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Homelessness and Community Based Healthcare: A Narrative
Experience in a Temporary Shelter Amidst the COVID-19
Pandemic
Onida Venter and Jan Heese

Department of Family Medicine, University of Pretoria, Pretoria, South Africa

ABSTRACT
This article serves to describe health encounters and social
dynamics of 52 homeless men residing in a temporary shelter in
Tshwane during the COVID-19 hard lockdown period. The
purpose of this article is to explore and modify factors that
influence healthcare in homeless persons, as well as to establish a
homeless health profile. It also sets out to explore the help-
seeking behaviour observed in this population. Common health
encounters included substance use disorder, mental illness,
infectious diseases, skin and soft tissue conditions and poor oral
hygiene. Services were tailored to provide comprehensive on-site
clinical care, making use of allied services. Barriers to healthcare
were eradicated through provision of transport, delivery and on-
site dispensing of medication and a patient-centred approach.
The eradication of certain barriers proved that quality primary
healthcare can be achieved in any setting, especially if a patient-
centred approach is utilised. The provision of multiple services in
a single setting would be ideal. Overall well-being improves when
basic needs are met, resulting in positive health outcomes. The
homeless patient specifically benefits from a multidisciplinary
approach by providers who are particularly sensitive to their
dynamics.

KEYWORDS
community-oriented primary
care; street homeless; COVID-
19 pandemic; opioid
substitution therapy;
homelessness; lock-down

The background to this article is the COVID-19 pandemic and resultant lockdown and how
it affected homeless persons living in the City of Tshwane (CoT). The implementation of a
hard lockdown during the COVID-19 pandemic worsened an existing housing crisis, and
the establishment of temporary shelters in the CoT allowed for the implementation of
community-oriented primary care (COPC) to address health challenges encountered by
street homeless persons in the CoT.

This article aims to describe the challenges faced by the street homeless in accessing
primary healthcare and how those barriers were overcome by delivering care in the
shelter setting, as well as to describe the relationships between shelter residents, health-
care workers and members of the broader community in which the shelter was located.
We propose recommendations to establish quality standard service delivery in a particu-
larly vulnerable population with complex health needs. From this experience it is also
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evident how the level of healthcare, and recognition of one’s own health, improves once
basic “survival” needs are met.

This narrative reflection is composed from the position of two medical doctors under-
going specialist training in family medicine. Family medicine is a branch of medical train-
ing usually based in primary healthcare, and our particular practice is rooted in COPC, of
which patient-centred care is a core tenet. This requires the clinician to see themselves in
collaborative partnership with the patient, wherein the patient is viewed as a whole
person. Their individual and social contexts are key in the assessment and management
of the illness or problem (Marcus 2018). Furthermore, regarding substance use, we prac-
tice from a harm-reduction philosophy (Scheibe et al. 2020b). As two family physicians in
training, we adopt a holistic approach to primary healthcare, providing not only clinical
care but also interventions aimed at the context in which an individual finds himself at
a particular time. We attempted to provide a package of care analogous to that found
in a primary healthcare clinic or a general practitioner’s office, but moved this service
to the shelter to address a burden to accessing care inherent in the lockdown. We pro-
vided this service from the start of the lockdown until July 2020.

Homelessness in the South African context

On 23 March 2020, the South African Government News Agency (2020) announced that
President Cyril Ramaphosa was implementing a national lockdown as a preventative strat-
egy to curb the effects of the global COVID-19 pandemic. South Africans were urged to
stay home from 27 March 2020. As frontline workers geared up to fight a pandemic,
the implementation of the national lockdown exacerbated and unmasked an existing
crisis: homeless persons were being told to stay at home for their own safety, when
they neither had homes nor were particularly safe. One of the regulations mandated
the state to create temporary shelters for homeless persons and authorised enforcement
officers to evacuate persons to such shelters. The Human Sciences Research Council
(HSRC) defines homelessness as the condition of routinely sleeping on the streets
without regular access to shelter (Cross et al. 2010, 5).

