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EXECUTIVE SUMMARY 
 

The purpose of the study was to systematically evaluate the effectiveness and impact of 

services and interventions utilised in the support, and treatment of people experiencing 

homelessness in the Western Cape, South Africa during the COVID-19 Pandemic. 

Furthermore, to ascertain the proximal factors associated with homelessness in the Western 

Cape. A mixed methods research approach was utilised, combining qualitative and 

quantitative research components to expand and strengthen the study’s conclusions and 

recommendations. The qualitative findings from the focus groups and individual qualitative 

interviews revealed that homelessness is a complex social problem with a variety of 

underlying economic and social factors. It was found that social forces such as loss of 

meaningful relationships, substance use disorders, interpersonal violence, physical and 

sexual abuse, past trauma and community and family breakdown are compounded by 

structural forces such as lack of available low-cost housing, poor economic conditions, and 

insufficient services and programmes. These factors, in varying combinations, contribute to 

duration, frequency, and type of homelessness in the Western Cape, South Africa. Service 

providers felt that their programmes and services were mostly effective during this period but 

that lack of adequate resourcing, communication and coordination hampered service 

delivery during COVID-19. 
 

Recommendations included availing more resources to effectively implement policy 

legislation and to consider the multifaceted nature of homelessness in responding to the 

social issue. Furthermore, substance prevention and early intervention programmes as well 

as coalitions should be increased as this could get community members more involved 

within the community, decreasing vulnerability to substance use which contributes to 

homelessness. Lastly, more research on the topic needs to be conducted within low- 

middle incomes countries, specifically in South Africa.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source:  Foreign Nationals Focus Group, CBD Cape Town 
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CHAPTER ONE: INTRODUCTION 
 

1.1 Introduction 
 

People need a home, social connections, and access to evidence-based 

interventions to achieve health and overall social wellbeing (Wilkinson et al, 2003). 

Structural failures and intersecting social, political, and economic factors contribute 

to homelessness (Padgett et al, 2016). In concert with unresponsive health 

services, people experiencing homelessness have notably higher mortality rates 

than their stably housed counterparts. Furthermore, people experiencing 

homelessness are exposed to multiple traumas, experience a high mental health 

burden, and often use substances for their supporting, distracting, sedating, 

anaesthetic or stimulating properties (Aldridge et al, 2018). 
 

People experiencing homelessness are a particularly vulnerable population when it 

comes to the spread of COVID-19. They present a particular set of challenges to the 

containment and transmission of COVID-19 as they typically move from place to 

place, they work in the informal economy, they do not have regular access to 

cleaning facilities and hygiene supplies, they often have poor nutritional and medical 

statuses and tend to face barriers in accessing healthcare (Tan & Chua, 2020). 

Added to this, people experiencing homelessness are already at a higher risk of 

infectious diseases such as TB, Hepatitis and HIV and they generally have higher 

mortality rates overall. 
 

Failure to adequately shelter and accommodate people experiencing homelessness 

during the COVID-19 pandemic could lead to COVID-19 outbreaks that would be 

difficult to contain and track due to the nomadic nature of street-based people (Tan & 

Chua, 2020). Furthermore, people experiencing homelessness who do contract 

COVID-19 may also present late in the disease, making containment and treatment 

more challenging (Tan & Chua, 2020). 
 

The COVID-19 pandemic has foregrounded disparities in service delivery to 

vulnerable population groups. People who live on the street are often overlooked. 

Without stable housing, people are at higher risk of experiencing infectious diseases 

and harms linked to drug use. Stigma and siloed services prevent many people who 

experience homelessness from engaging in service delivery. The pandemic 

highlighted the health and social issues facing people experiencing homelessness 

in Cape Town, including service delivery limitations. 
 

1.2 Purpose of the Study 
 

The purpose of the study was to systematically evaluate the effectiveness and 

impact of services and interventions utilised in the support, rehabilitation, and 

treatment of people experiencing homelessness in the Western Cape, South Africa. 

More specifically the study interrogated the following: 
 

1. Determine the size of the homeless population in Western Cape and the 

impact of COVID-19 on this population group  
2. Determine why people are homeless, and remain homeless 

(origins/push/risk factors of homelessness)? 
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3. Determine the efficiencies and deficiencies in government responses to address 

challenges faced by the population group  
4. Develop recommendations to alleviate the plight of people experiencing 

homelessness generally and in the context of COVID-19 for relevant necessary 

stakeholders e.g. government, donors, civil society and organisations 
 

1.3 Research Questions 
 

To achieve the abovementioned, use will be made of the Integrated Model of 

Programme Evaluation (De Vos 1990; 2005; McKendrick, 1989) to determine (See; 

Figure 1): 
 

1) If there are specific origins/push and or risk factors of homelessness in 

the Western Cape? 
 
2) If the homeless sector programme & service goals and objectives are 

well defined? 
 
3) If the homeless sector programme goals and objectives are feasible for 

service delivery to recipients of services? 
 
4) If the change process presumed in the design of homeless  

sector programmes are plausible for use in service delivery to recipients 
 
5) If the homeless sector programme brings about change in behavior? 
 
6) If the procedures for identifying members of the target population, delivering 

service to them, and sustaining that service through completion are well defined 

and sufficient? 
 
7) If the constituent components, activities and functions of the homeless 

sector programme and services are well defined and sufficient? 
 
8) If the resources allocated to homeless sector programmes & services and its 

various activities are adequate? 
 

1.4 Research Objectives 
 

The main objectives addressed by the proposed programme evaluation approach 

included amongst other: 
 

1) To determine the size and reasons for the homeless population in the Western 

Cape 
 
2) To determine the need for homeless sector programmes & services 

(needs assessment) 
 
3) To assess the conceptualisation and design of homeless sector programmes & 

services (assessment of programme theory) 
 
4) To evaluate the implementation of homeless sector programmes & services 

(assessment of programme process, also called process evaluation  
or programme monitoring) 
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5) To measure homeless sector programme’s outcomes (impact assessment) 
 
6) To evaluate homeless sector programme’s efficiency (efficiency assessment) 
 
 

 

Figure 1: The Integrated Model of Programme Evaluation (De Vos 1990; 2005)  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

1.3 Conclusion 
 

Homelessness is a complex social problem with a variety of underlying economic 

and social factors such as poverty, lack of affordable housing, uncertain physical 

and mental health, substance use disorders, and community and family breakdown. 

These factors, in varying combinations, contribute to the duration, frequency, and 

type of homelessness. To be fully homeless is to live without shelter; however, many 

experience partial homelessness that can include uncertain, temporary, or sub-

standard shelter. Homelessness is difficult to define, thus governments struggle with 

uncertainty when creating and implementing policies they hope will effectively 

manage or eradicate this problem. Chapter 2 will present a Review of Literature to 

contextualise the study. Chapter 3 will discuss the Research Methodology applied in 
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this study and Chapter 4 will present key findings and results. Chapter 5 

concludes the Research Report with Recommendations and Way Forward.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source:  Focus group interview, The Haven Shelter, Mossel Bay 
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CHAPTER TWO: LITERATURE REVIEW 
 

2.1 Problem Context 
 

Homelessness is defined as an individual living without a permanent dwelling, for instance, a 

physical domicile or legal residence, but it can also refer to the situation of having no home – 

meaning a place where the individual feels at home and a sense of belonging (Ndluvo, 

2019). Like Rodriguez, Lahey, & MacNeill (2021), we refer to homelessness not as a 

defining trait of an individual, but instead as a state that is experienced, one that is transitory 

and amenable to intervention. People experiencing homelessness (PEH) face 

disproportionate rates of underlying health conditions, substance use disorders, stigma, and 

marginalization that often disenfranchise them from health and social services, and social 

living conditions that lead to a heightened risk of infection and adverse outcomes of COVID-

19 (Rodriquez et al, 2021). 
 

Individuals who are homeless are usually unable to acquire or maintain regular, safe, 

secure, and adequate housing (Ndlovo, 2019). Homelessness is a global problem (Black, 

2017). According to various reports, an estimated 150 million people, or roughly 2 percent 

of the world's population are homeless (Chamie, 2017). 
 

There is currently no official estimate of the extent to which homelessness exists in South 

Africa, however, the Human Sciences Resource Centre approximate around 200 000 of 

South Africans were experiencing homelessness in 2008 (Human Sciences Research 

Council, 2015; Obhioha, 2019). Additionally, 13.6% of the national population lived in 

informal dwellings in 2018 (StatsSA, 2018). In the third quarter of 2019, it was reported that 

approximately 29% of South Africans were unemployed, with 56% of South Africans living in 

poverty (Western Cape Government, 2018; StatsSA, 2019). According to the Central City 

Improvement District (CCID), Cape Town has an estimated 4862 street-based people with a 

projected 700 people experiencing homelessness living in the central business district 

(CCID, 2019). 
 

The COVID-19 pandemic laid bare some of South Africa’s most devastating health and 

social inequities faced by people experiencing homelessness. Homeless populations 

experience disproportionate rates of underlying health conditions, stigma and 

marginalisation that often disenfranchise them from health and social services and 

living conditions that potentiate the risk of COVID-19 transmission and adverse 

outcomes (Rodriquez et al, 2021). 
 

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) is infecting people throughout 

the world. It is probable that the coronavirus disease (COVID-19) will be transmitted to people 

experiencing homelessness, which will become a major problem in areas where there are 

sizable populations of PEH. Many people experiencing homelessness have chronic mental and 

physical conditions, engage in high rates of substance abuse (including sharing of needles), and 

limited health care. all of which could lead to potential problems with screening, quarantining, 

and treating people who might have COVID-  
19. Furthermore, people experiencing homelessness live in environments that are conducive to 

a disease epidemic. Many people experiencing homelessness live in congregate living 

settings—be it formal (i.e., shelters or halfway houses) or informal (i.e., encampments or 

abandoned buildings)—and might not have regular access to basic hygiene supplies or 

showering facilities, all of which could facilitate virus transmission. People experiencing 

homelessness are a vulnerable group, and their potential exposure to COVID-19 might 

negatively affect their ability to be housed, and their mental and physical health. It becomes 
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apparent that if the complex and crises experiences which may increase the risk for 

homelessness, and the impact of COVID-19 on these populations were better understood 

then social policies and procedures which constitute “best practices” would be more effective 

in reducing and preventing homelessness (Shelton, Taylor, Bonner, & van den Bree, 2009). 

Furthermore, the multitude of potential vulnerabilities and risks for people experiencing 

homelessness in becoming infected, needing care, and transmitting COVID-19 cannot be 

ignored and must be planned for. This Chapter reviews two important study dimensions, 

namely, factors contributing to people experiencing homelessness and the impact of COVID-

19 on service delivery during the pandemic. 
 

2.2 Factors Contributing to People Experiencing Homelessness 
 

Various socioeconomic characteristics were found to be associated with homelessness 

such as poverty, violence and crime, income inequality, and social norms which are 

favourable to living on the streets (Peltzer & Ramlagan, 2010; Peltzer & Phaswana- Mafuya, 

2018; UNODC, 2020a). Poverty, unemployment, and violence may also increase the risk of 

homelessness in the Western Cape (Western Cape Government, 2019). Considering the 

above, South Africans may be more susceptible to the risk homelessness than elsewhere. 

The unemployed may turn to substances as a coping mechanism for their inability to provide 

for themselves and their families or join gangs and trade substances to generate an income 

(Peltzer et al., 2010; McMillan, Enns, Asmundson & Sareen, 2011; Goga, 2014; Cheteni et 

al., 2018). 
 

Homeless populations experience a range of adverse health, economic and social 

conditions such as alcohol and drug abuse; lack of affordable housing, and crime 

victimisation (Mzwandile, Mabhala, Yohannes, Griffin, 2017). Studies in various countries 

have found that while the visible form of homelessness is seen when people reach 

adulthood, a large percentage of homeless people have experienced extreme social 

disadvantages and traumatic events in childhood. These adverse childhood experiences 

include, amongst other; poverty, lack of housing, disrupted school, lack of social and 

psychological support, physical, sexual, and emotional abuse, neglect, dysfunctional family 

environments, and unstable family structures (Mzwandile et al, 2017). 
 

Family Background 
 

Family members are significant influencers in terms of the initial promotion of substances. 

One study reported that approximately twenty three percent of young adults who are 

homeless indicated that they were first offered and/or encouraged to use alcohol or 

substances by a family member, who was thus accountable for their initial encounter with 

substances (Mzwandile et al, 2017). Moreover, parents who consume large amounts of 

alcohol and/or substances are more likely to be inadequate in their parenting and may be 

abusive and controlling (Melander & Tyler, 2015). This could mean that families exposing 

individuals to substances or families where guardians are using substances; may present 

with negligence or lack of parental care. This makes it easier for children to live the streets 

as there is no one watching over them, but they may also need to go out to get basic 

needs for survival since they are being neglected by their substance using guardians. 
 

Furthermore, according to Moyo and Patel the most common reason for homelessness was 

family breakdown (2015). Furthermore, research have consistently indicated that homeless 

individuals’ family backgrounds have been characterized by conflict and abuse, and such 

family conflict usually leads to individuals leaving home either by choice or by force (Moyo & 

Patel, 2015). The lack of family support due to parents being absent resulted in them being 

on the street (Moyo & Patel, 2015). Family is usually the individual's first system of support, 
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and if it fails or is dysfunctional, these individuals may end up becoming homeless. 

More particularly, the need or desire to get away from the discomfort and dysfunction 

(for example, violence/ abuse) ultimately leads to individuals living on the street. 
 

Trauma Histories and Post Traumatic Stress Disorder 
 

Studies report that being exposed to trauma specifically if post-traumatic stress disorder 

develops (PTSD), with a heightened risk of developing substance use disorders increasing the 

risk of homelessness (Kim, Howard, Bradford,2019). Research have also shown that many 

homeless individuals have reported traumatic experiences whilst growing up including poverty, 

shortage of social housing, disrupted schooling, lack of social and psychological support, 

physical, sexual, and emotional abuse, neglect, dysfunctional family environments, and 

unstable family structures, (Mzwandile 2017). Furthermore, the chances of becoming mentally ill 

and abusing substances is linked to psychological trauma and PTSD (Kim et al, 2021). 

