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France
d
Aix Marseille Univ, INSERM, IRD, SESSTIM, Sciences Economiques & Sociales de La Santé & Traitement de L’Information Médicale, Marseille, France
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While social inequality is widely recognised as being a risk factor for COVID-19 infection or serious forms of the
disease, many questions still remain concerning the perception of hazard and protective measures by the most
vulnerable populations.
This mixed-methods study aimed (1) to describe the self-perceived health and protective measures linked to
COVID-19 of homeless people in one of the largest and poorest cities in France, and (2) to assess which skills and
resources they used to address the COVID-19 pandemic. The quantitative survey addressed these questions
among a sample of 995 homeless people living either on the streets, in homeless shelters or in squats/slums,
whereas the qualitative survey was constructed from 14 homeless interviewees. Both data collections were
carried out between June and July 2020.
Results showed that COVID-19 infection was clearly perceived by homeless people as a risk, but the experience
of being homeless placed this risk among several others. Different practices of protection were observed ac
cording to the type of living place. Lockdown of the general population severely impacted the survival systems of
the populations furthest from housing, with alarming rates of people without access to water or food. 77% of
homeless participants reported that they encountered significant financial difficulties. All interviewees were
particularly attentive to their health, with awareness and even a familiarity with the risks of infectious diseases
long before the pandemic.
Using a capability framework, our study showed a predominant lack of external health-related resources for
homeless people, while internal health-related resources were more developed than expected. None of the places
and lifestyles studied was favourable to health: collective shelters due to a greater restriction of people’s choices,
slums and street life due to a greater lack of basic resources.

1. Introduction
Evidence of socio-economical inequalities in relation to COVID-19 is
already emerging (Bello-Chavolla et al., 2020; Holmes et al., 2020), and
suggests that the current outbreak is a ‘syndemic pandemic’, which in
teracts with and exacerbates existing social inequalities in chronic dis
ease and the social determinants of health (Bambra, Riordan, Ford, &

Matthews, 2020). Homelessness, which represents an extreme form of
health inequality, is growing steadily in most countries where it is
measured. As shown by the number of press publications on the subject,
public opinion has been moved by the plight of the homeless during the
COVID-19 crisis, and most authorities have mentioned these populations
as targets for specific policies, e.g in Europe (Rahman, 2020). Indeed,
homeless people appear to be particularly vulnerable to the COVID-19
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infection (Holmes et al., 2020; Kirby, 2020; Maxmen, 2020), with spe
cific living conditions as overcrowded accommodations or frequent
contacts with people through community services (food distributions or
day-care facilities). Research that has focused on the issue of home
lessness and COVID-19 considered measures to control the spread of the
virus in shelters, the prevalence of positive cases, or factors associated
with transmission in shelters (Vandentorren, 2021). Despite this
research, little has been published to our knowledge on homeless peo
ple’s living experience and their perception of COVID-19 and the
COVID-19-related crisis. Yet, homeless people’s experience of the
COVID-19 outbreak and of lockdown appears to unique, since staying at
home is, by definition, impossible for the homeless. Potential conse
quences of lockdown for the homeless population may affect their re
sources, with panhandling or illegal work activities (Poremski et al.,
2015) having been shut down. In addition, being moved for sheltering
may have potentially destabilized the aid and assistance network.
In France before the COVID-19 crisis, 3.5 million people are
considered precariously housed and 141,500 homeless, a number which
has increased by 44% over the past decade (Mordier, 2016). Specialized
associations estimate that this figure could have doubled during the
crisis (Fondation Abbé Pierre, 2020). Marseille is the second
most-populated city in France (863,310 inhabitants), and one of its
poorest, with almost one third of its population living under the
threshold of poverty (INSEE, 2020). The first French lockdown was or
dered on March 17, 2020, and it mobilised emergency social action to
ensure that a maximum of homeless people were given shelter: hotels
and holiday resorts were used in addition to existing shelters that were
already full. The ‘winter eviction ban’,1 mandated each year by French
government, was extended by decree. Accommodation conditions and
lengths of stay were suspended for the duration of lockdown. At the
same time, the majority of organisations providing welfare benefits were
forced to close and work from home. Outreach teams, however, had to
continue their support missions, while reorganising their activities to
ensure the health safety of their staff and of the people receiving.
These early issues brought up many questions concerning the
perception of hazard and protective measures by the most vulnerable
populations: How did lockdown temporarily modify the daily practices
of homeless people? How did homeless people mobilise their resources?
First, these questions led to a survey on three types of extremely
vulnerable populations with regards to housing: people living rough,
people living in homeless shelters and people living in slums. Second, we
investigated the role of the types of homeless accommodations as
structural factors that could contribute to addressing differences in
qualitative findings and adapted solutions. More precisely, we suggest
that examination of the relationship between homeless living settings
and resources may help us understand and address disparities in an
epidemic context for homeless people.
The objectives of this study were to describe the self-perceived health
and protective measures linked to COVID-19 of homeless people in a
large city in France, and assess which kinds of resources they used to
address the COVID-19 pandemic.