Homelessness is a complicated issue that evokes anxiety in government and civil
society, with society at large unprepared to deal with increasing homelessness (Cross
et al. 2010, 5). The definition for homelessness used in this article is from the CoT’s Home-
lessness Policy (2017): persons who live on the streets (on pavements, under bridges, in
bushes or next to rivers or spruits), who fall outside a viable social network of assistance,
and who are therefore not able to provide themselves with shelter at a given time or place
(City of Tshwane 2017). This definition therefore excludes persons who might fall under
other definitions of homelessness (especially as the term is used in the Global North)
(Busch-Geertsema, Culhane, and Fitzpatrick 2016).

The HSRC estimated there were a total of 200 000 homeless people in South Africa by
the end of 2010, after a 4-year research process (Tshwane Homelessness Forum 2015). The
CoT has also had to make way for an influx of foreigners and refugees who are settling in
the city with hope of finding a better future. The latest formal figures suggest there are
around 6244 street homeless people in the inner CoT (Vally and de Beer 2017, 383).

As the rest of the country started to panic-buy groceries and consumables, the City of
Tshwane Municipality, through the Tshwane Metro Police Department, as well as the
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South African Police Service metaphorically “swept” street homeless persons off its pave-
ments and out of its corners in an attempt to provide them with temporary shelter.

This adds to the challenge of managing multi-morbidity in a unique population, where
often additional linkages to care processes have to be created to ensure that care and
treatment are sought. This article presents the reader with an experience of working
with street-homeless persons during a period of confinement, allowing for many health
challenges to prevail in a vulnerable population with poor help-seeking behaviour.

Health challenges and homelessness

The international and local literature notes access to care as a prominent obstacle that
homeless persons need to overcome in order to improve health outcomes. Access to
healthcare is at its most basic the provision of healthcare service (from a provider) in
response to a healthcare need. It depends, therefore, on the ability of the community
or person seeking care to perceive their health problem, acknowledge it and seek care,
while it places on the healthcare provider the responsibility and opportunity to be acces-
sible (Levesque, Harris, and Russell 2013).

Barriers to access can be perceived or actual (Rae and Rees 2015). Perceived obstacles
refer to previous experiences with the system and the attitudes of providers towards the
homeless status of patients, whereas actual obstacles refer to difficulty in registering with
a practitioner, transport issues and documentation problems. Major themes related to
access to care that dominate are the experiences of healthcare, attitudes towards health-
care and the expression of health needs.

The priorities of the homeless in their daily life alter the importance they attach to
their well-being and ultimately influence their help-seeking behaviour (Rae and Rees
2015, 2096). There may be recognition of a health problem, but the immediate situation
of a homeless person determines how they prioritise their health problems. Often,
healthcare won’t be sought until the impact of their illness is severe (Martins 2008,
420), and preferential use of emergency care units over primary healthcare use is com-
monly described internationally and locally (Hwang and Burns 2014; Seager and Tama-
sane 2010).

Homeless patients report facing various challenges when accessing public healthcare
services such as long waiting times, inability to provide proof of identification or residen-
tial address, and cost of travelling (Johnston, McInerney, and Miot 2019, 1455). Hugo
describes specific social challenges that have a negative impact on health amongst the
homeless population of Tshwane, such as stigma from healthcare providers, or adminis-
trative barriers such as the need to provide documentation in order to receive care, as
mentioned in the Pathways out of Homelessness Research Report (2015). In our South
African context of the COVID-19 pandemic, some of these “obstacles” have been elimi-
nated as homeless persons found themselves in temporary shelters with on-site health-
care. Little is known about the health and well-being of people on the streets, but it is
expected that homeless persons have similar health profiles to similarly poor but
housed South Africans (Seager and Tamasane 2010, 63). This situation presented an
opportunity to experience how homeless persons perceived their health and which
health issues they are faced with, as well as how their health would be prioritised
when all other basic needs are met.
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Providing shelter during COVID-19 in the CoT