Additionally, street-based people present with symptoms related to psychosis, abuse of alcohol, 

crime, chronic homelessness, and poor standard of living (Kim et al, 2021). 
 

Trauma and PTSD could cause individuals to resort to substances to cope, whilst 

simultaneously placing individuals at risk for homelessness and other challenges such as 

mental health issues, poor quality of life, and crime victimisation. This means that trauma 

and adverse childhood experiences is a driver of homelessness. By way of example one 

South African study found that adverse childhood experiences significantly influenced 

personal capacity and ability to navigate primary education, finding meaningful work, making 

decisions regarding social environments, and establishing and sustaining adult relations 

(Mzwandle et al, 2017). A range of childhood issues including mental health and 

behavioural disorders, poor school performance, a history of foster care, and dysfunctional 

family structures was commonly linked to adults involved in crime, joblessness, use of 

substances, as adults and being homeless (Mzwandile et al, 2017). Similarly, domestic 

violence contributes to street homelessness as some individuals resort to the streets for 

personal safety (Tenai & Mbewu, 2020). The impact of interpersonal violence on children 

and youth increases the risk of becoming homeless as a survival strategy (Tenai & Mbewu, 

2020). Homeless people are predominantly exposed to violence which is linked to short- 

and long-term health challenges both physically and psychologically (Kim et al, 2019). 

Furthermore, violence may heighten the likelihood of prolonged or chronic homelessness 

(Kim et al, 2010). 
 

From the above it is clear that trauma and a history of adverse childhood experiences 

are related homelessness along with predictors of other risky behaviour. 
 

Loss of Relationships 
 

The loss of relationships was highlighted as a theme in various research studies, and it has 

been found to be contributing factor to homelessness (Alvi, Scott & Stanyon, 2010; Schäfer, 

2011; Black, 2017; Mabhala, et al., 2017). The loss of relationships and thus access to 

social support and social networks were found to be a strong driver for homelessness. A 

strong social support network is important for physical and psychological health. A good 

social support system may decrease feelings of strain during times of stress, and therefore 

act as a protective barrier against certain vulnerabilities (Ozbay et al., 2007). 
 

Losing relationships either due to break- ups, death, and sexual orientation, or simply not 

having support from parents had contributed to the initiation, maintenance, or exacerbation of 

homelessness (Alvi et al., 2010; Hamilton, Poza & Washington, 2011; Schäfer, 2011; Tyler & 

Schmitz, 2013; Black, 2017). In one study, a participant joined a gang to seek the comfort and 

support he did not receive from his parents (Black, 2017). The death someone 
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significant changes the family dynamic with long lasting ripple effects that eventually lead to 

homelessness. Losing relationships, thus social support left many individuals with feelings of 

instability, isolation, loneliness and loss after which they ended up living on the streets (Lowe 

& Gibson, 2011; Tyler & Schmitz, 2013). 
 

Substance abuse was described as a contributing factor towards relationship instability, 

strain, and eventual relationship termination. It was found that many people were kicked 

out of their family homes because their family members could no longer put up with their 

substance abuse (Gültekin et al., 2014; Piat et al., 2015; Mabhala et al., 2017). Similarly, 

intimate partner relationships failed as the partners of people who abused substances, said 

they could no longer put up with their addiction (Schäfer, 2011; Piat et al., 2015). In some 

cases, people consciously created physical and emotional distance between them and their 

family because they did not know how to tell them about their addiction and wanted to 

avoid conflict (Schäfer, 2011). In contrast, some relationships were maintained, however 

only because substance abuse was kept a secret or because partners were in denial 

(Schäfer, 2011). In summary, research shows an interrelated relationship between 

substance abuse and loss of relationships which ultimately lead to homelessness. 
 

Dysfunctional Relationships 
 

Dysfunctional relationships can be defined as a relationship in which there are patterns of 

destructive, harmful, abusive behaviour or impaired functioning (Al Ubaidi, 2017; Ekoh, Agha  
& Ejimkaraonye, 2019). It may be characterised by factors such parental addiction, 

violence, physical, emotional, mental or sexual abuse, neglect, authoritarian control, 

maltreatment, coercion or exploitation (Ekoh et al., 2019; Brown University, 2021a). 
 

The most salient finding mentioned in most studies on homelessness was dysfunctional 

relationships (Lowe & Gibson, 2011; Schäfer, 2011; Tyler & Schmitz, 2013; Gültekin, Brush, 

Baiardi & van Maldeghem, 2014; Mabhala, 2017). High levels of conflict were found in familial 

relationships, particularly when parents were emotionally unavailable, and romantic 

relationships. Many people still experienced difficult and conflictual relationships with their family 

of origin as the relationship was so dysfunctional that it resulted in the failure of communication, 

denial and loss of mutual care. Due to this, healthy constructive conflict resolution and 

communication of feelings was not learnt and thus was continued in romantic relationships later 

in life (Schäfer, 2011; McVicar et al.., 2011; Tyler & Schmitz, 2013). 
 

Dysfunctional relationships characterised by high standards of child behaviour and 

expectations of children to take care of themselves, especially when parents would be 

abusing substances, were also highlighted (Alvi et al., 2014; Black, 2017). It was found that 

this population was more likely to report mistreatment and feeling less loved, lower family 

cohesion and more family conflict than people who are housed. This exacerbated or 

initiated substance abuse which eventually led to leaving or being kicked out of the family 

home (Alvi et al., 2014; Piat et al., 2015). Furthermore, it was found that past and current 

relationships were highly abusive and traumatic. 
 

Childhood psychical, sexual, psychological, verbal, and emotional was highly reported amongst 

various studies (Hamilton et al., 2011; Lowe & Gibson, 2011; Piat et al., 2015; Tyler  
& Schmitz, 2013). Physical and sexual abuse and child maltreatment seemed to be most 

prominent where in one study, 77.5% of participants reported physical abuse and 95% reported 

at least one form of child maltreatment (Tyler & Schmitz, 2013). It was further identified that 

substances were closely linked to abusive behaviour from parents (Schäfer, 2011; Hamilton et 

al, 2011). In one study 93% of participants said that other family members including their 

parents, abused substances (Tyler & Schmitz, 2013). In addition, families 
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were characterised by high levels of domestic violence between parents, which was often 

witnessed by children. Many felt that this trauma led to them entering intimate 

relationships that were also abusive (Schäfer, 2011; Piat et al.., 2015; Black, 2017). 

Moreover, it was found that substances were used to escape to escape this violent and 

abuse reality, however, in some cases, participants said that their parents abuse and 

exposure to this is what led to their own use (Hamilton et al, 2011; Schäfer, 2011; Tyler & 

Schmitz, 2013). Similarly, Al Ubaidi (2017), found that victimised adults often engage in 

self-destructive behaviour such substance abuse in attempt to escape their trauma. 
 

Substance Use as a Coping Mechanism 
 

Results of existing literature showed that many people use substances as a coping 

mechanism. Studies showed that it was a means to cope with various stressors as alcohol 

and other drugs alleviated the strain and was a way in which people could escape from 

their troubles (Hamilton et al., 2011; Lowe & Gibson, 2011; Tyler & Schmitz, 2013; Piat et 

al., 2015; Mabhala et al., 2017). 
 

Unresolved conflict, anger, guilt, and hopelessness were identified feelings for which people 

abused substances in order to escape and deal with emotions (Lowe & Gibson, 2011; Schäfer, 

2011; Hamilton et al., 2011). Similarly, many individuals turned to substances as a mechanism 

to cope with traumatic childhood experiences such as abuse and neglect, to escape their reality 

of violent relationships, dysfunctional families, loss of relationships and current experiences of 

victimisation and stigmatisation (Schäfer, 2011; Hamilton et al., 2011; Tyler & Schmitz, 2013). In 

other studies, it was found that individuals abused substances to cope with more day- to- day 

stressors such negative mental health symptoms, self- esteem and identity, and military 

employment duties. Abusing substances had impaired functioning which limited their functioning 

and limited their ability to manage resources including financial resources to retain their housing. 

In many cases, financial resources were also used to maintain substance use (Hamilton et al., 

2011; Thompson, Wall, Greenstein, Grant  
& Hasin, 2013; Piat et al., 2015; Adshead, Norman, & Holloway, 2019; de Espíndola, 

Bedendo, da Silva & Noto, 2020). In some cases, people felt that abusing substances in 

response to trauma had contributed to mental illness which then led to homelessness, 

whereas others believed that it caused further deterioration in their relationships with 

others (Lowe & Gibson, 2011; Piat et al., 2015; Mabhala et al., 2017). 
 

Unemployment 
 

Unemployment was found to be a theme within various PEH research studies (Hinton & 

Cassel, 2012; Mabhala et al., 2017, de Espíndola et al., 2020, Misheck, 2020). Losing a job 

or generally being without employment was commonly reported to have contributed to the 

risk of homelessness (Rafiey, Alipour, Moghanibashi- Mansourieh & Mardani, 2019; 

Misheck, 2020). Unemployment had created conditions which promoted substance use as it 

was a response to feelings of boredom which then eventually led to homelessness either by 

participants leaving home themselves or being forced out of the home by family members 

(Hinton & Cassel, 2013; Mabhala et al., 2017; Misheck, 2020). In some cases, participants 

were criticised by family members for not generating an income (Misheck, 2020). In 

contrast, some studies revealed that participants had lost their jobs because of their 

substance use and end up being homeless (Piat et al., 2015; Mabhala et al., 2017; Rafiey et 

al., 2019; de Espíndola et al., 2020). 
 

2.3 The Impact of COVID-19 on Service Delivery to PEH 
 

According to Culhane, Steif, & Kuhn (2020) people experiencing homelessness are at an 

increased risk of infection with SARS-CoV-2 due to their lack of safe and adequate housing 
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as well as conditions found in shelters and drop-in facilities. This situation is exasperated in 

shelter and drop-in facilities where the detection of SARS-CoV-2 may be delayed because 

of limited access to health care and social services (Tsai & Wilson, 2020). In their work, 

Khangura Burns & Dosani argue that the; “The risk of severe COVID-19 is increased for 

people experiencing homelessness owing to the high prevalence of medical comorbidities 

including heart disease, respiratory conditions, liver disease and high rates of smoking in 

homeless populations” (2020). Here, intersecting factors such as mental illness, substance 

use, involvement in sex work and distrust of service providers may contribute substantially to 

difficulties faced by individuals in engaging with pandemic-specific protocols (Tsai & Wilson, 

2020). The transient nature of homeless populations adds further complexities with respect 

to contact tracing to contain the spread of SARS-CoV-2 and reduce community 

transmission. Tsai and Wilson feel that the limited availability of services relative to the 

needs of the population poses major constraints on control efforts, as inadequate resources 

(e.g., space and personal protective equipment) make enforcing public health protocols 

extremely difficult at many shelters (2020). 
 

Physical distancing has substantial negative implications for individuals who are homeless or 
precariously housed. Abrupt closure of drop-in services and community centres, and 
resulting disruption in social relationships and support, may lead to deterioration in mental 
health for many. Similarly, reduced access to public spaces such as libraries, community 
centres and malls, and a reduction in resources such as support services, disproportionately 
affect individuals experiencing homelessness. 
 

Conclusion 
 

The COVID-19 pandemic laid bare some of the South Africa’s most devastating health and 

social inequities faced by people experiencing homelessness. Homeless populations 

experience disproportionate rates of underlying health conditions, stigma and 

marginalization that often disenfranchise them from health and social services and living 

conditions that potentiate the risk of COVID-19 transmission and adverse outcomes.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Individual Interview, Nuwe Begin Shelter- Worcester 
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CHAPTER THREE: RESEARCH 

METHODOLOGY 3.1 Introduction 
 
The previous chapter discussed existing literature on the research topic and highlighted 

major themes related to people experiencing homelessness as well as the impact of COVID-

19 on service delivery to this vulnerable population group. Research methodology refers to 

the process in which the research is done. It is the specific procedures, techniques and 

ways in which data is collected, analysed, and synthesised (Wilkinson 2000; De Vos, 2005; 

Cresswell, 2014). Chapter 3 discusses the research design and methodology utilised in this 

study. This Chapter also presents Ethical Procedures engaged with in this study. 
 

3.2 Research Design 
 

A research design is influenced by the research question and describes the way research 

will be conducted (McNabb, 2009; Oso & Onen, 2011). It is defined by the type of data as 

well as the methods used to obtain and analyse the data. A mixed method approach to data 

collection was utilised in this study. A mixed methods design is characterized by the 

combination of at least one qualitative and one quantitative research component. For the 

purposes of this study, we used the following definition of mixed methods research 

(Johnson et al. 2007): 
 

Mixed methods research is the type of research in which a researcher or team of researchers 

combines elements of qualitative and quantitative research approaches (e. g., use of qualitative 

and quantitative viewpoints, data collection, analysis, inference techniques) for the broad 

purposes of breadth and depth of understanding and corroboration. 
 

The basic premise of choosing to use this methodology in the study was that such 

integration permitted a more complete and synergistic utilization of data than separate 

quantitative and qualitative data collection and analysis. Thus, a convergent parallel 

design was adopted where the quantitative and qualitative strands of the research were 

performed independently, and their results are brought together in the overall interpretation 

of the results. Here we used an inductive-simultaneous design where, the core component 

of enquiry was qualitative, and the supplemental component was quantitative. 
 

QUALITATIVE + quantitative = 
 

The evaluation of homeless sector programmes & services and exploring lived experiences 

of people living with homelessness provided an ideal opportunity for using a mixed 

methods study approach. This methodology was used to determine programme & service 

delivery effectiveness as well as create a deeper understanding of common origin and 

push factors associated with homelessness in the Western Cape. 
 

The overall goal of mixed methods research, of combining qualitative and quantitative 

research components, was to expand and strengthen the study’s conclusions and, 

therefore, contribute to our understanding of this vulnerable population group. 
 