multiple blind spots of this pandemic for complex questions such as
hazard perception and protective measures.
To address the research questions, the study applied a concurrent
triangulation mixed methods design using qualitative and quantitative
approaches (Fig. 1). A population-based cohort study was carried out
among homeless people living in Marseille, with a recruitment from 18
outreach teams in more than 50 different locations including streets,
slums, squats, emergency or transitional shelters and drop-in centres,
and qualitative data were obtained from 14 in-depth interviews offered
systematically to the first participants enrolled. We privileged qualita
tive and quantitative interviews in the participant’s native language.
Participants had the choice between a physical translator from the
research team, or a telephone translator thanks to ‘ISM translation’, a
company that provides professional telephone translation in 75 lan
guages. Physical translation in 8 languages was available since the
research team recruited people from the territory’s main communities as
mediators and translators in Albanian, Arabic, Georgian, Romanian, and
Serbian. In addition, four interviewers spoke native Arabic, English,
German and Spanish.
The data originates from the ongoing COVIDHomeless study
(NCT04408131).
2.2. Quantitative survey
2.2.1. Sample
The quantitative study design and sample size has been described
elsewhere (Loubière et al., 2021). In brief, participants were enrolled
between June 1 and August 5, 2020. Participants signed a consent form
to participate after having received information on the study’s purposes,
intended data use, and being ensured anonymity. Recruitment was
based on typology from work by the FEANTSA (European Federation of
National Organisations Working with the Homeless) that provides a
descriptive framework of living conditions for people with poor housing
conditions. This graded typology, called ETHOS (European Typology of
Homelessness and housing exclusion), defines thirteen categories
(Amore et al., 2011).
In order to focus on the homeless people the furthest from housing,
we decided to select the ETHOS categories characterized by the greatest
residential instability. As a result, eligible individuals were aged over 18
and were classified in the following ETHOS typology: 1) living rough
(ETHOS1), 2) living in emergency accommodations (emergency shelters
and hotels) (ETHOS2); and 3) living in insecure accommodations (i.e.,
illegal occupation of land, squat or slum) (ETHOS8).
Stabilization shelters (ETHOS 3) were not included at the beginning
of the study since lengths of stay were suspended for the duration of the
lockdown (and therefore ETHOS 3 no longer really corresponded to its
definition: ‘homeless shelter where the period of stay is intended to be
short term’). We decided to include this living condition in the study
when they started receiving people from the street again. Nevertheless,
the population from ETHOS 3 was not included in the current analysis
because their recruitment began after the qualitative collection was
completed. ETHOS categories 4 to 7 were not included as they refer to
more stable accommodations: (women’s shelters (ETHOS 4), accom
modation for immigrants (ETHOS 5), people living in institution
(healthcare or penal) (ETHOS 6)).
A choice among the categories of homeless people was necessary
since we could not do random sampling in the absence of reliable census
data on the population living rough (ETHOS 1) and in squats or slums
(ETHOS 8) in Marseille. We decided to be as exhaustive as possible on
one point in time. We chose therefore to work with all outreach teams
from public health and social services and community partners to
identify people living on the streets or in slums. We set a 2-month in
clusion period (June to August 2020): during this period, no less than 18
outreach teams accompanied by members of the research team went to
all of the known places where people from ETHOS 1 or 8 were present at
that time. The research project was proposed to all the people present in

2. Methods
2.1. Study design
This analysis was built using a mixed-methods approach, which was
the most appropriate to develop a more complete understanding of the
question, with the experience of homeless people in various settings
retrieved as narratives on one hand, and the relationship between re
sources and type of accommodation measured among all participants on
the other hand. Multiplying observation methods would reduce the
1
Winter eviction ban’ is a period of year during which evictions are sus
pended by French law. This period usually runs from November to March.
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Fig. 1. A concurrent triangulation mixed methods design.