Initially, Caledonian Stadium, a dilapidated sports stadium in the inner CoT, was identified
to provide mass tented accommodation for the inner city homeless. As preparations were
underway, police started to bring homeless people to the shelter. The mass shelter initiat-
ive faced an array of challenges (from food shortages to inadequate security) and pro-
vision of shelter not only encompassed providing homeless persons with a place to
sleep, but in fact included food security, mattresses and blankets to fight the winter
months, ablution blocks, clothing and toiletries. All basic needs and an opportunity for
self-care were to be met – in record time. Safety had to be ensured, in the context of a
highly transmissible viral illness, but also in terms of interpersonal conflict and abuse
from law enforcement. With around 1800–2000 homeless people confined within one
stadium, safety could not be guaranteed and many challenges could not be resolved.
This confinement of homeless persons in the inner CoT was a haphazard process that
was scrutinised by many role-players, as well as the homeless themselves who were
caught up in this confinement that was essentially violating their human rights. During
this time, we prioritised managing opiate withdrawal symptoms using opiate substitution
therapy (methadone was the pharmaceutical of choice for this situation). The conditions
were of such nature that privacy could not be ensured, and neither could our safety as
medical professionals. The regulation of methadone and the clients requiring such treat-
ment was extremely difficult with such a large group of confined substance users.

The CoT, aided and pressured by civil society organisations, started moving people to
smaller shelters by 31 March 2020. On 6 April the stadium closed down – due to these
creative initiatives – as a temporary housing site and all residents had been relocated
to smaller sites in and around the city. This allowed for better provision of basic services
and better control regarding the movement of clients (access control), as well as the
establishment of interim management teams.

The process of moving people to smaller shelters was semi-structured and people were
grouped together based on shared demographics or behaviours. Particular shelters
offered spaces for women only, whilst others focused on providing shelter for elderly
men, for example. The biggest group, by far, were the substance users. “Nyaope”
(mostly consisting of the opioid heroin) is a particularly popular street drug amongst
homeless persons as it is widely available and relatively cheap. The substance users
were allocated to numerous smaller shelters, where even amidst confinement in
smaller numbers there was still havoc and abscondment of some of the residents.

During the allocation to different smaller groups and shelters, residents essentially did
not have any input regarding where they were going and with whom they would be
residing. The main role-players here were municipality officials. It is important to realise
that on the street there are certain dynamics in play, something that municipality
officials knew nothing about. Many of the residents who absconded from smaller shelters
did not go back to the streets on purpose, but rather tried to reconnect with their “street
families” who had been placed in other shelters.

In total, 24 shelters were availed, of which eight were permanent shelters and 16 tem-
porary shelters. In total, 1811 homeless people could be accommodated in the shelter
structures, as reported in a presentation to the municipality by Lalla (2020). This essen-
tially meant that for every one person the CoT housed, two were still sleeping on the
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street. Perhaps the COVID-19 pandemic also unmasked the unwanted pandemic of street
homelessness in Tshwane – an uncomfortable predicament that local government had no
choice but to finally face.

Health profiling of Capital Park temporary shelter

One of the 24 shelters was located in a sports ground in Capital Park, a suburb near central
Tshwane, where tented accommodation could be provided. Prior to lockdown, the site
was administered by the Capital Park Residents and Ratepayers Association (CAPRA),
whose members also volunteered to manage the temporary shelter. The site was
officially opened on 3 April to be a temporary shelter during the hard lockdown. The
grounds that were used for this shelter were the community sportsgrounds and hall;
and although the sleeping quarters were in the form of tented accommodation, the
hall had a big kitchen and recreational area. A specific area within the hall was converted
into a small consulting room to render primary healthcare. There were also permanent
ablution facilities that were all in working order. The facilities that these grounds
offered were already painting a better picture compared to where the homeless residents
came from, and what they had just been through at Caledonian Stadium.