3.3 Research Methods 
 

For the qualitative component, semi-structured interviews with a sample of people living 

with homelessness were selected as the primary method of data collection. We also 

conducted focus groups with the same sample of PEH. For the supplemental component, 

an online survey for PEH service providers was utilised for quantitative data collection. 
 

PEH Semi structured Interviews & Focus groups + Service provider online survey = 
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3.4 Sampling 
 

To answer the main research questions and achieve the research objectives of this 

study, the research population was constituted from two key demographic groups. Firstly, 

those who self-identified as being homeless and living on the streets in the Western 

Cape were selected. Secondly, service providers from various homeless centers and 

shelters in the Western Cape were identified as part of the research population. 
 

A non-probability sampling approach was used to draw up a sample of homeless center’s & 

shelters across Cape Town and the Province. Non-probability sampling, also known as a 

judgement or non-random sampling, means that not every unit of the population will get an 

equal chance of being part of the research. As explained by Trochim (2020), non-probability 

sampling is often used in circumstances where probabilistic or random methods are not 

feasible or practical. Here, a provincial data base of all service providers in the Western Cape 

was utilised to randomly select shelters and organisations to participate in the study. 
 

To select participants for the qualitative phase of this research, purposive sampling was utilised 

where people experiencing homelessness who are still resident in shelters or centers and have 

completed homeless programmes & services in the last 6 months. With purposive sampling, the 

researcher selects units of analysis based on his or her own judgement of who poses the 

relevant characteristics to achieve the study purpose. The use of purposive sampling to select 

research participants can further be facilitated by using name lists  
of service users provided by the shelters and centers. Since people living with 

homelessness are classified as a hard-to-reach population, snowballing can further be 

utilised to draw a sample of the population where participants who are initially identified are 

requested to recommend others who will be willing to take part in the study. 
 

The research sample included the following: 
 

Semi-structured interviews = 77 x male & female service users between the ages of 18 – 

50 years old who are currently resident in a centre or shelter and/or have completed 

programmes and received services in the last 6 months. 
 

Focus groups = 60 x male and female service users between the ages of 18 – 50 years old 

who are currently resident in a centre or shelter and/or have completed programmes and 

received services in the last 6 months. 
 

Service Provider Online Survey = 150 service providers from the Homeless Sector Forum 

who currently provide services and programmes to this sector. 
 

Project research staff liased with the managers and supervisors of shelters and 

organisations to ensure that all appropriate cases were invited and to ensure consistency 

of approach across fieldwork sites. Supervising staff were briefed about recruitment ahead 

of the fieldwork during planned site visits and through information packages. 
 

3.3 Data Collection 
 

The following research sites in the Western Cape were identified for data collection: 
 

Research Site Type of Data Collection 
  

TBHIV  Care  (Harrington  Street 15 x Interviews with service users 

Drop-in Centre) 
1 x focus group with service users (8 – 10 participants)  

  

Langeberg SBC- Robertson 15 x interviews with service users 
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   1 x focus group with service users (8 – 10 participants) 
   

Pride Shelter Trust  15 x interviews with service users 

   1 x focus group with service users (8 – 10 participants) 
  

The Haven Shelter- Malmesbury 15 x interviews with service users 

   1 x focus group with service users (8 – 10 participants) 
  

Nuwe Begin Shelter- Worcester 10 x interviews with service users 

   1 x focus group with service users (8 – 10 participants) 
  

Mossel Bay- The Haven Shelter 10 x interviews with service users 

   1 x focus group with service users (8 – 10 participants) 
   

George Shelter  10 x interviews with service users 

   1 x focus group with service users (8 – 10 participants) 
    

Knysna SBC- Knysna 10 x interviews with service users 

Municipality   
1 x focus group with service users (8 – 10 participants)    

Western Cape Homeless Sector 150 x online service provider surveys surveys 
    

 

Participants were invited to participate in the study making use of a standardized letter 
which informed them of the following: 
 

• Name & purpose of the study  
• Principle Investigator and research team  
• Use of data collected  
• Ethical considerations like anonymity, informed consent, and right to withdraw  
• Wellness services and names of social workers and others that can assist in the event 

of need or crises 
 

The abovementioned letter was read to participants during service delivery and 

intervention work at selected shelters by staff. They were then invited to sign up to 

participate in the study. The letter was also prominently displayed at the various shelters in 

the area with contact details of the research team. Centre staff and workers were briefed 

about the research project during site visits. 
 

As such, from June 2021 through July 2021 participants were recruited which involved initial 

contact with an existing community partner organization who provided a partial and initial 

list of relevant and established community-based organizations (CBOs) engaged with 

people experiencing homelessness in the Western Cape. As interviews were conducted, 

interviewees recommended additional people experiencing homelessness, who were 

contacted and interviewed by the research team. 
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3.4 Data Collection Instruments 
 

Academic and grey literature was reviewed to gain insights into the COVID-19 response 

among communities working with PEH and to identify possible origin and push factors for 

homelessness in the Western Cape. Informed by the literature review (Chapter 2), an initial 

online survey was developed to understand multilevel challenges and responses to 

supporting PEH during the COVID-19 pandemic, from the perspective of local homeless 

service providers. At the same time a semi-structured interview guide was developed for 

use during interviews with people living with homelessness. Lastly, a focus group interview 

protocol was constructed with two key questions (“Why do you think people end up living on 

the streets?” and “Why do you think people remain living on the streets?”). 
 

Our community partner organization (STAND) reviewed both the interview guide and online 

service provider survey and suggested additional questions and probes. The final semi-

structured interview guide for people living with homelessness included questions such as: 

“Where did you sleep last night?”;”Where have you lived before?”;”How long have you been 

homeless or without fixed housing?”;”In the last 30 days has it been a problem for you to 

find a shelter?”;”How do you sustain yourself?”;”What do you think is the biggest reason 

people end up on the street (homelessness)?”;” What do you think keeps you from getting 

permanent housing?”;”Are you currently or have you ever received treatment for mental 

health issues?”;” Have you been physically attacked or assaulted by someone else in the 

last 30 days? (Non-sexual)”;” In the last 30 days there's ever been a time where you've felt 

for two weeks or more that you'd rather be dead?”;” Which of the following services & 

programmes have you or do you make use of?”;” What do you think will help people living 

on the street obtain permanent housing?”. 
 

The online service provider survey included questions like: “In your opinion what are some of  
the key risks or push factors of homelessness in the Western Cape? (Why do you think  
people end up living on the streets?)”;” If you had to estimate, approximately how many PEH  
individuals are in need of services and assistance in the Western Cape?”;” How has COVID-  
19 pandemic impacted your work in this field? (List some of the biggest  
impacts/challenges)”;” Do you think that the homeless sector programmes and services were  
feasible and effective for service delivery to PEH during the COVID-19 pandemic?”;” Do you  
think that the resources allocated to sector programmes and services and its various  
activities were adequate and sufficient during COVID-19 pandemic?”;” List some of the key  
challenges (if any) in providing necessary services to street-based individuals families and  
groups”;” In your opinion which part of the existing system serving homeless people works  
best? (Best practice model for others)”;”Do you think that your programme and services  
brought about change in behavior and circumstances of street-based people that made use  
of your Organisation during COVID-19 pandemic?”;” Do you think that the goals and  
objectives of your programmes were sufficient for service delivery during COVID-19  
pandemic?”;” Do you think that goals and objectives of your programmes and services were  
feasible and effective for service delivery to those that made use of it during COVID-19  
pandemic?”;” Do you think that the resources allocated to your programme & services and its  
various activities were adequate during COVID-19 pandemic?”;”Based on your experiences  
during the COVID-19 pandemic, what would you do to improve or better your programme or  
services?”. 
 

The online service provider survey was distributed via email to various shelters, drop-in 

centres and PHE organisations in the Western Cape. The personalised emails included a 

link to Google Docs with an electronic version of the survey. 
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3.4 Data Analyses 
 

Interviews were performed in person by trained research assistants who were involved in 

formulating the research questions and in the grounded theory and associated constant 

comparative analysis. All the research assistants are social workers by profession recruited 

from the Postgraduate cohort in the Department of Social Development, University of Cape 

Town. Furthermore, each interviewer had no prior association with any interviewed subject 

that could have biased the line of questioning or content of any given interview. Interviews 

were recorded and transcribed using Google Docs (Google Docs is an online word 

processor included as part of the free, web-based Google Docs Editors suite offered by 

Google). Transcribed interviews were reviewed and edited for accuracy. Each interview was 

coded by the research team. Utilizing a combinatorial approach of deductive and inductive 

coding, data was thematically analysed using NVivo, a qualitative coding software. The 

same process was followed for the focus group interviews. Results from the online service 

provider survey was captured in Google Docs and descriptive data analyses were 

conducted using IBM SPSS version 26. 
 

3.4 Ethical Procedures 
 

Ethical Approval 
 

Ethical approval for the study was provided by the Faculty of Humanities at the University of 

Cape Town. Research participants were provided with reasonable and sufficient knowledge 

about the Research Team, qualifications of research assistants and the Principal 

Investigator, background, and purpose of the study as well as the intended use of data 

collected during the study. This was done making use of a standardised letter of invitation to 

participate in the study. 
 

COVID-19 Protocols 
 

Due to the nature of the research project as well as the fact that participants are considered 

hard to reach due to their status (people living with homelessness), remote research making 

use of online platforms, telephone calls, Zoom, Skype and/or online surveys was not feasible 

for this study. Consideration of the health of the participants, especially those from clinically 

vulnerable or clinically extremely vulnerable groups, was crucial. For the face-to-face 

interviews and focus groups the following COVID-19 protocols were implemented: 
 

• A general health and risk safety assessment was conducted on the day of 

data collection. This included a temperature scan and short COVID 19 

symptoms questionnaire.  
• To help ensure the safety of everyone involved, checks were made on the day of 

participant involvement to confirm they are not showing Covid-19 symptoms. This 

included the use of on the day health questionnaires or a statement signed and dated by 

the participant to confirm they are not showing signs of Covid-19 infection.  
• Participants and researchers adhered to rigorous handwashing and use of alcohol 

hand gel supplied by the research team  
• On day of data collection, the research team advised the participant to apply 

alcohol hand gel when entering and leaving the building.  
• Informed the participant where the nearest hand washing facilities and toilets are 

when they arrived.  
• Informed the participants of the local toilet usage practices (queuing to use, washing 

hands before and after use, use of paper towels or air driers to dry hands, use of all stalls 

or alternate urinals, standing back from each other if waiting to wash/dry hands). 
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• Individually pre-packaged meals and drinks was provided for each individual and 

no buffet selection was available.  
• Tables and chairs used were cleaned, disinfected, and made safe for 

subsequent participants.  
• Face coverings were mandatory, and social distancing (2 meters separation 

between participants) were always maintained.  
• Face coverings and masks were supplied by the research team upon arrival.  
• If a participant starts to experience Covid-like symptoms, they were told that they had to 

inform the researcher and left the study site immediately.  
• If a researcher started experiencing Covid-like symptoms, they were told to inform 

the Principal Investigator by email or telephone and leave the study site immediately. 
 

Confidentiality 
 

To ensure confidentiality, face-to-face interviews and focus groups, appointments and arrival 

times was staggered during the research day to ensure that there is minimal contact 

amongst participants. Use was made of separate entrance and exit points at the research 

sites. Data records was secured using password protected files, and encryption when 

sending information over the internet. For the online survey only, the principal investigator 

knew the identity of the respondents. Use was made of pseudo names and identifiers to 

protect confidentiality. The principal investigator ensured that a minimum number of 

research staff, all of whom were instructed about confidentiality requirements, had access to 

participants’ data. 
 

Privacy 
 

In the case of the face-to-face interviews a statement regarding the privacy of the 

participant was included on the cover letter that was read before the start of each interview. 

In the case of the focus group, the consent form included a statement: “While I, the 

researcher, will respect the confidentiality and privacy of all participant’s information, I 

cannot promise or ensure that other participants will do the same. I will, however, ask all 

participants in the study to respect the confidentiality and privacy of all participants.” 
 

At the start of the focus groups, the following statement was made: “Given that we will be 

discussing personal and sensitive information, I ask you all not to share or disclose anything 

mentioned here with others. I will respect the confidentiality and privacy of all participants’ 

information shared here in this focus group, and I ask all of you to do the same.” 
 

To ensure that privacy and confidentiality of all participants were protected, the research 

assistants weretrained on human subject research as well ethical conduct. Each field worker 

and researcher were asked to sign a non-disclosure agreement that included a statement 

on all the ethical requirements of human subject research. 
 

Anonymity 
 

At no time did the research assistants or anyone associated with the project know the full 

identity of the participants. Furthermore, the information collected did not contain any 

identifiable information, and the risk of being able to attribute data to individuals was 

mitigated. During recruitment and consent phase of the study, participants was informed 

that their study participation is anonymous. This was communicated making use of a 

standardized consent letter which was read to each participant before conducting the 

interviews or focus groups. All identifying information about informants or their relatives, for 

example: occupation, place of work, nationality, religion, names of schools, hobbies, 

sometimes details of certain life events, was removed from the data set after collection. 
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During the data collection participants were advised to not use their real names and 

surnames and removing any other data which might help identify them to other 

participants. During data cleaning all identifying particulars were removed and pseudo 

names and identities assigned. 
 

Potential Harm to Participants 
 

People living with homelessness are a hard to reach and vulnerable research population. 

As such the following steps were taken to ensure that potential harm was mitigated: 
 

• Participants were advised to withdraw from the interview or focus groups at any point if 

they thought answering the interview questions and disclosing their feelings may impact 

upon their emotional health status.  
• All the field workers were registered social workers trained in Trauma Focused 

Cognitive Behavioral Therapy and aware of the signs of mental or emotional distress.  
• Counseling services and other support services available at the shelter or center were 

communicated before the start of the interviews or focus groups (including contact 

details of social worker or counsellor).  
• Trigger warnings were included for all questions that might be deemed of a sensitive or 

distressing nature. 
 

