

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Aix-Marseille University, Public Health Research Unit EA 3279, 9 rue Dragon,
13006 Marseille, France. 2Community Mental Health Outreach Team, MARS
(Movement and Action for Social Recovery), Public Hospital of Marseille
(AP-HM), Marseille, France. 3Observatory Regional of Health, Midi Pyrénées,
Toulouse, France. 4Research Laboratory, Maison Blanche Hospital, Paris,
France. 5Regional Agency of Health (Agence Régionale de Santé PACA),
Marseille, France.
Received: 28 April 2017 Accepted: 27 March 2018

References
1. Greenwood RM, Stefancic A, Tsemberis S. Pathways Housing First for
Homeless Persons with Psychiatric Disabilities: program innovation, research,
and advocacy. J Soc Issues. 2013;69(4):645–63.
2. Gilmer TP, Stefancic A, Ettner SL, Manning WG, Tsemberis S. Effect of fullservice partnerships on homelessness, use and costs of mental health
services, and quality of life among adults with serious mental illness. Arch
Gen Psychiatry. 2010;67(6):645–52.
3. Stanhope V, Dunn K. The curious case of Housing First: the limits of
evidence based policy. Int J Law Psychiatry. 2011;34(4):275–82.
4. Macnaughton E, Nelson G, Goering P. Bringing politics and evidence
together: policy entrepreneurship and the conception of the At Home/Chez
Soi Housing First Initiative for addressing homelessness and mental illness
in Canada. Soc Sci Med. 2013;82:100–7.
5. Goering P, et al. Conducting policy relevant trials of a Housing First
intervention: a tale of two countries. Liens Soc Politin press. 2012;
6. Hardie J, Cartwright N. Evidence-based policy: a practical guide to doing it
better. Oxford: Oxford University Press; 2012.
7. Shern DL, Tsemberis S, Anthony W, Lovell AM, Richmond L, Felton CJ,
Winarski J, Cohen M. Serving street-dwelling individuals with psychiatric
disabilities: outcomes of a psychiatric rehabilitation clinical trial. Am J Public
Health. 2000;90(12):1873–8.
8. Regnier A, Girard V, Laval C, Estecahandy P. An original French
experimentation with the US “Housing First” model. Brussels: Feantsa; 2011.
9. Lomas J. The in-between world of knowledge brokering. BMJ. 2007;
334(7585):129–32.
10. Dumoulin L, Saurugger S. Les policy transfer studies: analyse critique et
perspectives. Crit Int. 2010;(3):9–24.
11. Pressman JL, Wildavsky AB. Implementation: how great expectations in
Washington are dashed in Oakland: or, why it’s amazing that federal
programs work at all, this being a saga of the economic development
administration as told by two sympathetic observers who seek to build
morals on a foundation of ruined hopes. California: University of California
Press; 1973.
12. Nelson G, Macnaughton E, Goering P, Dudley M, O’Campo P, Patterson M,
Piat M, Prévost N, Strehlau V, Vallée C. Planning a multi-site, complex
intervention for homeless people with mental illness: The relationships
between the national team and local sites in Canada’s At Home/Chez Soi
Project. Am J Community Psychol. 2013;51(3–4):347358.
13. Bergeron H, Surel Y, Valluy J. L’Advocacy Coalition Framework. Une
contribution au renouvellement des études de politiques publiques? Politix.
1998;41:195–223.
14. Mathieu L. Rapport au politique, dimensions cognitives et perspectives
pragmatiques dans l’analyse des mouvements sociaux. vol. 52. Paris: Presses
de Sciences Po; 2002.
15. Glaser BG, Strauss AL. La découverte de la théorie ancrée: stratégies pour la
recherche qualitative. Paris: Armand Colin; 2010.
16. Emerson R. travail de terrain comme activité d’observation. Perspectives
ethnométhodologistes et interactionnistes. In: L’enquête de terrain, La
decouverte. Paris: D. Céfaï; 2003.
17. Tedlock B. From participant observation to the observation of participation:
the emergence of narrative ethnography. J Anthropol Res. 1991;47(1):69–94.