The site managers resided on the shelter grounds alongside residents in order to be
available to address their needs full time. As the site managers were not medical pro-
fessionals, however, they could not meet the health needs of the residents. During
levels 5 and 4 of lockdown, one of the community members, who is a nurse by pro-
fession, also volunteered her time at the shelter. The community of Capital Park
united as a community to embrace the homeless who are so often left without any
sense of belonging.

Other service providers involved at Capital Park included the municipality of Tshwane,
providing catering services and opioid substitution services; Tshwane metro police, who
were allocated to provide additional security; the department of family medicine of the
university of Pretoria, providing primary healthcare services; and non-governmental
organisations (NGOs) that provided additional health services. These services were essen-
tially available at all the temporary shelters.

What made the establishment of Capital Park shelter unique, though, was the
active participation of the community in which this shelter was established. The
shelter managers were available to residents at all hours of the day; and eventually,
living together for weeks on end resulted in the formation of friendships between the
managers and the residents. This created a ripple effect into the community, where
shelter residents started doing informal work at community members’ homes and
could generate some form of income during lockdown where so many had been
deprived of making a living.

Our involvement as medical professionals was to render primary healthcare services to
residents of the shelter (and other temporary shelters operating during lockdown). As
family physicians in training, we believe in the value of a multidisciplinary team approach,
and linking of care to different teams and other facilities was an integral part of our service
provision. Other specific services are described below. The site offered shelter, food, ablu-
tions and additional services to 52 men, 23 of whomwere people who use drugs (PWUDs).
The rest of their health challenges soon came to light, and are described below.
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Substance use disorder

One of the intersecting health and social challenges that is often faced is that of the
broad-ranging adverse outcomes of substance use. There is limited evidence regarding
the prevalence of heroin use, or nyaope by its street name, in Tshwane (Scheibe et al.
2020). Heroin is often consumed through smoking or injecting. The injecting of heroin
often involves needle reuse and sharing, which expose one to the risk of contracting
blood-borne infections; and evidence suggests an estimated 1.4 million people in Sub-
Saharan Africa inject drugs (Scheibe et al. 2019). Scheibe et al. (2019) report that the
most commonly injected drugs in Sub-Saharan Africa are opioids (heroin; 78%) followed
by stimulants (including cocaine and methamphetamines).

Harm reduction is a philosophy that refers to policies, programmes and practices that
aim to minimise the negative health, social and legal impacts of drug use. The evidence
strongly favours harm reduction programmes in order to improve health and social out-
comes for persons who use substances, and theWorld Health Organisation (WHO) and the
South African National Department of Health (NDOH) advocate for harm-reduction
approaches in managing substance use disorders (see also Scheibe et al. 2020b). With
this as a guiding principle, the clinical team at the site offered harm-reduction services
in the form of opiate substitution therapy (OST). This is the most effective treatment
for opioid dependence and involves providing persons who have a physiological depen-
dence on opiates with a safe long-acting opiate (such as methadone or buprenorphine)
that mitigates withdrawal symptoms, allowing them to feel less pain and discomfort while
not using opiates, in turn improving social functioning (Scheibe et al. 2020a).

Although harm reduction services were difficult for PWUDs to access before the lock-
down, the lockdown and placement of persons in shelters offered a unique opportunity to
bring harm reduction services to a previously transient population. Throughout the
country (notably in Cape Town, Johannesburg, Pretoria and Durban), harm reduction
advocates and practitioners collaborated innovatively to deliver such services to homeless
people (in the shelters during COVID) who use substances.

Upon arrival as healthcare providers at Capital Park Shelter, the main health need was
clear to us as medical personnel: management of withdrawal symptoms and cravings.
Although only 50% of the residents at the shelter had a substance use disorder, this
was prioritised by residents as a dire need that had to be met. Now. The introduction
of OST happened within a matter of days, and 23 substance users were initiated on
methadone. Suddenly, the atmosphere at the shelter was less volatile.