 

3.5 Conclusion 
 

People experiencing homelessness are seen as a hard to reach and vulnerable population 

group. Trauma histories of adverse childhood experiences and high levels of crime 

victimisation make this one of the most difficult populations to study. Carefully considered 

research methodology and ethical procedures are needed to engage this population. This 

Chapter provided an overview of the research methodology, data collection instruments 

and protocols, sampling as well as a discussion of the ethical procedures adhered to during 

this research project. In the next Chapter key findings of the study will be presented and 

discussed.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Participant signing Consent Form, TBHIV Harms Reduction Program, CBD 
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CHAPTER 4: RESEARCH FINDINGS 
 

4.1 Introduction 
 

According to Anderson and Rayens (2004), homelessness is caused and maintained by a 

wide range of structural (macro-level) and individual (micro-level) factors interacting. 

These structural factors, says Roos include a lack of affordable housing, unemployment, 

and changes in social support (Roos, Mota, Afifi, Katz, Distasio, & Sareen; 2013). 

Individual factors according to Mccoy and Hug include life histories or disadvantage, and 

life events such as breakdowns in family relationships (2016). The purpose of this study 

was twofold. Firstly, we wanted to explore some of the precursors and push factors for 

homelessness in the Western Cape. This included ascertaining reasons why people 

remain homeless. Next, we wanted to determine what the impact of the COVID-19 

pandemic was on the effectiveness of service delivery to those experiencing 

homelessness in the Western Cape. Chapter 4 presents the findings from this study and 

provides critical discussion of the implications thereof. 
 

4.2 Demographic Profile of PEH 
 

Seventy-seven people experiencing homelessness (n = 77) participated in the semi-

structured interviews and focus groups. Altogether, seven focus groups and 77 interviews 

were conducted during site visits. All the participants consented to be interviewed and 

attend the focus groups. Demographic information important to this study is presented next. 
 

Age 
 

From the following histogram we can see that most people (n = 44) were between the ages 

of 32 – 70 years old. The youngest person that participated was 24 years old and the 

oldest was born in 1950. This shows that people experiencing homelessness in the 

Western Cape are evenly distributed across all age ranges but that most are older than 32 

years indicating an aging PEH population in the Western Cape.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Gender 
 

Next, we asked the participants to indicate their gender. Most participants were male (n =  
47) which made up 61% of the research sample. There were 28 female participants 

(36.4%) and 2 transgender (2.6%) participants in the study. 
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Sexual Orientation and LGBTIQ+ 
 

We asked participants to indicate which group they self-identify with the most. Most of the 

participants indicated that they are heterosexual (n = 53) which made up 71.6% of the 

sample. Fourteen (n = 14) participants self-identified as gay and another 8.1% said that they 

were lesbian. One participant said that they were bisexual. Fourteen participants (18.9%) 

reported being gay and 6 others reported being lesbian implicate that a large section of 

those experiencing homelessness live with a double burden of discrimination. Firstly, 

discrimination and stigma of being gay and secondly becoming homeless. Years of 

research and countless studies have repeatedly shown that discrimination threatens not 

only access to housing but the stability of communities. Members of the lesbian, gay, 

bisexual, transgender, queer (LGBTIQ+) community are more likely to become homeless, 

and once homeless, more likely to endure discrimination and harassment that extends their 

homelessness. This is confirmed by multiple studies that have shown LGBTIQ+ people are 

more likely to be homeless than non-LGBTIQ+ people (refer; Flentje, Leon, Carrico, Zeng, & 

Dilley, 2016; Gattis, 2013; Milburn, Rotheram-Borus, Rice, Mallet, & Rosenthal, 2006). 

Furthermore, LGBTIQ+ people comprise an estimated 20–40% of homeless populations, 

whilst only comprising 5–10% of the wider population (Milburn et al, 2006; Fournier, Austin, 

Samples, Goodenow, Wylie, & Gorliss, 2009).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

23 



Language of Choice 
 

Most of the participants spoke Afrikaans (n = 41). Sixteen indicated English as their home 

language. Another ten (n = 10) spoke Shona with one other saying that they spoke Kirundi, 

English, Swahili, and French. The reason that the Afrikaans sample was so high was 

partially due to the scope of the research study and the requirements that peri-rural areas 

outside of Cape Town be included in the study as little is known about the impact of COVID-

19 on these populations. 
 

Community of Origin 
 

Most of the participants were from South Africa (n = 58) and the rest were foreign nationals 

from Zimbabwe (n = 16), the Democratic Republic of Congo (n = 1) and Burundi (n = 1). 

Participants came from all over Southern Africa which shows a high rate of migration 

amongst those experiencing homelessness. Participants migrated to Cape Town and the 

Western Cape for various reasons. One participant born in Zimbabwe indicated that; "I was 

in an orphanage there, my mother was in Cape Town, and she took us out the orphanage 

and took us down to Cape Town". Another participant explained that he was born in 

Zimbabwe and moved to South Africa (Johannesburg) at the age of 2, thereafter moved to 

Plettenberg Bay at the age of 13 and stayed there for 5 years. At the age of 18 they moved 

to Mossel Bay. A participant from Cape Town said that he moved from Zimbabwe to Cape 

Town. He initially stayed in Delft for a few years with a female friend as he was looking 

after her infant child. Thereafter, he moved to Capricorn and then Seapoint, and is now 

currently staying in Langa. The person stated that he stays in Langa with a group of 6 

friends, and they sleep on a field in a tent. 
 

The implications of experiencing homelessness and being without a home can be seen 

from the following narrative that was captured when the participant was asked about their 

community of origin. 
 

"So, a friend of mine, turned my fiancé now, she uhm was able to find a place for me behind a 

house, an empty house farm. No running water, no electricity. I'm not lying to you, the skirtings 

are coming off from the walls, the bird nest are falling through, everything like that, and 

eventually, I was there for almost 2 years. And, my child was with me the whole time and 

everything like that. My child was with me but uhm, because of where he had come from or 

whatever, I got him into rehab, he was in rehab and then covid. Then I went to Joburg...  
just before covid I left for Joburg and I was going to start a new life in Joburg because I 

couldn't find a job here. I was there for a week, and I got an interview, all was good then 

lockdown came in. Anyways, so my brother passed away, and I need to get back to Cape 

Town uhm because my nephews, because I'm closest family me, I was the aunt that was 

the closest. There's 16 years between me and my next brother, and he passed away from 

stage 3 cancer and I needed to get back here for my nephews. Came back, was staying at 

the same place where I was staying and my nephew reached out... in the interim, my son 

had just come out of rehab, my youngest one that was with me, he had just come out of 

rehab was in a motor bike accident. I couldn't go and see my child, I haven't seen my child in 

a year. He's coming down now on the 23rd, it's the first time I'm gonna see him … I definitely 

am looking forward to it but uhm, I have felt so helpless as a mother because I couldn't be 

there for my child or for, then my son came from Dubai, he's a youth pastor, uhm in 

December, which I was able to see but I couldn't give my kids a home to come visit me and 

that killed me. You know, I was still in the shelter, but I was house sitting at the time, so, 

that's why I am leaving early today because I do house sitting and pet sitting. (Participant 

from Cape Town). 
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Homelessness is defined as an individual living without a permanent dwelling, for instance, a 

physical domicile or legal residence, but it can also refer to the situation of having no home – 

meaning a place where the individual feels at home and a sense of belonging (Ndluvo,  
2019). We refer to homelessness not as a defining trait of an individual, but instead as a state 

that is experienced, one that is transitory. From the above narrative we can see that the forces 

which affect homelessness are complex and often interactive in nature. Social forces such as 

substance use disorders, family breakdown, and mental illness are compounded by structural 

forces such as lack of available low-cost housing, poor economic conditions, and insufficient 

family support services (Rodriguez, Lahey, & MacNeill; 2021), Together these factors impact 

levels of homelessness through their dynamic relations. 
 

Level of Education 
 

There is a common misconception that those experiencing homeless are uneducated and 

without formal schooling. The Western Cape sample revealed that most participants had formal 

schooling, and others had some form of higher education. Thirty participants (n = 30) said that 

they had finished school with a grade 12. Others went on to complete University Degrees, 

diplomas, and certificates (n = 12). For example, one participant said that he had; “Completed 

Matric in Manenberg. Then went to UWC as he was studying biological sciences (Zoology and 

Botany). He got a bursary, however, was unable to complete his degree as the bursary got taken 

away due to a "troubled time in our country". At the time, his parents were not able to afford the 

fees without the bursary” (Excerpt from interview). Another participant indicated he had a 

Diploma in Human Resources and Labour Relations. One participant from Mosselbay said that 

he had a Degree in Environmental studies and was a Grade 6 Coded Welder and another was a 

Registered Nurse with a Diploma in Nursing. 
 

Prevalence period spent being Homeless 
 

The next question asked participants how long they have been experiencing homelessness 

or been without fixed housing. Most participants indicated that they have been 

experiencing homelessness between 2 – 5 years (n = 30). Some said that they have only 

been homeless for a few months (n = 8) mostly due to the impact of COVID-19. For 

example, this man said that; “So this started at the beginning of Covid-19 because I used 

to work for myself, like yeah. I used to be self-employed because I do hair and the stuff. 

So, I used to work there in Philipi and then, actually I just found, okay let me upgrade 

myself, I worked in some restaurants, that's where I became able to pay for my fees to go 

to school. But, before Covid-19, I lost my job. In fact, I can say during Covid-19, I lost my 

job. The 1st of March” (Excerpt from interview). 
 

In their report, “The Cost of Homelessness in Cape Town”, Hopkins, Reaper, Vos and 

Brough (2020) state that homeless people in Cape Town spent an average of 8.6 years 

living on the street (this was according to the Street People survey conducted as part of their 

study). Furthermore, over 50% of the people sampled in the Hopkins et al. study lived with 

chronic homelessness which is described as people who have experienced homelessness 

consistently for at least a year — or repeatedly over several years (2020). This trend was 

found in our study as well. For example, one participant from Cape Town, said that she has 

been without fixed housing her entire life. She stated that she grew up on the street. 

However, there were periods that she had a stable place to stay, but it did not last long. 

Also, a female participant from Zimbabwe said that she’s been homeless since young 

adulthood. In Zimbabwe she was married for 10 years and had 4 children (oldest is 18). “But 

I don’t think from the time that I left being married until now, I've never really had permanent 

housing. It was when I was younger maybe, at my parents’ house”. Another participant has 

been without permanent housing for 16 years. She went on to say that she’s been living in 
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current location for 16 years. She lived with her mother again for 2 months during hard 

lockdown, however, she reported during the interview that the living arrangement did 

not work out. 
 

Although the homeless population is diverse, some subgroups are more likely to find 

themselves without a place to call home. The Western Cape sample showed that 

homelessness is significantly tied to gender, race, sexual identity and ethnicity. Statistical 

analyses revealed that males are far more likely to experience homelessness than their 

female counterparts. Out of the 77 people surveyed in this study, 47 (61%) were males. For 

women, that number was 26 (36%). Gender disparities are even more evident when the 

focus is solely on individual adults (the most significant subgroup within homelessness). 

The overwhelming majority (61%) were men. For example, one male participant said that 

he’s been homeless since 1971, meaning that he has been experiencing homeless for 50 

years. Historically, policymakers and practitioners at every level of government have 

focused special attention on specific subpopulations. Here, decision-makers are often 

concerned about women, children, and young people due to their vulnerability. The 

implication from our study is that males are more likely to experience chronic homelessness 

as they might be overlooked or receive less attention than other vulnerable subgroups.  
 

The Realities of Homelessness in the Western Cape 
 

Case Study 1: Phillip’s Story 

 

Description: The story of Phillip sheds light on the lived experiences of older male 
persons who are faced with homelessness. 

 

Phillip is a seventy-one-year-old man who has been experiencing homelessness for 
almost four years. While Phillip remains hopeful, his current circumstances are not 
what he envisioned his later years in life to be. 

 

Case: Phillip dropped out of mainstream school towards the end of Standard 9, and 
moved to a trade school. He spent the following three years learning his trade. When 
Phillip began working, he found employment success, and he and after getting married, he 
and his wife lived in multiple cities across the country. Phillip took pride in the fact that he 
provided for his family; his wife did not need to work, and she cared for their children while 
they were growing up. He worked hard to provide for his family and ensured that his 
children were able to obtain a university education. Now, at seventy-one, Phillip is alone 
and living in a shelter. According to Phillip, he is both the “youngest and oldest” in his 
family. Phillip has lived in his current community for approximately 20 years and had a 
positive relationship with community members for the majority of this time, until he began 
living at the shelter. His last employment was in armed reaction security, where he 
assisted and built relationships with community members. One day, Phillip ran into one 
such community member, who shared that he had a job for Phillip. However, when asked, 
Phillip shared that he was living in the shelter. Upon hearing this, the community member 
rescinded his offer. 

 

Phillip speaks fondly of his wife, who passed away a few years ago. In the latter years of 
her life, she was not well and suffered from various mental health diagnoses, including 
psychotic schizophrenia. He described the challenges that the last 10 years had yielded, 
“she had five persons in her. It’s terrible”. However, despite the hardships, Phillip 
remained devoted, sharing that it was not her fault that she was sick. Phillip loved his wife 
dearly, and put all of his available resources into taking care of her and providing her with 
the care that she needed. However, after she passed away, all of the resources had been 
depleted and there was nothing left. 

 

26 



 
During the time of caring for his wife, Phillip began to experience symptoms of depression. He 

received the required medication, however, reported that after his wife passed away, he 

stopped taking the medication. This caused his mental health to take a turn for the worse and 

Phillip could not cope. One day, after moving to the shelter, Phillip saw the psychiatrist that 

the local hospital. Following this, Phillip was again put on medication, which appeared to 

immediately assist positive change. Phillip felt “like a different person” and knew that he 

needed this treatment, to fight the “enemy” that is depression. Phillip receives good care from 

the local hospital, where he collects his medication every second month and has a check-up 

with the doctor every six months. He feels that this has assisted him in regaining coping 

strategies and coping with the loneliness.  
Phillips’s son lives in the community; however, they only see each other four to five times 
a year. According to Phillip his son has a hectic and busy job, which is why they don’t see 
each other more often. While they may not see each other in person often, they do have 
more frequent telephonic communication. At present, Phillip’s only source of income in the 
SASSA grant that he receives. He has made an application to a local old age home, and 
hopes to soon find an opening. However, when Phillip first applied, he was number 400 
on the waiting list. A few years on he has moved up to number 170. Phillip feels that he 
has adapted “to this life” and made peace with his current circumstances. He does not 
wish to be a burden to anyone, and has therefore, ensured that he has a funeral policy, so 
if his time comes while still at the shelter, his expenses will be covered, and the shelter will 
not be affected. Phillip hopes that he will be able to gain access to the old age home, 
when a space becomes available, and live out his years with some comfort and 
connection with individuals his own age, and with whom he has some common ground.  