possible of their experience, and systematically offered them an inter
view. Interviews were carried out in each of the 3 ETHOS categories (1, 2
and 8) and until data saturation. Eligible participants were recruited
alongside the first phase of the COVIDHomeless cohort recruitment
process. There were no refusals among homeless people invited to
participate in the qualitative survey. In order to ensure a high partici
pation rate and representativeness, people who were uncomfortable
with the French language received information and a consent form to
sign in their native language, and interviews were carried out with the
presence of an interpreter to facilitate the communication flows when
needed. The sample was considered adequate after 14 interviews
because it was both appropriate in its composition and of sufficient size
since no new themes emerged from the last narratives of the in
terviewees. Among the 14 individuals who were interviewed: 6 people
belonged to the ‘ETHOS 1’ category (i.e., living rough); 5 people
belonged to the ‘ETHOS 2’ category (i.e., living in emergency shelters);
and 3 people belonged to the ‘ETHOS 8’ category (i.e., living in slums).

these places, with successive meetings with the targeted population
during the 2 months of inclusion in order not to miss anyone.
It was much easier to be exhaustive for ETHOS 2 and 3, as these
facilities are well known in Marseille. In a similar way to the process
developed for ETHOS 1 and 8, several meetings were organized in each
facility during the 2 months of inclusion in order to present the project to
all the people sheltered in the facility.
Follow-up visits were planned with the participants and their support
team at 3 and 6 months from inclusion. These visits consisted of face-toface meeting to answer a questionnaire and perform a rapid COVID-19
serological test. If participants had COVID-19 symptoms between
scheduled visits, they or their usual support team could alert the
research team, which was able to test them quickly for SARS-CoV-2 and
provide guidance to the most appropriate solutions.
2.2.2. Data collection
A face-to-face survey was implemented using ‘Redcap’ e-CRF soft
ware (www.project-redcap.org) to investigate medical, public health
and socio-economic issues. The questionnaire included demographic
characteristics, ETHOS typology of homelessness before national first
lockdown, history of accommodations since the COVID-19 outbreak,
and medical data such as comorbidities (i.e., significant chronic or acute
illness), and any medical events linked to COVID-19 infection (i.e.,
symptoms, hospitalizations, isolation measures, etc.).
In addition, we addressed several questions about 1) self-reported
compliance with preventive measures (i.e. wearing masks, hand
washing, physical distancing), 2) self-perceived health, 3) unmet needs
related to health (i.e., somatic or psychiatric illnesses or addiction dis
orders), and 4) financial resources and difficulties related to access to
primary/essential resources (i.e. food, water, hygiene and cleaning
products).

2.3.2. Data collection
Face-to-face semi-standardised interviews were carried out, recorded
and transcribed verbatim. Each of the people was interviewed at their
living or begging place. All the participants were informed of the study
objectives. At the end of the interview, they were given a 10-euro
voucher to repay them for time spent with the researcher. In addition,
observations were noted daily in a field book and transcribed.
2.4. Data analyses
2.4.1. Quantitative analysis
Descriptive analyses were presented as frequencies and percentages
for categorical variables, and as means and standard deviations for
continuous variables. Fisher’s exact test and Wilcoxon rank-sum test
were used to compare the characteristics between types of accommo
dation before the French national lockdown (i.e., ETHOS categories of
homeless typology). Regression analyses were performed to test the
significance of the differences between participants according to their
type of accommodation on sociodemographic and medical characteris
tics, resource issues, compliance of preventive measures or any com
plaints related to uncovered health care or social needs during the
COVID-19 outbreak. Adjusted odds ratios were reported (i.e. adjust
ments on age, country of birth, education level, and length of home
lessness), with a 95% confidence interval. Post hoc multiple
comparisons using the Tukey test were performed to address pairwise
comparisons between accommodation categories. Statistical analysis

2.3. Qualitative survey
This qualitative survey is a “rapid qualitative research study”
(Johnson & Vindrola-Padros, 2017) aiming to collect a set of qualitative
data at a period close to the critical point of the episode in order to
rapidly report on health and social issues with the aim to guide field
work.
2.3.1. Sample
The qualitative collection was carried out between June 1 and June
24, 2020. A sociologist familiar with this kind of terrain met the first
participants enrolled in the study in order to collect data as close as
3
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was performed using R version 3.6.0 (RStudio, Inc., Massachusetts,
USA).