Contact sessions between the healthcare team and substance users became an oppor-
tunity to identify what patients believed their health and social needs were, and then to
use brief motivational interviewing techniques to promote behaviours that patients
regarded as positive. Self-organisation amongst residents, along with input from
shelter managers, resulted in substance users residing together in smaller tents. Coinci-
dentally, this served a very crucial role: allowing people with similar experiences to live,
eat and sleep together gave them an opportunity to share and “automatically” form a
support structure. The effect of psychological support became evident as substance
users from the same tent would request to decrease their OST dosages in an attempt
to reach abstinence. The presence of a 24/7 support groupmade a critical change in think-
ing amongst these clients.
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The main goal of OST in this specific setting was the initial management of withdrawal
symptoms, and implementation of a harm reduction strategy. From the roll-out of OST
into the shelters, the goal was never to reach (or maintain) abstinence, although many
substance users viewed this as an opportunity to break the chains of their addiction.
As withdrawals became less troublesome and frequent, there was an “invisible” shift to
methadone maintenance therapy.

It is important to acknowledge that the only indication for methadone on the essential
medicines list (EML) is that of opiate withdrawal, which is to be managed at hospital level.
Therefore, as the progression towards maintenance therapy was made, it was also impor-
tant to start integrating other core services into the shelter care and treatment, similar to
the Community Oriented Substance Use Programme (COSUP). COSUP seeks to integrate
substance-use services into the delivery of COPC, and their service package includes phys-
ical, mental and substance use screenings; brief interventions and referrals; harm
reduction counselling; OST and needle and syringe programmes; and social services
and skills development (Scheibe et al. 2020, 1).

The effect of integrated psychological sessions by two medical doctors, like us, with no
formal training in providing psychotherapy, as well as continuous support from the site
managers and a volunteer nurse, proved to be almost as important in the rehabilitation
process as the methadone maintenance therapy itself. The creation of a caring and sup-
portive community response should not be underestimated.

Mental illness

It is important to acknowledge the fact that substance users may suffer from mental
illness as a result of their drug use; but, equally, their drug use may be a way of self-med-
icating and controlling the symptoms of pre-existing mental illness. Seager et al. (2010,
63) suggest that there are homeless people in such a South African city-context who
are living with mental illness. A South African study done by Moyo, Patel, and Ross
(2015, 1) in Hillbrow explored the situation of homeless people with mental illness, and
produced two interesting results: this particular population was even more at risk than
other homeless individuals in terms of survival on the streets, as well as worse off regard-
ing their general health because of their vulnerability in relation to their environment.

At Capital Park Shelter, symptoms of mental illness were prevalent among residents,
though none had previous formal diagnoses as mental healthcare users. Perhaps this
statement once again highlights the failure of our healthcare system for the most vulner-
able of patients. Regular mental health screening was done by us as the two medical
doctors, as well as a psychologist from Médecins Sans Frontières (MSF), an NGO based
in the inner CoT. This allowed for the initiation of proper psychiatric medication by the
on-site doctors, as well as psychotherapy in a setting that allowed for frequent follow-
up and continuous behavioural monitoring. We were able to provide brief motivational
interviewing and basic cognitive therapy approaches for mild psychotic disorders.
Those requiring pharmacotherapy were provided with medication on-site through
linkage with a local clinic.

As substance users on OST achieved lower dosages (and eventually abstaining), more
symptoms of depression began to surface. Many of the substance-using residents would
eventually experience a major depressive episode that warranted the start of

SOUTH AFRICAN REVIEW OF SOCIOLOGY 7



pharmacotherapy. The overriding theme in this group of patients was extreme guilt
towards their families, and an intense longing for relationships that had been destroyed
by their drug use. Thematic deductions were made through individual sessions, as well as
informal support groups that we held. In the motivational interviews, we often witnessed
a change in mood and affect when probing into future prospects and dreams. One would
get the idea that some of these clients were almost afraid to think about the future, or felt
that dreaming of the future is worthless. It is well known that substance users live in the
moment and do not concern themselves with what tomorrow may bring. Formal clinical
psychology and counselling services were available via MSF, but most patients preferred
to be seen by the healthcare providers as a relational continuity was established, and did
not want to be referred.