 

*Name changed to protect identity 
 

Next, we asked participants if this was their first time without permanent housing. The results 

showed that for most of the participants this was the first time that they were without 

permanent housing (63.2%). This is most likely due to COVID-19 as many people lost their 

jobs, could not pay the rent, and ended up living on the streets. Infectious disease epidemics 

and pandemics have a disproportionate impact on people experiencing poverty, 

marginalization, stigmatization, and discrimination says Leung and Kiss et al (2008). Amid 

the current coronavirus disease (COVID-19) pandemic, this disparity is particularly relevant 

for individuals who experience homelessness. Homeless shelters are an ideal environment 

for transmission of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) 

because of shared living spaces, crowding, difficulty achieving physical distancing and high 

population turnover (Tsai & Wilson, 2019). According to Aldridge, Story and Hwang people 

who are homeless also have a high prevalence of chronic health conditions that increase the 

risk of poor outcomes if they develop COVID-19 (2018). 
 

4.3 Proximate Causes of Homelessness 
 

One of the main research objectives of this study was to determine reasons why people end 

up experiencing homelessness and why they remain in this state. Responses from these 

questions revealed that people became homeless and stayed homeless for many different 

reasons both individual and structural. The key themes identified in this study were family 

and/or peer conflict (52%), substance use disorders (36%), history of domestic and/or family 

violence (29.3%), job loss (32%), financial challenges and debt (22.7%), divorce and/or 

breakup of a significant relationship (10.7%), involvement with the criminal justice system 

(10.7%), illness (physical or mental health) (10.7%), death or loss of loved ones (9.3%), 

sexual abuse (6.7%), physical abuse (6.7%), gang and/or community violence (9.3%), 

traumatic experiences (3%), LGBTIQ+ discrimination and stigma (4%), and challenges 

being undocumented (2%). 
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Figure 1: Proximate Causes for Homelessness (Adapted from Mago et al, 2013)  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

The above Figure displays the relevance of each theme to people experiencing 

homelessness (PEH). The values, Very Low (VL), Low (L), Medium (M), High (H), and Very 

High (VH) were used to categorize each term. The groupings were produced through 

analysing the data collected during the individual interviews and focus groups to determine 

how strongly each was linked, firstly to structural or macro level homelessness, and 

secondly to people experiencing homelessness – micro level homelessness. By way of 

example, we can see that the most significant proximal cause for homelessness in the 

Western Cape sample was Family Breakdown which included family/peer conflict and a 

history of domestic and/or family violence. 
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Figure 1 shows the relationships between the themes that act to produce and sustain 

homelessness. Analysing these relationships produces a more holistic conceptualisation of 

homelessness. In the following analysis, the themes are discussed in the order in which 

they fall within their groupings. It becomes apparent that if the complex and oft-times chaotic 

experiences such as job loss, family breakdown, domestic violence, mental illness, abuse & 

trauma and substance use disorders, which may lead to homelessness, were better 

understood then social policies and procedures which constitute “best practices” would be 

more effective in reducing and preventing homelessness (Mago et al, 2013). 
 

4.3.1 Family Breakdown 
 

The most significant risk factor for homelessness in the Western Cape sample was family 

breakdown (52%). Here, family breakdown constituted a constellation of proximal risk factors 

including divorce, breakup of a significant relationship, family conflict, a history of domestic and 

family violence and the death or loss of a loved one (significant other). These factors, in varying 

combinations, contribute to duration, frequency, and type of homelessness. 
 

Divorce and/or breakup of a significant relationship 
 

More than 39 (52%) of the participants mentioned that they had an argument with family 

members that led to them experiencing homelessness. For example, this participant told us that; 

“My dad passed away in 1999 then I stayed with my mother. Most of the time I was staying with 

my mother, then she got sick and passed away as well. Then I stayed with my half-sister from 

my dad, she was mistreating me. When I had money, I would support in the house but when I 

didn’t have and asked her for money she will swear at me, so we had a disagreement then I 

ended up beating her up… I ended up beating her so I just decided that let me just leave 

because I will end up doing wrong things. I took a taxi and came here. I never thought I can live 

this kind of life, but I was not happy” (Participant from Cape Town). 
 

Another female participant was married for 34 years, got divorced 16 years ago. After she 

got divorced, she started living with various family members. She shared that there was a lot 

of conflict in the marriage, and her husband was diagnosed with AIDS which escalated 

family dysfunction. 
 

Relationship breakdown was a theme that emerged from the narratives as well as focus 

groups. Almost all participants had ended up homeless due to their substance abuse and 

subsequent relationship breakdown. This is supported by literature which showed that loss 

of relationships contributed to the initiation, maintenance or exacerbation of homelessness 

(Hamilton et al., 2011; Schäfer, 2011; Tyler & Schmitz, 2013). Furthermore, loss of 

relationships left people with feelings of isolation, instability, loneliness, and grief after 

which they turned to substances to manage their feelings (Lowe & Gibson, 2011; Tyler & 

Schmitz, 2013). 
 

History of domestic and/or family violence 
 

A history of domestic and/or family violence was mentioned by twenty-two of the participants 

(29%) in our study. High levels of family and domestic violence are frequently a precursor to 

homelessness (Piat, Polvere, Kirst, Voronka, 2014). A participant confirmed this and said:  
“My father was an alcoholic truck driver, very cruel, very mean. I mean, he broke my arms, he 

broke my collar bone, he fractured my skull, he locked me in a footlocker, he beat me 
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with my own guitar. just crazy. I started running away from home when I was probably nine 

by the time, I was 13, I was on my own”. Another participant remembers his abusive 

background with his stepfather and said: “I wouldn't want to go back home if I had a choice 

to, because before I got kicked out me stepdad was like hitting me. I wouldn't want to go 

back to put up with that again”. Another participant mentioned that; “My father was never 

there man... you see… he was a gangster, drug addict, there was domestic violence in the 

home you know so my mum like... she saw that I started to follow in my father’s footsteps.” 
 

Our research showed that domestic violence is a significant contributor to homelessness, 

and substances were used specifically a means to cope with the abuse. Research 

supports that many individuals turn to substances to cope with traumatic experiences such 

as childhood abuse and neglect, or to escape their reality of violent relationships (Schäfer, 

2011; Hamilton et al., 2011; Tyler & Schmitz, 2013). 
 

4.3.2 Substance Use Disorders 
 

Substance abuse is a proximate cause of homelessness and can be exacerbated once 

people become homeless. Twenty-seven (36%) participants in the Cape Town sample cited 

substance use as a key driver for homelessness. It is well known that people who 

experience homelessness use drugs and alcohol at far greater rates than the wider 

population, with studies finding 40–70% of people who are homeless reporting alcohol and 

drug dependence (Green et al, 1997; Bailey et al, 1998; Kirst et al, 2011 and Frederick et al, 

2012). The Hopkins et al, survey found that 64% of street people in Cape Town had a 

substance use disorder and 17% have been to rehab at least once since being on the 

streets (2019). Another 61% of the sample indicated that they have had significant problems 

with substances and alcohol during their life. What is interesting to note is that only 29% (n =  
29) of those indicated that they have received some form of treatment or rehabilitation 

at some point during their life.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

One individual mentioned that; “The thing that makes me homeless is because I was a drug 

addict.”. Another male participant explained: “You smoke glue if you don’t want to keep thinking 

about your situation, because when you smoke it, you get high and you hallucinate; you don’t 

have to keep thinking that you are homeless and all that stuff. I don’t blame anyone who snorts 

glue, because glue takes away the sadness of living in the streets”. During a focus group one 

participant said that; “It’s in those times, when you are in the street, having a drink and smoking 

something, helps you to get some sleep. I used to smoke almost every day . . . I don’t know, I 

can say that marijuana has helped me . . . sometimes it does, sometimes when I smoke, I get a 

little bit of perspective”. Another participant indicated 
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that; “My father was an alcoholic; his father and grandfather were also alcoholics. My mother 

was an enabler ... so I guess I come from a long and rather undistinguished line of 

alcoholics on my father's side... My cycle is a vicious one... I drink then I feel sorry for 

myself. I was looking for anything to extinguish the pain.” 
 

Substances are not just used for numbing emotional and psychological pain but also for 

enjoyment; “For fun, yes for good lifetime, sometimes if I have extra money I buy 

myself alcohol to enjoy myself” (Excerpt from interview). 
 

During interviews and focus groups, participants consistently linked substance use and 

participating in crime as reasons for homelessness (Mzwandile et al,2017). Flanagan and 

Briggs (2016) argue that substances use is a key driver and symptom of homelessness and 

that this obstructs PEH from improving their lives. Research done by Foster et al (2019) 

showed that drinking and using substances was way to cope with physical or emotional 

distress; “to reduce physical pain, reduce feelings related to stress or anxiety, or deal with 

depression”. Furthermore, the stress caused by sleeping outside and in public spaces could 

be lessened using substances to warm up and stifle hunger (Gomez, Thompson, Barczyk, 

2010). Similarly, being homeless involves great psychological and emotional pain, and as a 

result people resort to crack cocaine, heroin, or alcohol to self-medicate (Flanagan & 

Briggs, 2016). Certain drugs are used to assist individuals to stay awake for a long time, 

particularly in the evening when likelihood of victimisation increases (Gomez et al, 2010). 
 

4.3.3 Job loss financial challenges and debt 
 

A macro structural driver for homelessness is poverty and unemployment. According to 

Fraser et al, (2019) “it is ubiquitous among people who experience homelessness and 

escaping poverty becomes more difficult when people are homeless”. Fraser et al, also feel 

that poverty and economic instability create a state of precarity, which can lead to several 

difficulties such as a difficulty maintaining housing, poor mental health, and addiction (2019). 

In our study we also found that the relationship between poverty and homelessness is a 

complex one; it moves in multiple directions and is intimately connected to the 

aforementioned factors. Twenty-four (32%) indicated that they have lost their jobs, and this 

led to them ending up homeless. Another 22.7% (n = 24) cited financial challenges and debt 

as key drivers for homelessness. One participant said that; “poverty forced me to be a seller 

and consume drug to earn money to live, then I became homeless.” Four of the participants 

said that joblessness and the stress of having multiple children led to their drug usage and 

subsequent homelessness. Another participant from Zimbabwe indicated that; “In my case, 

finances and job. I lost my job during lockdown. So, if you don't have job you don't have 

income. And I am a foreigner, and I don't have a place where they'll be like there's this 

family house where I can live in without paying rent”. This participant said that; “All of us is 

all different reasons. You understand? Mine is I lost my job. I used to work. For someone 

who doesn’t have much education actually I am proud of myself. You see? And I like 

working especially on sea. You understand? So I believe if I can get my ID I can go back 

and ask them you know to work there for a couple of years. I can do it. You know?”. 
 

High levels of income inequality and low levels of social welfare are associated with 

increased rates of homelessness. Poverty is a structural factor that is intimately linked 

to homelessness. There is, thus, a strong link between poverty and experiences of 

homelessness. 
 

4.3.4 Mental Illness 
 

The relationship between homelessness and mental illness is bi-directional; homelessness 

can directly undermine mental health, and mental illness can directly lead to becoming 
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homeless. Homeless populations have high rates of mental illness, with studies finding 

between 42–80% of people who are homeless experience mental health struggles. Illness 

both physical and mental were a key theme in the Western Cape sample. Some individuals 

experiencing homelessness were uncertain about what illness they had, as a participant 

stated: “I don’t know since I am getting thin like this my sister, maybe it’s the drugs I used to 

take”. One female participant disclosed to the researcher her HIV-positive status and said 

she was not taking her medication. When asked why she said that she frequently just 

forgets to take it. 
 

In our interviews, participants described being diagnosed with mental illness such as: 

depression, anxiety, bipolar disorder, attention deficit disorder (ADD), attention deficit 

hyperactivity disorder (ADHD). A few participants reported being diagnosed with more than 

mental illness; as one commented: “I slowly fell apart. ... I think I had a nervous breakdown. 

Like when, after my parents died, very severe, very severe. I've had medication, a lot of 

different medication in the past. . .. Eight to try to help me deal with everything” One person 

from the Haven Shelter in Mosselbay spoke of a fellow homeless person and stated: “We 

know him from long ago before he became mad. He was hurt at his heart here on the 

streets and in the head”. 
 

It’s clear that mental health challenges make one more vulnerable to homelessness, as 

mentioned by this individual: “It is difficult for the homeless mentally ill persons to survive on 

the streets because they can’t even help out with parking. They do nothing all day”. While, 

for some participants, substance abuse is a cause of mental health challenges, which 

results in homelessness: “I bounced around for a while, I got heavily into pills and because I 

was depressed, I didn’t see a way out and I was young, my source of income was gone and 

then slowly bit by bit I couldn’t afford housing anymore so then I went into a shelter”. 
 

Homeless people are the least healthy, because extended periods of homelessness 

damages health – through stress, exposure, crowded shelters, poor diet, and lack of 

hygiene– or complications regarding the provision of health care services (Lee et al, 2010). 

Additionally, exposure to violence is rife amongst homeless people and is linked with short-

and long-term challenges both psychologically and physically (Kim, Ford, Howard, Bradford, 

2010). Health challenges almost appear to be inevitable considering the living conditions as 

participants mention, and the lack of health care to attend to such challenges. Such 

physical health challenges could mean that individuals may not be physically equipped and 

capable of securing a livelihood (for example, a job) to sustain themselves; and thus, 

making it hard to escape their homeless state. 
 