2.7. Ethical considerations
The COVIDHomeless study was designed and carried out in
compliance with the Declaration of Helsinki and with legal and regu
latory provisions. It was approved by the ethics committee on May 28,
2020 (CPP IDF VI - number 44–20; ID: 2020-AO1398-31). All of the
people included in this study provided written informed consent.

2.4.2. Comparison between ETHOS categories
Defining and understanding homelessness at a global level led to
develop valid measurement of homeless populations like ETHOS ty
pology, based on operational categories related to the place and con
ditions of living (Busch-Geertsema, 2016). These living places
correspond to very different living conditions, ranging for totally insti
tutional (shelters) to totally non-institutional (streets or slums). ETHOS
categories were chosen and compared to better examine structural fac
tors constituted by living places, since structures differ between them
selves according to a set of parameters that are as much related to the
resources made available (in publicly funded establishments), as to the
concentration of people in the same place (heterogeneous according to
the type of accommodation but relatively homogeneous within the same
type of accommodation). This comparison between policy-relevant
subgroups was also chosen to enlighten decision-makers on the dispar
ities in living conditions and the level of exposure to risk in the homeless
population.

3. Results
3.1. Quantitative results
Between June 1 and August 5, 2020, we enrolled 1274 individuals.
995 of whom lived, at the time of lockdown, in streets (n = 163, 16.4%),
emergency shelters (n = 406; 40.8%) or slums/squats (n = 426; 42.8%)
and were included in our analysis (Table 2). The mean age was 39.2
(standard deviation: 14.2) years. The majority of respondents were men
(71.7%), and had a lower secondary level of education or had obtained
no school qualifications (80.1%). A large majority of responders were
foreign (84.8%) and were born abroad, mostly from African countries
(42.3%) or Europe (37.1%). About one third of our sample (34.8%)
reported long-term homelessness (>5 years).

2.5. Qualitative analysis

3.1.1. Self-reported compliance with protective measures
At least three-quarters reported good compliance with the preventive
measures against COVID-19 and obviously, understanding of what
lockdown meant in the context of COVID-19 was high (92.8%). Table 3
shows the results of regression models. Participants living in emergency
shelters exhibited higher self-reported compliance rates compared to
their counterparts in streets or slums concerning all preventive measures
(P < 0.0001), with odds ratios ranging between 2.9 and 4.2. Reported
overall compliance with preventive measures was higher in emergency
shelters vs. streets (OR 5.9 [3.7–9.6]), but also in slums compared to
streets (OR 2.9 [1.8–4.6]).

The interview grid was designed to ask the homeless people: 1) how
they perceived the COVID-19 pandemic (i.e. the types of sources of in
formation they had access to, and their understood of the COVID-19
infection and the lockdown); 2) what their living conditions were dur
ing the COVID-19 lockdown (especially the places where they had or
had not stayed); and 3) what had been the impact of lockdown on their
financial situation, their access to food, their acceptability of control
measures (i.e., lockdown, preventive measures, testing and screening
strategies), and their level of perception of the health hazard. In vivo
manual coding was used. Analytical categories were extracted from the
data. Social regularities resulting from this categorisation became the
subjects for analysis shown here. Five analytical categories with subdimensions were finally extracted from the data collected (Table 1).

3.1.2. Self-perceived health
One half (47.8%) reported having at least one comorbidity and
22.8% reported having psychiatric or addiction comorbidities. The main
comorbidities reported by the study participants were as follows: car
diovascular pathology (11.9%), diabetes (7.4%), obesity or chronic
respiratory pathology (7.1%), chronic renal failure (1.8%) and cancer
(1.2%). Overall, 15.2% reported having psychiatric or addiction
comorbidities and estimates were different between ETHOS categories:
31.3% in ETHOS 2, 15.3% in ETHOS 8 and ETHOS 1.
Only 2.8% reported known prior Covid-19 infection. The proportion
of people experiencing prior COVID-19 infection was much higher in
participants living in ETHOS2 (5.9%) than in their counterparts from
ETHOS 1 (0%) or ETHOS 8 (0.7%).