Major depression, schizophrenia and bipolar mood disorders are common mental
health conditions amongst homeless persons (Maness and Khan 2014, 634), and our
experience in the shelter corroborates this. Anecdotes from the shelter demonstrate
how mental illnesses are often undiagnosed in the homeless population. Another vital
encounter was that of a shelter resident who had been on the street for many years,
with possibly undiagnosed schizophrenia. This patient was noted by the site managers
and other residents as exhibiting strange behaviour. Keeping to himself, he was often
seen talking to himself and laughing inappropriately. When interviewed, the patient
spoke a foreign language, which made engagement all the more difficult. Interestingly,
the patient was able to write in good English, and that served as a means for communi-
cation. Mental state findings included delusional thought content, objective hallucina-
tions and very poor insight. Mood component was stable. He was very poorly kempt,
but never demonstrated aggressive behaviour. With the assistance of the clinical psychol-
ogist, a decision was made to initiate this patient on antipsychotic medication. As we were
involved at the shelter daily, this served as an excellent setting for continuous observation
of this patient. The site managers were also able to provide vital feedback regarding
response to treatment. To our surprise, the patient responded very well to treatment
and started to communicate verbally in excellent English. He was also able to integrate
into activities with other residents, and as a team we are all happy with the outcome.
Although insight still remains poor, initiation of medication proved to have a positive
influence on daily functioning of this resident.

A worthwhile interaction between the community, the shelter managers and the resi-
dents that is particularly worth mentioning is that of collaborating with a faith-based com-
munity group that hosted a workshop for all residents that was aimed at forgiveness. The
workshop took place weekly over a few weeks and could be attended by residents on a
voluntary basis. As the shelter managers also experienced the unmasking of mental
illness, they took it upon themselves to involve their community groups to assist the
mental well-being of their residents. This workshop was aimed not only at residents
using substances, but at all homeless residents who longed to rekindle relationships
with family, and who needed to forgive themselves in order to do so.

Infectious diseases

Homeless people are particularly vulnerable to communicable diseases due to social,
environmental and behavioural hazards. Tuberculosis (TB) has long been a public
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health concern in South Africa, and other blood-borne infections such as Hepatitis B and C
and HIV are more prevalent in the homeless population. A recent cross-sectional study
conducted in three provinces identified high levels of HIV (38%), Hepatitis C virus (67%)
and HIV-Hepatitis C co-infection (27%) amongst substance users in Tshwane (Scheibe
et al. 2019, 1).

As the temporary shelters were part of the strategy to curb the COVID-19 pandemic,
respiratory screening was a critical task. Respiratory screening also allowed for TB screen-
ing, and one case of rifampicin-resistant TB was diagnosed in the shelter. With the help of
NGOs, adequate HIV counselling and testing drives were held in the shelter on different
occasions. On a single voluntary counselling and testing (VCT) drive (organised by Sediba
Hope Medical Centre in Tshwane) 16 of 50 patients agreed to testing, and three new
patients were diagnosed and initiated on antiretroviral treatment. There were also two
residents who reported defaulting treatment of HIV, who could be reinitiated on the
correct treatment. Homelessness has been well established as a barrier to adherence to
antiretroviral treatment (Johnston, McInerney, and Miot 2019, 1455).

Conditions relating to personal hygiene

Many of the skin and soft-tissue infections encountered in homeless persons are related
to hygiene. Lice epidemics are a frequent encounter that can be attributed to a lack of
clean clothes (Raoult 2012, 822). One case of extensive body lice was managed in the
shelter, and other encounters of skin and soft-tissue infections that were prevalent in
the shelter included fungal skin infections (tinea capitis) and secondary bacterial infec-
tions. One patient also presented with an abscess which was managed by incision and
drainage (on site), followed by oral antibiotics. This patient was a substance user who
had injected himself with a contaminated needle.