Furthermore, some homeless individuals become mentally ill once they are homeless, which 

could be due to their circumstances and stress encountered along with the stigmatisation that 

comes from being homeless (Moyo et al, 2015). We know that homeless individuals use 

substances due health conditions which is not treated properly (Ndlovu, 2019). This means that 

homeless individuals who are mentally ill are even more vulnerable and prone to being 

victimised as they can’t necessarily provide for themselves (difficulty with finding employment) 

and nor are they able to sustain themselves holistically due to not being in a healthy mental 

state. In South Africa, the homeless report accessing public health care services but experience 

problems such as the cost of travelling and long waiting times at the clinic along with inability to 

provide proof of residents and identification documents (Johnston et al, 2019). In a setting where 

there’s a possibility of medication being stolen, with no place to sleep and stay warm, and where 

there is generally poor diet and nutrition being compliant with medication and guidance is 

challenging (Moyo et al, 2015). The health care system also presents additional challenges to 

homeless individuals who are unhealthy and vulnerable as 
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services are inaccessible and require documentation that homeless individuals may not 

have. People experiencing homelessness sometimes struggle to access health care 

services meaning individuals will remain ill, or their condition may deteriorate over time. 
 

4.3.5 Involvement with the criminal justice system 
 

From previous research we know that many individuals who are homeless have a history of 

crime and involvement with the criminal justice system (Moyo & Patel, 2015). The Hopkins 

et al, study found that PEH are 11 times more likely to be arrested than others and are 

arrested on average once every three years giving a 33% chance of arrest each year 

(2019). In our sample only 11 participants indicated involvement with the criminal justice 

system in the past 12 months.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

One participant mentioned that; “I had three counts of robbery.... I had pled guilty.... That's  
what I was actually charged with. There were 22 charges in my case . . . ranging from 

conspiracy of selling drugs to interstate trafficking cocaine, to various charges” In another 

interview this participant said that; “In 2010 I was imprisoned for three months after a lady 

claimed that I wanted to rob her, while I didn’t, I just bumped on her in a blind corner, and 

she fell down. Unfortunately, the police officers were passing by. Then they arrested me as a 

robber”. 
 

Research done by Moyo et al (2015) mentioned financial gain as being the primary cause of 

violence on the streets. In general, street violence is regarded as normative and defines 

one’s capability to live and survive on the street (Hills et al, 2016). Violence amongst people 

who experience homelessness is characterised by survival and substance use. PEH 

encounter constant victimisation and for protection they resort to violence (survival). Being 

under the influence of substances could cause conflict or fighting over substances. This 

suggests that violent behaviour is as a result of both substances and being homeless (need 

to survive on the streets). 
 

In one study, participants defined attributes of crime as: (i) being involved the criminal justice 

system and (ii) criminal behaviour (Lowe & Gibson, 2011). Substance abuse, criminal acts, 

and being homeless are connected (Ndlovu, 2019). People attempt to escape stress 

through substance abuse and by that, they can no longer afford the substances due to being 

unemployed and by then they are experiencing the addiction phase (Ndlovu, 2019). They 

resort too other means of getting money such as begging, along with robbery to support the 

addiction (Ndlovu, 2019). Ndlovu (2019) states that “drugs are related to criminal behavior in 

multiple ways, most directly, it is a crime to use, manufacture, possess and to distribute 
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drugs classified as having a potential for abuse”. Moreover, substances are linked to 

criminality because the influence that it has on the user’s behaviour and causes violence 

and additional unlawful activities with regards to drug-trafficking (Ndlovu, 2019). Criminal 

behavior is influenced by substances (both selling and using); which ultimately contributes to 

individuals being homeless as they use substances or sell substances which could lead to 

criminal offence as well as criminal record which may for example decrease their chances of 

obtaining employment or any possibility of homeless individuals leading a normal life. 

Moreover, such criminal offences not only relate substance use but also other criminal acts 

such as robbery. This may because they need money to maintain their SUD or to sustain 

their livelihood on the street (for example, buy food). As mentioned earlier, research 

suggests that violence is predominantly driven by the need for financial gain. This could 

mean that individuals engage in criminal acts to obtain an income necessary to live on the 

street. Thus, crime and violence perpetuate homeless and the need for resources (money). 
 

4.3.6 Adverse Childhood Experiences and Trauma Histories 
 

Experiences relating to neglect, abuse (physical and sexual) and severe impoverishment 

are frequent contributors of homelessness (Hills, Weitz, Asante, 2016). Unstable and poor 

household upbringing and disintegration of families contribute to growing numbers of street 

homeless people of all ages (Tenai & Mbewu, 2020). Poverty, abuse, neglect, and trauma 

creates unstable and dysfunctional households which ultimately impacts individual’s 

upbringing or how they are raised. 
 

Sexual & Physical Abuse 
 

Abuse is both a driver to, and consequence of, homelessness. People who are homeless 

experience higher levels of sexual abuse (including rape, sexual assault, and sexual 

victimisation) than the wider population both before and during episodes of homelessness. 

For example, one participant said that her parents got divorced when she was young. Her 

mother got remarried. She said that her stepfather was abusive towards her and her mother, 

and that she was raped by him at the age of 13. At 16 the left her mother's house and was 

able to connect with her father and her father’s family. 
 

Another participant stated that he was abandoned by his biological mother in hospital at 

birth. Thereafter his maternal grandmother raised him until the age of 15, when she passed 

away. The respondent said that his grandmother's husband whom he believed was his 

grandfather sexually abused him from the age of 9 - 15. He also said that his grandmother 

was an alcoholic and provided limited support and protection for him as she was struggling 

with addiction. He also stated that his grandmother's husband hit his grandmother in front 

of him which led to her death. Thereafter, he was placed in foster care in Eastern Cape. 

However, his foster parents were alcoholics as well, and he decided mid-way through Gr 11 

to drop out of school and find employment. 
 

A participant who explained his story that led him to become homeless said the following: “I 

think it [homelessness] started off when I was a child. I was neglected by my mum. I was 

physically and mentally abused by my mum. I got put into foster care, when I left foster 

care, I was put in the hostel, from there I turn into alcoholic” (Excerpt from interview). 
 

During focus group interviews, participants explained child sexual abuse experiences prior to 

becoming homeless: “[We are] really hurting. Because most of us…were abused or raped”. 
 

Unfortunately, sexual abuse does not necessarily stop once people become homeless. In 

one focus group a female participant said that; There are boys that rape us, who don’t see 

us as sisters, but as girls that are there to get raped. I myself was raped by a guy. When it 
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happened, I felt so violated and alone. I felt so powerless when I got raped, I did not even 

try to fight back. I just let him do whatever he was doing, and I just kept on crying” 
 

Sexual abuse is connected to other themes in this research; notably, family, foster care, 

drug use, and mental health. Sexual abuse is a key reason as to why young people run 

away from home and become homeless (Snyder et al, 2016). Children and young people in 

foster care are susceptible to sexual abuse, often resulting in them running away from such 

environments. Links have also been found between childhood sexual abuse and substance 

use which interact in a dynamic way to re-enforce homelessness (Snyder et al, 2016). 

Sexual abuse also has a significant impact on mental health and wellbeing due to 

unresolved trauma. For us, sexual abuse and resulting trauma is an example of how the key 

themes of this research intersect with each other, creating poor outcomes for people who 

experience homelessness. Multiple forms of abuse and victimisation create a building block 

effect in the lives of individuals that construct pathways to chronic homelessness. 
 

4.3.7 Gang and/or community violence 
 

An interesting finding from our study not reported elsewhere (refer; Hopkins et al, 2020) is 

the role of gangs and community violence as a risk factor for homelessness. Seven 

participants (9.3%) said during interviews that gangs and levels of community violence 

create conditions that drive homelessness. This theme also surfaced in focus groups. 
 

4.3.8 LGBTIQ+ discrimination and stigma 
 

Kidd (2007; cited in Fraser et al, 2019), found a relationship between LGBTIQ+ identity and 

the amount of guilt, shame, and self-blame directly related to levels of stigma reported, 

which influences mental and emotional wellbeing. This can stem from issues such as 

family-and/or foster-care-related conflicts—often the first LGBTIQ+-related discrimination 

people face is from within their families. Discrimination based on homelessness then 

compounds this, which could result in greater levels of self-blame amongst LGBTIQ+ 

people who are homeless. High levels of self-blame suggest homeless LGBTIQ+ youth are 

internalising stigma, which is a central aspect of how discrimination affects mental health 

(Kid, 2007). LGBTIQ+ homeless people face discrimination regarding their LGBTIQ+ 

identity, and their homelessness status (Gattis, 2013; Cited in Fraser et al, 2019). These 

factors can intersect with other factors such as ethnicity, mental illness, and disability. Gattis 

(2007) found LGBTIQ+ respondents faced higher levels of stigma related to being homeless 

compared to non-LGBTIQ+ respondents. He also reported homeless LGBTIQ+ youth had 

experienced more discrimination in the past year when compared to homeless non-

LGBTIQ+ youth (2007; cited in Fraser et al, 2019). By way of example one participant from 

Zimbabwe said that “Actually, uhm, according to my background like back home, there are 

no gay rights, so my life was in danger, and I didn't have anywhere to go or anyone like to 

go and talk to. Somewhere somehow, I can say I didn't have any support from anyone 

because, I normally like... nearly died because of my sexuality in Zimbabwe. So, that's 

where I just decided like okay it's better to go and live somewhere, where I know I will be 

safe or where I will be accepted” (Participant from Cape Town). 
 

“I decided to come to South Africa because of my personality thing, me being gay so in 

my country it’s not actually safe for me, I was receiving some insults, discrimination and 

some threats. So, I felt very threatened and as we hear people by the likes of Somezi and 

them, you see they are free, we are free, so I decided to come here. When I came here, I 

was staying in Joburg, but I could not handle Joburg, it was very fast and it was not safe 

like in Cape Town, so that’s when I continued the journey to Cape Town...I would just say 

I did come to South Africa for my safety and to be free". 
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LGBTIQ+ homeless people experience greater levels of discrimination and stigma than non-

LGBTIQ+ homeless people, both on the basis of homeless status and LGBTIQ+ identity. By 

way of example, during a focus group one participant said that she was rejected from her 

family due to her sexuality (she’s gay), and that this rejection fed into her alcohol addiction. 

She had lost her stable employment and was housed by her sister in Pretoria for a period of 

4 months, however, due to her alcohol addiction she was no longer able to stay there. She 

then moved into a shelter but was told that she had to pay and was not able to afford the 

shelter fees. Thereafter, she and her partner decided to move to Cape Town and they 

stayed in Sea point Promenade in the park for a month before they moved to Pride shelter. 

The respondent stated that her alcohol addiction and her rejection from her family is the 

main reasons that lead to her being homeless. 
 

From the above we see that stigma can lead to feelings of isolation, loneliness, 

feeling trapped, and low self-esteem. This can, in turn, make it difficult for people to 

escape homelessness due to the negative effects of stigma and discrimination.  
 

Case Study 2: Thomas’s Story* 

 

Description: Thomas’s story may not align with traditional outlooks on homelessness; 
however, his story demonstrates the very real challenges being experienced by foreign 
nationals that’s part of the LGBTIQ+ population in South Africa. It also describes the 
impact of COVID-19 on this population group. 

 

Thomas is thirty-four-year-old man who fled his home country due to fear of persecution of 
his sexual orientation. He came to South Africa in the hopes of a better and more 
prosperous future; however, the harsh realities have been anything but. 

 

Case: Thomas grew up in a nuclear household with his parents and siblings. He 
completed high school and thereafter went to become a pastor at his local church. He 
later began to pursue a degree in Theology. However, Thomas felt that he was hiding 
aspects of himself, as he did not feel this would be accepted by his family and 
community. One day, Thomas’s life changed drastically, as a member of the church 
discovered that Thomas was in a relationship with a man. As this was not accepted within 
his home country, he was rejected by his family and forced to flee. With the assistance of 
an organisation, Thomas was assisted with coming to South Africa, with the hope of 
safety and opportunities for the future. 

 

When Thomas arrived, he was assisted with setting up an appointment at the Department of 

Home Affairs to apply for refugee status. However, the appointment was located at an office 

in a neighbouring province, and the first available appointment was almost two years from 

when he first arrived. For the first three months that Thomas was in South Africa, he was 

assisted with living expenses through a donor arranged by the organisation that had assisted 

him. However, this did not last, and Thomas then needed to look for alternate sources of 

income. While Thomas had the assistance of a donor, he was able to pay for rent. In the 

months that followed, Thomas moved several times. Initially he was able to find some part-

time employment to assist and during this time, was able to rent a room to live in. When 

COVID-19 hit, he lost his employment and thus, his ability to pay for renting the room. 

Thomas then went to live with a friend for a few months, however, when his friend recently got 

married, he again had to look for accommodation elsewhere. Thomas looked to his local 

church for assistance, and with the assistance of members of the congregation, has able to 

find space on the couches to rest his head. 

 

Although Thomas has a roof over his head, he shared the continued challenges that he 
has faced. Thomas continues to feel that he cannot be open at the church about his 
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sexual orientation and therefore, continues to hide. Furthermore, Thomas explained that 
he does not know the members of the congregation that he has been staying with well and 
is not able to openly share with them the struggles that he is facing. All contact with his 
family was lost when he fled his home country. Thus, Thomas lacks any type of emotional 
support. Thomas actively tried to gain employment, however, not yet having documents 
allowing him to legally work in the country has been a barrier. He shared how he found 
employment as a waiter three times, however, each time the scenario played out the 
same. Thomas would begin working at the restaurant, however, towards the beginning of 
the first month they would want his I.D. and banking details. When told that he does not 
have these documents, he would be let go. This happened a first, a second and a third 
time. With limited options available, Thomas began to engage in sex work as a form of 
income. Engaging in this type of work has resulted in an internal battle for Thomas. He 
described one event where he had agreed to meet with one man, however, upon arrival 
there was a group of men present, all with the same expectation. For Thomas, this was a 
traumatic experience. 