Rhenter et al. Health Research Policy and Systems (2018) 16:34

Page 11 of 11

18. P. Brunetaux, l’action collective en faveur des “SDF”: le cas des enfants de
Don Quichotte . La démocratie à l’épreuve de l’exclusion. Quelle est
l’actualité de la pensée politique de Joseph Wresinski ? Colloque
international, 17, 18 et 19 décembre 2008, à Sciences Po, Paris – ATD Quart
Monde, AFSP, CEVIPOF, Centre d histoire de Sciences Po, 2008.
19. Rullac S. Le misérabilisme dans l’action sociale : un racisme d’État
contemporain ? Nouv Prat Soc. 2010;22(2):176.
20. Bras M. Disparities in income distribution among Marseille neighborhoods
[in French]. De forts contrastes de revenus entre les quartiers de Marseille.
Natl Inst Stat Econ Stud. 2004;76(L’essentiel):1–16.
21. Girard V, Handlhuber H, Vialars V, Perrot S, Castano G, Payan N, Naudin J.
Réduire les inégalités de santé: description d’une expérimentation liant
habitat, citoyenneté et troubles psychiatriques sévères. Rev Dépidémiologie
Santé Publique. 2008;56(6):S341–86.
22. Girard V, Sarradon-Eck A, Payan N, Bonin JP, Perrot S, Vialars V, Boyer L,
Tinland A, Simeoni M-C. The analysis of a mobile mental health outreach
team activity: from psychiatric emergencies on the street to practice of
hospitalization at home for homeless people. Presse medicale (Paris, France:
1983). 2012;41(5):e226–37. https://doi.org/10.1016/j.lpm.2011.09.032.
23. Girard V, Estecahandy P, Chauvin P. La santé des personnes sans chez soi.
Plaidoyer et propositions pour un accompagnement des personnes à un
rétablissement social et citoyen. Ministeriel; 2010. http://solidarites-sante.
gouv.fr/ministere/documentation-et-publications-officielles/rapports/sante/
article/rapport-la-sante-des-personnes-sans-chez-soi. Accessed 15 Apr 2018.
24. Tinland A, Fortanier C, Girard V, Laval C, Videau B, Rhenter P, Greacen T,
Falissard B, Apostolidis T, Lançon C, Boyer L, Auquier P. Evaluation of the
Housing First program in patients with severe mental disorders in France:
study protocol for a randomized controlled trial. Trials. 2013;14:309.
25. Banerjee AV, Duflo, Maistre J. Repenser la pauvreté. Paris: Éd. du Seuil; 2012.
26. Lovell AM, Feroni I. Sida-toxicomanie. Un objet hybride de la nouvelle santé
publique. In: Fassin D, editor. Les Figures Urbaines de la Santé Publique.
Paris: La Découverte; 1998. pp. 203–38.
27. Falissard B. Evaluation of therapeutics in psychiatry: clinical trials and
evaluation of psychotherapies. Bull Académie Natl Médecine. 2006;190(6):
1131–7; discussion 1137-1138.
28. Campbell C, Cornish F, Gibbs A, Scott K. Heeding the push from below:
how do social movements persuade the rich to listen to the poor? J Health
Psychol. 2010;15(7):962–71.
29. Blumer H. Les problèmes sociaux comme comportements collectifs. Politix.
2004;17(67):185–99.
30. Montini T, Graham ID. “Entrenched practices and other biases”: unpacking
the historical, economic, professional, and social resistance to deimplementation. Implement Sci. 2015;10(1):24.
31. Gomel B, Serverin É. Évaluer l’expérimentation sociale: Centre d’études de
l’emploi. 2011. file:///D:/Utilisateurs/vgirard/Downloads/143-evaluerexperimentation-sociale%20(3).pdf. Accessed 15 Apr 2018.
32. Lascoumes P. Rendre gouvernable : de la « traduction » au « transcodage » :
l’analyse des processus de changement dans les réseaux d’action publique.
Paris: Presses Universitaires de France; 1996.
33. Davidson L, Strauss JS. Beyond the biopsychosocial model: integrating
disorder, health, and recovery. Psychiatry. 1995;58(1):44–55.
34. Spivak GC. Can the subaltern speak? Can Subalt Speak Reflect Hist Idea.
New York: Columbia University Press; 1988. pp. 21–78.
35. Godrie B. Savoirs d’expérience et savoirs professionnels: un projet
expérimental dans le champ de la santé mentale, thèse de sociologie.
Montrela: Université de Montréal; 2014.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