About one-fifth of patients at the shelter also reported dental complaints during the
course of their stay, and had to be referred to dentistry for problems such as dental
abscesses, dental caries and broken teeth. This emphasises the lack of proper oral
hygiene amongst homeless persons. Dental care is also limited in and around Tshwane,
which may further contribute to poor oral health. The literature demonstrates that
people of lower socio-economic status are less likely to routinely visit a dentist (Johnston,
McInerney, and Miot 2019, 1455). As only a few healthcare facilities in Tshwane offer
dental services, it was quite interesting to observe the enthusiasm and willingness of
the shelter residents to pay the dentist a visit (even for a mere routine visit) once they
were enabled to do so (by means of having an appointment arranged for them and
the availability of transport). This deduction emphasises the argument of how ultimate
well-being can improve once barriers to care are eradicated.

Formulation of a “homeless health profile”

The healthcare experiences described above can assist in formulating a health profile of a
homeless patient in South Africa, and common health conditions encountered in the shel-
ters whilst working with homeless people were corroborated by another South African
study conducted in a Johannesburg “street” clinic (see also Johnston, McInerney, and
Miot 2019, 1455).
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Discussion, deductions and recommendations

. From our healthcare experience working with homeless persons in a temporary shelter
– not at all equipped to function as a medical facility – we came to the realisation that
providing quality care can be done in any setting. In a resource-stricken setting (since
shelters are under-funded), this is a reassuring revelation as it eliminates a barrier to
care provision.

. When you adopt the attitude of patient-centredness and holistic care, the health and
well-being of patients blossom, and it was quite a privilege to experience this. In South
Africa patients are often seen by various healthcare workers in an overburdened
system, and very few doctors have the opportunity to witness the fruits of their
work. The provision of personalised care is rewarding not only to the healthcare pro-
vider but even more so to the patient utilising the system.

. The health needs experienced in this shelter can all be addressed in the primary health-
care setting, but it is of utmost importance that healthcare workers in these settings
engage people who are homeless to eliminate stigma and provide quality and continu-
ous healthcare.

. This experience also demonstrated that when basic needs are met, overall health and
well-being improves. The provision of basic necessities and opportunities for self-care
can serve as a therapeutic intervention to improve health.

A high rate of attendance of medical emergency units is common amongst homeless
patients and serves as evidence that homeless patients encounter barriers in accessing
primary healthcare services (Fransham and Dorling 2018, 214). The inequity in provision
of primary healthcare services between people who are homeless and the rest of a com-
munity can be easily bridged by eradication of these barriers and making use of targeted
interventions for homeless people.

Specific attention also needs to be paid to the tragedy of substance use by the street
homeless. The City of Tshwane Municipality has invested in the COSUP programme to
address this, and many success stories have surfaced from the programme. Their
success may also be attributed to the COPCmodel that forms the crux of their service pro-
vision. There are also needle-exchange programmes, but the utilisation of these services
should be investigated. Perhaps their unique approach to harm reduction can be better
advocated for by healthcare workers. What is essentially needed is a comprehensive strat-
egy that improves support services for vulnerable people (Fransham and Dorling 2018,
214).

The American Academy of Family Physicians proposes a model of care that involves a
multi-disciplinary approach by healthcare workers who are specifically sensitive to the
unique challenges of homelessness and equipped with skills to collaborate with outreach
services at multiple sites, including community resources and local agencies for various
types of assistance (Maness et al. 2014, 634). The ability to care for both medical and psy-
chosocial needs in one place should be the ultimate aim. The family physician would
thrive in this environment, utilising a patient-centred care model with ready access to sec-
ondary/tertiary levels of care, whilst being skilled to lead these multi-disciplinary teams.

This shelter experience emphasised how improving access to basic health services and
meeting the basic needs of homeless people significantly improves overall health and
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well-being, serving as a step towards employment, a step towards reintegration into their
families and, ultimately, a step towards a better future.
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