 

Thomas reached out to the office of the Department of Home Affairs where his 
appointment was scheduled, however, due to the backlog caused by COVID-19 lockdown 
restrictions, his appointment had been delayed. They were unable to provide him with any 
information on when the appointment might be rescheduled. Thomas did not previously 
drink alcohol, however, since moving to South Africa he has begun to adopt this coping 
mechanism. Thomas does not go to the hospital. Now and due to the type of work that he 
is engaging in, Thomas feels scared to go to the hospital, he fears being told that he has 
any type of medical condition. For Thomas, this is due to his present circumstances, as 
he feels that he cannot take any further forms of stress. According to Thomas, once he 
has gained employment and secured a place to live, he will be able to address any further 
health concerns, however, until such time, it is too much to carry. 

 

Late last year, Thomas had lost all hope. He felt that he had tried his best and began 
contemplating whether life was worth living moving forward. Thomas’s faith has always 
been a pillar and a source of strength. During this time where he was questioning the 
worth of his life, he described having a spiritual experience and religious encounter that 
“saved” him. He described his engagement with his religion and the church as a source of 
support and that it provides healing “bit by bit”. Thomas dreams of completing his 
Theology degree and reconnecting with his family. However, feels “stuck” now. Thomas 
shared that he is happy to live in any country, if he is able to obtain papers, work legally 
and move forward in his life. The hope that he had when moving to South Africa has 
dwindled, as he continues to have to hide his true self, carry his burdens alone, and 
continues to face the challenge of not having papers. The impact of COVID-19 has 
prolonged the process of him obtaining his documents, and there appears to be no 
remedy coming soon. While Thomas continues to wait, where does he go? What does he 
do?  

*Name changed to protect identity 
 

4.4 Effectiveness of PEH Services and Programmes during COVID-19 
 

A key purpose of the study was to systematically evaluate the effectiveness and impact of 

services and programmes utilized in the support, rehabilitation and treatment of people 

experiencing homelessness in the Western Cape, South Africa during COVID-19 pandemic. 

It was envisaged that he outcomes of this study will help shape more effective programmes 

and services and/or inform decisions about future programming and services. This section is 

presented in two parts. Firstly, we asked PEH about their needs, well-being, personal 

safety, type of services that they make use of and programming that they think they need to 

thrive. Next, we surveyed service providers, agencies, drop-in centres and shelters in the 

Western Cape around the effectiveness of PEH services and programmes. 
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4.4.1 Personal Safety and Well-being 
 

One of the key indicators of programme and service effectiveness is the personal safety and 

well-being of PEH. For us this is extremely relevant given the high levels of domestic 

violence, sexual abuse and trauma found in this sample. Here we surveyed various 

components of personal safety and well-being like safety, sexual assault, victim of a 

robbery, suicidal ideation, and suicide attempts. 
 

Twenty-three percent (23%) of participants said that they have been physically attacked or 

assaulted by someone else in the last 30 days. Another 38% indicated that they have been 

robbed in the last 30 days (something that belongs to you have been taken against your 

will). When we asked if they have been sexually assaulted 8% indicated yes whilst most of 

the sample said no (92%). Next, we checked suicidal ideation and asked if during the last 30 

day there ever was a time where for 2 weeks or more, they thought about death? (your own, 

someone else or in general). Forty-four percent said yes (n = 34) which is extremely high. 

Of these, 23% said that they thought about taking their own lives and 37% indicated that 

they attempted suicide at some point during their lives. 
 

4.4.2 PEH Services and Programmes – Service User Point of View 
 

We asked the participants to indicate which services and programmes they currently make 

use of. From the 71 responses, 43.7% said that they stayed in an emergency shelter. 

Another 24 (33.8%) make use of food programs and vouchers to survive and 24% made 

use of faith-based services. A smaller percentage made use of general well-being and 

rehabilitative services (GBV and Violence Prevention, 8.5%; Trauma Counselling, 9.9%; 

Mental health services, 12.7%; and substance use disorder rehabilitation, 14.1%).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Next, we asked what they thought prevented them from making use of public assistance, 

services, and programmes. Twenty-seven percent (27%) said that they did not know where 

to go for assistance and 8% indicated that they did not know how to apply for assistance. 

Interestingly, 23% said that they don’t need or want any help. From the Robertson group we 

heard that one of the key barriers for them to access work and public assistance was lack of 

personal identification (12%). When we explored this in the focus group it became apparent 
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that they have been chased away from the local government offices and told to come back 

later. When they went back the following day, the person refused to help them again – this 

pattern repeated itself for a few weeks until they gave up. This is a clear barrier to 

accessing service delivery in the area. 
 

Next, we asked them what services and programmes they think they need. One person said 

that they need more social workers, different types of programmes, and assistance with 

clothing. Another, participant shared that he feels that it would be helpful if there was a 

central point/centre in the area, where people could go for a range of assistance (One-Stop-

Centre). According to one participant, he wanted access to services related to obtaining the 

proper documentation which would allow him to be legally in South Africa. He further stated 

that he wants access to an organisation that would assist him with obtaining stable 

employment, however, because he is undocumented, and he is unable to access 

employment services. One person spoke about needs that’s unique to the LGBTQ+ 

homeless population: 
 

"Well like for instance, how would I go about applying for permanent residences 

uhm, you know, how would I go about as an LGBTQ person, okay like there is, like 

you know there is, there are groups around here that do offer, like for instance is 

Health for Men, the clinic for gay men. So, there isn't a gay clinic for women, you 

know what I mean? that kind of of thing. Uhm, i think to be given more information 

with regards to those kinds of things, you know uhm, to be fed more info, you know 

there's pamphlets around here and they don't help with what I'm looking for, for 

permanent residence, a place for me to stay with my animals, to start a new, even if i 

had to pay like R300 a room or a little garden for my animals and I, that kind of thing. 

I don't know where to go, that's why I say, when I say stupid, I'm stupid in that way, 

in not being taught as to where to go, how to get a grant for instance, how to get you 

know permanent housing, how to get to apply for permanent housing. That sort of 

stuff. So, I'm very ignorant to that kind of stuff because I haven't had to deal with it 

before." (Excerpt from interview – Pride Shelter). 
 

This participant from Mosselbay said he wanted more skills development: 
 

"I would like access to skills development. Like skills development where they can 

get you a job. When after you get a job you can move on with your life. Stability. 

Maybe places that offer like courses, workshops, where you can get a training 

certificate and you can get a job, and get out of the shelter. After that you get a job, 

you get out the shelter, you must get back on your feet and have some support. 

That's the only way you can help people build up their self-esteem". 
 

4.4.3 PEH Services and Programmes – Service Provider Point of 

View Number of People Experiencing Homelessness in the WC 
 
We wanted to establish if service providers saw an increase in the number of people 

experiencing homelessness in the Western Cape and also if they thougth that there was a link 

between the increase in numbers and COVID-19 pandemic. All of the respondents indicated 

they saw a sharp increase in the number of PEH in the Western Cape. However, only 64% of 

respondents indicated that for them there was a clear link between growing number of PEH and 

COVID-19. Seven percent (7%) said the numbers were growing before COVID-19 due to a lack 

of exit pathways from homelessness in the Western Cape. COVID-19 has made it worse due to 

the high number of evictions and economic fallout experienced during hard lockdown. Next, we 

asked respondents their estimate on the total number of people experiencing homelessness in 

the Western Cape. Varying responses ranging from 
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1500 – 30 000 were given. Some respondents indicated that they did not know or had no 

idea. This is worrying as effective service delivery is influenced by understanding the size 

and demographic profile of the population making use of your services. Hopkins et al 

(2020) estimate the number of PEH in Cape Town at 14,357. 
 

Impact of COVID-19 on PEH Service Delivery and Programming 
 

The next question asked respondents to indicate how the COVID-19 pandemic impacted 

their services and list some of the biggest challenges experienced during this time. Some 

of the key responses were: 
 

• Greater job loss and poverty within families and desperate feeling of hopelessness  
• Health services less available and accessible  
• Group work to start people on a journey of change (move from Pre-contemplative to 

Contemplative stage) has been much harder due to lockdown regulations. Other 

than that, programmes have continued (e.g. work-readiness programme) except for 

a brief move online during level 5 and level 4 restrictions.  
• Engagements with the City Officials very problematic  
• Yes, many more clients; inability to access groups due to regulations and 

safety concerns  
• People were more vulnerable  
• Running supportive housing programme requires more resources to remain 'safe'  
• Yes, for sure we were an emergency shelter, we are now a fulltime shelter 

serving three meals per day.  
• YES - more people in need of shelter, due to covid shelter is a fulltime shelter 

instead of emergency shelter. Must supply three meals per day. Use more water and 

electricity. 
 

Service providers were also asked if they thought that homeless sector programmes and 

services were feasible and effective for service delivery to street-based people during the 

COVID-19 pandemic. In response, 43% said yes, 36% said no and the rest (24%) did not know 

if this was the case. In a follow up, respondents were asked to motivate their answer. 
 

One service provider said that they had plans to shelter 2000 people, but at some stage 

during hard lockdown there were 12,500 people living on the street (+2500 existing shelter 

beds). “In terms of humanitarian aid - keeping people alive, the sector rallied together, and 

this worked. In terms of programmes to support people to exit the streets long term, as a 

sector, this is under resourced and Covid has highlighted this”. 
 

Another service provider felt that; “There was no coordinated response from Local 

Government, and that the City of Cape Town fractured the industry through choosing 

preferred providers and banning the rest from knowing what was happening”. 
 

This service provider stated that; “Lockdown revealed a gap in services - people were left on 

the streets to fend for themselves. Especially the housing crisis became obvious as street-

based people had no access to water taps, hygiene, and soap. When NGOs and 

government closed their doors due to covid people were left worse off. Strandfontein, city 

tented mass camp was the final straw showing how poorly resources are allocated and how 

non-existent sector planning and communication between the City and the sector NGOs and 

homeless people”. 
 

Service providers were asked if resources allocated to sector programmes and services and its 

various activities were adequate and sufficient during COVID-19 pandemic. More than 86% felt 

that resources allocated were not adequate and sufficient during the pandemic. 
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What are the most pressing needs of the population group(s) that you service? 

 

Safe sleeping/ablutions/possessions not to be confiscated/rehabilitation services 
provision of adequate water and sanitation, social services, accommodation, 
rehabilitation services that are affordable, employment 

 

Lack of long term psychosocial support services that walk clients through a full journey off the 

streets (most services focus on provision of basic needs or temporary accommodation with a 

max of 3 months in a shelter) Longer term work-readiness opportunities (not just 3 months 

EPWP) Emergency accommodation / starter accommodation (e.g. Safe Spaces) when not yet 

started drug rehab Access to ablution facilities (causes problems with the local community, 

especially as no toilets available at night) 

 

Employment and adequate housing 

 

Access to permanent housing/accommodation, employment opportunities, family 
support and access to health care services 

 

A place of safety, access to sanitation, clothes, and enough food 

 

Proper medical care, suitable housing solutions. Accommodation is very expensive, and 
wages too low to survive. Not enough accommodation for people older than 60 that only 
rely on Sassa grant  

 
 

 

Evaluation of PEH Services and Programme Effectiveness during COVID-19 
 

Intervention mapping can be described as the process of developing intervention 

programmes to encourage more effective behaviour, as well as develop a change in the 

target groups environment (Leerlooijer et al, 2011). It serves as a systematic method which 

includes making decisions in various steps of the process and helps practitioners to follow a 

step-by-step process to make it easier for practitioners to organize their thinking while 

integrating theoretical frameworks into practice. Practitioners usually make use of 

intervention mapping when evaluating an existing programme and adapting it to the target 

population (Leerlooijer et al, 2011). Firstly, an effective programme or service needs to 

bring about change in behavior and circumstances of service users. This study identified 

various proximal factors that place people at risk for homelessness. Effective programmes 

and services should address these risk factors to bring about a change in behavior. Service 

providers were asked if they thought that their programmes and services brought about 

change in behavior and circumstances of street-based people during COVID-19. Ninety-

three percent (93%) said yes and 7% said they weren’t sure. 
 

Next, effective programmes and services need to have well-defined goals and objectives 

targeting specified behavior and circumstances as part of the change process. Seventy-one 

percent (71%) of service providers felt that goals and objectives of their programmes were 

sufficient for service delivery during COVID-19 pandemic. Seventy-nine percent (79%) stated 

that their programmes and services were feasible and effective for service delivery to those that 

made use of it during COVID-19 pandemic. Another component of effective programming and 

services is having a clear understanding of the proposed change process. When asked if the 

change process presumed in the design of their programmes and services were plausible and 

effective for use in service delivery to recipients during COVID- 
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19 pandemic, an overwhelming 86% said yes. Next, service providers were asked to 

indicate if the constituent components, activities and functions of their programmes and 

services were well defined and sufficient to address the needs of street-based people during 

COVID-19 pandemic. Here, 57% said yes and 28% indicated that they were not sure. Lastly, 

we asked if service providers felt that the resources allocated for their programmes & 

services and its various activities were adequate during COVID-19 pandemic. Respondents 

said that resources were not enough (71%) to effectively service people experiencing 

homelessness during COVID-19 in the Western Cape. 
 

From the above data it’s clear that PEH service providers surveyed in the Western Cape 

sample felt that their programmes and services were mostly effective during the COVID-

19 pandemic. The biggest challenge here was the lack of sufficient resources to provide 

said services. Earlier, we reported that there was a lack of overall coordination and 

communication from the City of Cape Town and local government during the COVID-19 

pandemic. There was also a concern around the transparent allocation of tenders and 

contracts to service providers by the City of Cape Town which led to some questioning the 

process of resource allocation in this sector. 
 

4.5 Conclusion 
 

This Chapter presented various proximal factors that influence and increase the risk of 

homelessness. These include economic, housing, patriarchal and interpersonal structures, 

and individual attributes (Fitzpatrick, 2005; Sommerville, 2013). Mental health, intrapersonal 

struggles and day-to- day challenges may be considered as individual attributes whereas 

the loss of relationships and dysfunctional relationships are interpersonal structures. 

Economic instability are economic structures, all of which influence housing security. The 

Realist Analysis Theory explains homelessness as a process and reoccurring pattern of life 

events and circumstances, which from this data, is characterised by relationship breakdown, 

lack of social support, death, dysfunctional relationships, mental illness, intrapersonal 

struggles, adverse childhood experiences, trauma and financial strain. The theory identifies 

these factors as complex and interrelated which is supported by the data as participants 

often explain a range of factors which contributed to their homelessness (Fitzpatrick et al., 

2000; Fitzpatrick, 2005). 
 

The Chapter also presented findings on the effectiveness of service delivery to PEH during 

the COVID-19 pandemic. The results revealed that most service providers felt that their 

programmes and services were effective. Certain constraints limited resources and lack of 

clear governmental strategies, coordination of service delivery and communication were 

highlighted. Chapter 5 concludes this study with Recommendations. 
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CHAPTER 5: RECOMMENDATIONS AND 

CONCLUSION 5.1 Introduction 
 
From our study we saw that people that experience homelessness persons present several 

unique vulnerabilities that have been greatly amplified due to the socioeconomic situation 

created by the pandemic. The homeless often live in the streets or in high-density 

congregate settings that may not guarantee basic hygiene and protection practices and 

adequate social distancing. They have limited access to health care and social services. 

They are often overlooked by safety and health monitoring actions as they are hard to 

reach, often transient, and less compliant with prevention measures. All of these factors 

favour the spread of Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) 

infection. In addition, people experiencing homelessness often have underling physical and 

mental comorbidities that place them at high risk of severe forms of COVID-19 and death. 

Studies have shown that even apart from COVID-19, homeless persons have a mortality up 

to 10 times higher than the general population, and COVID-19 may be expected to further 

widen this mortality gap. Finally, lockdown measures adopted at a local or national level to 

limit contagion add additional difficulties in fulfilling basic human needs of the homeless 

population, thus further increasing inequalities. 
 

All these factors, taken together, place homeless persons at high risk of being overlooked by 

public health and social services, especially in these times in which many countries are 

facing an increased number of cases in the fourth wave of COVID-19. This risk may be 

exacerbated by the fact that a large part of COVID-19 cases is asymptomatic or minimally 

symptomatic, which leads to delayed diagnosis and late isolation of positive patients, who 

may then involuntarily spread infection in shelters or among their contacts with dramatic 

consequences on individual and public health. Intersecting factors such as mental illness, 

substance use, involvement in sex work and distrust of service providers may contribute 

substantially to difficulties faced by individuals in engaging with pandemic-specific protocols. 

Additional challenges include limited access to health or social services. Screening and 

treatment services such as primary care clinics may have been less accessible for 

individuals experiencing homelessness. The transient nature of homeless populations adds 

further complexities with respect to contact tracing to contain the spread of SARS-CoV-2 

and reduce community transmission. 
 

5.2 Recommendations 
 

Health, social and government agencies must collaborate in a coordinated approach when 

developing and implementing services within the homeless sector. Funding is needed to 

ensure adequate supply of resources such as personal protective equipment, to enhance 

shelter space and to ensure harm reduction approaches in isolation and quarantine 

facilities for individuals experiencing homelessness. The latter includes providing managed 

alcohol programs, overdose prevention support and access to opioid antagonist therapy or 

safer supply. 
 

Economist Brendan O’Flaherty argues that the most reliable indicator of who will be homeless 

tomorrow is that a person is homeless today. He notes, and many service providers have 

likely experienced, that it is extremely difficult to predict the next homeless cases among those 

who are currently housed. Community-based organizations, including homeless shelters, are 

uniquely qualified to inform pandemic response and disaster risk mitigation in order to respond 

appropriately to the specific needs of people experiencing homelessness. While numerous 

resources rapidly become available for disaster response, homeless service providers 

generally lacked a formal role in disaster planning and often 
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lacked established mechanisms to access relief resources or to assist PEH in doing so. 

Similarly, during the COVID-19 pandemic, homeless service providers have been minimally 

involved in governmental disaster planning, and coordination and reimbursement processes 

between government entities on disaster response was lacking. Service providers 

expressed frustration over a lack of City of Cape Town guidance, especially in the early 

days of the pandemic. “There was no coordinated response, the City fractured the industry 

through choosing preferred providers and banning the rest from knowing what was 

happening” and “Lockdown revealed a gap in services - people were left on the streets to 

fend for themselves. Especially the housing crisis became obvious as street-based people 

had no access to water taps, hygiene and soap. When NGOs and government closed their 

doors due to covid people were left worse off. Strandfontein, city tented mass camp was the 

final straw showing how poorly resources are allocated and how non-existent sector 

planning and communication between the city and the sector NGOs and homeless people 

organisations is”. 
 

In their report, Hopkins et al (2020) suggest the following strategies to reduce the amount of 

homelessness in Cape Town: 
 

1. Research into cost effectiveness: Based on international methodologies 

and practice, further research is needed into the cost-effectiveness of different 

interventions in helping a street homeless person to leave the streets. This will 

look at the cost comparison between different interventions, for example, short 

term shelter vs longer term housing, or different work-based programmes.  
2. Develop evidence-based policies and strategies: The best social and 

economic policies are based on research and evidence. Policy and strategy 

development at all levels of government need to consider the true costs of 

homelessness and focus on interventions that are the most cost-effective in 

supporting more people to leave the streets long term, even if it appears ‘more 

expensive’ in the short term. This will also enable better social outcomes.  
3. Impact investment: There is currently a growing crisis of chronic homelessness 

in Cape Town. Increased investment is needed in programmes that are proven to 

show the greatest cost effectiveness and impact in helping homeless people to 

leave the streets long term. These programmes must break the cycle of chronic 

homelessness and poverty and help individuals reintegrate into society. This will 

require multiple models and pathways to ensure everyone on the street has the 

ability to access the services they require to move away from street life 

permanently 
 

Adverse Childhood Experiences, Trauma and Trauma Work 
 

Studies suggest that ACEs are more common in the homeless population compared to the 

general population, and this is supported by our interviews and focus groups where high 

levels of abuse (physical & sexual), domestic violence and family conflict were observed. 

Parental loss, parental addiction, domestic violence, and living in social housing or foster 

care as a child, child sexual abuse, and physical/emotional abuse and neglect are all 

correlated risk factors associated with homelessness in adulthood. This suggests that by 

reducing or preventing adversity experienced by the child, may reduce vulnerability in the 

individual, and mitigate negative health and social outcomes in the adult that includes 

homelessness. The findings of our study showed significant links between exposure to 

childhood abuse and neglect on the one hand, and the development of negative outcomes in 

adolescence and adulthood on the other. This points to some implications for both practice 

and social policy initiatives in violence prone communities in South Africa and elsewhere. 
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First, these findings emphasize the utility of designing assessment tools and instruments 

that assess for different types of childhood abuse and neglect in order to design treatment 

plans to reduce the impact of trauma. Our study design established childhood trauma in the 

form of abuse and neglect as a risk marker for internalizing and externalizing problems in 

youth and adulthood. However, we acknowledge that individual causal risk factors make up 

constellations of factors or “risk factor caravans” that often co-occur and “migrate” with their 

host across life course development but do not necessarily arise from the same causal 

origins. Here, Greeson et al., (2014: 105) suggest that different risk factor caravan elements 

(for example; different constellations or combinations of trauma and loss exposure) call for 

different intervention foci, objectives, practice elements, and therapeutic skills. 
 

A central task for practitioners is to ensure the selection and implementation of programmes 

and interventions that have proven to be effective or promising in working with those that 

experience trauma (Holtzhausen, 2016: 514). People who experience long-standing 

traumas such as physical abuse that extend over several critical times in their development 

may demonstrate severe symptomatology without trauma intervention (English, Graham, 

Litrownik, Everson & Bandiwala, 2005 in Holtzhausen, 2016: 17). 
 

The challenge here is to find evidence-based practice and methods that work with multiple 

forms of abuse. Researchers such as Murray and colleagues note that there is a growing 

evidence base of effective psychotherapeutic treatments that target trauma (Murray et al., 

2016: 911). One such approach is trauma-focused cognitive behavioural therapy (TF-CBT). 

As such, TF-CBT is widely accepted and documented as a best practice model when 

treating PTSD symptoms experienced by abuse as well as other types of trauma, domestic 

violence and grief (Johnson, 2012: 370-389). In short, TF-CBT provides psychoeducation 

and assists clients in developing coping mechanisms for when they are confronted with any 

abuse-related memories and feelings. Consequently this process aims to lessen the anxiety 

that underlies in PTSD as well as depression (Neubauer, Deblinger & Sieger, 2007: 119). 

Included in trauma work is the need to address feelings of shame, emotional distress and 

depression (Holtzhausen, 2016: 12). 
 

One reason for lack of knowledge on trauma work is that training does not always keep 

abreast of the increasing challenges of preventing re-traumatisation after an abuse event 

in the life of the PEH. Training of practitioners needs to be more focused on nonprocedural 

elements of the work, including more emphasis on direct trauma work with, multi-agency 

work and supporting people after abuse. 
 

Stigmatization 
 

From a community point of view, stigmatisation regarding homelessness could be lessened 

through awareness raising programs (Black, 2017). When the community understands 

homeless individuals better, they could help and support those homeless individuals as 

opposed to stigmatisation. This will bring about cohesion and allows for easier reintegration 

of individuals that experience homelessness back into society. It is important that issues 

regarding alcoholism, substance abuse and it’s impacts form part of the academic curricula, 

and contributing factors such as the breakdown of family, inadequate parenting, 

impoverishment, joblessness, and additional issues impacting family function and 

attendance at school are confronted through family preservation and additional programs 

(Moyo et al, 2015). Knowledge and information on the above topics (poverty, substance 

use disorders, adverse childhood experiences) could prevent homelessness in the future as 

people navigate life. 
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Civil Society Involvement 
 

Civil society should be involved by volunteering to help shelters for instance, with identity 

documents (ID), skills training to provide individuals with tools necessary to secure an 

income, reunification with family, educational services to improve leaners knowledge on the 

risk of homelessness and substance abuse; and the necessity to confront contributing 

factors for example breakdown of families (Moyo et al, 2015). The civil society’s participation 

could reduce the burden of responsibility ogovernment and service providers that serve 

homeless individuals. Moreover, when civil society is involved, more work and services can 

be provided to homeless individuals and civil society will have greater opportunity to 

establish relationships with PEH. This will also eliminate existing stigma’s, stereotypes, and 

misperceptions of people experiencing homelessness. Earning and employment skills 

training, as well as managing money is necessary to reduce the risk of chronic 

homelessness (Cross & Seager, 2010). Training on matters related to finances could assist 

individuals in potentially finding a solution in escaping the cycle of being homelessness as 

they will be more equipped to manage money. As seen in the findings, violence stems from 

fights over money, and such training on managing and handling money could eradicate 

such violence on the street. 
 

Local Government & Criminal Justice 
 

Local government and criminal justice responses to homelessness should be reconsidered 

by policymakers; and should promote human rights, health, and welfare of individuals 

(Scheibe, Shelly, Versfeld, 2020). When the focus is on individual’s rights, health, and well-

being; it could mean that homeless people using substances will not be criminalised but 

rather assisted to help with their SUDs, which could reduce the amount of substance users 

and ultimately reduce the prevalence of homelessness. Furthermore, the need to evaluate 

and monitor the performance of programs and procedures has increased to ascertain if they 

are effective with regards to homelessness in South Africa (Roets, Botha, Greeff, Human, 

Strydom, 2016). Once programs and policies are monitored and evaluated, the gaps can be 

identified and therefore be corrected to serve the homeless population effectively. 

Additional studies regarding homelessness are proposed as the study findings could be 

helpful for establishing intervention methods that could improve the challenge of 

homelessness (Roets et al, 2016). Research could assist service providers in being aware 

of the needs of the homeless community, and research findings could assist in developing 

policies and programs. 
 

NGO Funding & Resourcing 
 

Funding for NGOs from the Department of Social Development is needed to provide awareness 

programs, which is an important part in the lives of homeless individuals and specifically those 

homeless individuals with mental health challenges (Moyo et al, 2015). The funding provided by 

DSD could assist service providers in offering a service to homeless people as they will be able 

to sustain programs (including maintain resources needed). Service providers should provide 

cultural humility training for their workers focusing on the unique homeless needs (Flanagan & 

Briggs, 2016). This training should be based on personal homeless narratives and experiences 

(Flanagan & Briggs, 2016). Such training may place emphasis on the need to engage a 

homeless individual as a partner in the treatment process (Flanagan & Briggs, 2016). This 

training will also guide workers practice with homeless individuals such as approaches and 

techniques to use when servicing the homeless population. For example, motivational 

interviewing could be useful to gauge individual’s motivation for change. Free public transport 

could be provided to any homeless individual needing medical assistance as it could increase 

access to medical clinics and thus 
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increasing homeless people’s ability to maintain appointments and manage chronic 

conditions (Flanagan & Briggs, 2016). Providing free transport could help homeless 

individuals gain access to medical care, which is necessary for their health challenges both 

physically and mentally. For homeless individuals who have mental and physical 

disabilities, institutional care should be provided where necessary (Cross & Seager, 2010). 

Accessing health care may allow homeless people to be taken care of, which could 

empower them and allow them to perform other daily activities such as finding employment. 
 

5.3 Conclusion 
 

Homelessness is a result of varying circumstances for a wide range of people, thus there is 

no one-size-fits all approach and pandemic response and impact mitigation strategies must 

be tailored to specific local contexts. Disaster response in general must be more inclusive 

and recognize the unique circumstances of PEH within the context of public health 

disasters to respond appropriately to their needs. The lessons learned and shared by 

homeless service providers on the frontline during the COVID-19 pandemic as well as 

those experiencing homelessness have important implications to improve future disaster 

response for homeless and other vulnerable populations.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Source: Focus Group interview, Pride Shelter, CBD 
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