2.6. Mixed-methods analysis
After carrying out separate quantitative and qualitative analyses,
results were then crossed. The results of the qualitative research were
balanced with the quantitative findings to identify potential explana
tions for the observed relationships between accommodation types,
resource availability, attitudes towards preventive measures, and
homeless people’s perceptions of risk for COVID-19.
Table 1
Qualitative survey framework: analytical categories and sub-categories.
Analytical categories

Analytical sub-categories

Causes/Consequences of lockdown

-

Perceived health and coronavirus
Type of housing and acceptability of
housing

Being locked down outside

Acceptability of control measures

-

3.1.3. Unmet needs related to health
One quarter of our participants reported having unmet healthcare
needs during lockdown (Table 3); and among those who reported psy
chiatric comorbidities, one half had unmet psychiatric care needs. We
found no statistically significant differences between street and emer
gency shelter categories for unmet healthcare needs, although partici
pants from slums reported lower rates of unmet healthcare needs
compared to emergency shelter participants (OR 0.50 [0.29–0.86]).

Causes of lockdown
Consequences of lockdown
Medical history and comorbidities
Risk of COVID-19
Type of housing and feeling of health
safety
Proximity of other residents/street
companions
Type of housing and access to resources
Access to protective resources
Lockdown and food
Lockdown and solidarity
Lockdown and illicit drugs
Acceptability of protective measures
Acceptability of screening tests
Access to information
Perception of hazard

3.1.4. Difficulties related to access to primary resources
Overall, 77% of our participants reported having encountered
financial issues during the COVID-19 outbreak (Table 3). 42% had
changed accommodation at least once since the onset of the COVID-19
crisis: 66% of people living rough (ETHOS 1), 41% of people living in
emergency shelters (ETHOS 2), 38% of people living in slums (ETHOS
8). Estimates of difficulties in access to essential resources were signif
icantly different between ETHOS1 (rough sleeping) and ETHOS2
4
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(emergency shelters) categories: 38.9% vs. 4.8% for water (OR 14.3
[95%CI: 7.1–25]; P < 0.0001); 60.0% vs. 24.1% for food (OR: 4.3 [95%
CI: 2.8–6.7]; P < 0.0001); 49.0% vs 7.9% for hygiene products (OR: 11.1
[6.7–20]; P < 0.0001) and 36.1% vs. 5.2% for cleaning products (OR:
10.0 [5.6–20]; P < 0.0001). Similarly, homeless participants living
rough reported higher rates of financial difficulties since the COVID-19
crisis (OR: 2.1 [1.3–3.3], P = 0.002).

Table 2
Sociodemographic characteristics of the quantitative study population (n =
995).
Sociodemographic
characteristics

Women
Age, year
Age, median (IQR),
year
French nationality
Do not speaking
French
Country of Birtha,b
France
European union
Outside European
union
Africa
Other
Education attainment
No diploma
Lower secondary
Upper secondary or
vocational
Don’t know or missing
Health insurance c,a
Length of homelessness,
<3 months
3–12 months
1–5 years
>5 years
Having change of
accommodation
during COVID-19
crisis, Yes
Having financial
resources
Having a working
situation
Tobacco consumption,
Yes
Alcohol (at least 3
glasses), Yes
Having at least one
comorbidity d
Psychiatric or
addiction
comorbidities
Having ever been
infected with the
COVID-19 virus, yes

Total N =
995

ETHOS 1
Living
rough N =
163

ETHOS 2
Emergency
shelters N =
406

ETHOS 8
Squats N
= 426

n (%) or
mean
(SD)

n (%) or
mean (SD)

n (%) or mean
(SD)

n (%) or
mean (SD)

286
(28.74%)
39.2
(14.2)
37.0
(21.0)
148
(14.98%)
435
(44.57%)

35
(21.47%)
40.4 (13.4)

57 (14.04%)

39 (20.5)

38.5 (22.7)

55
(33.95%)
44
(27.16%)

63 (15.59%)

194
(45.54%)
36.9
(12.8)
35.0
(20.0)
30
(7.11%)
275
(66.75%)

159
(16.03%)
179
(18.04%)
189
(19.05%)
420
(42.34%)
45
(4.54%)

68
(41.98%)
19
(11.73%)
19
(11.73%)
44
(27.16%)
12 (7.41%)

60 (14.81%)

21 (5.19%)

12
(2.82%)

473
(51.3%)
357
(38.72%)
92
(9.98%)

70
(46.98%)
62
(41.61%)
17
(11.41%)

158 (41.25%)

245
(62.82%)
117 (30%)

47 (12.27%)

28
(7.18%)

648
(67.08%)

98
(64.05%)

302 (76.65%)

248
(59.19%)

78
(8.12%)
193
(20.08%)
356
(37.04%)
334
(34.76%)
414
(41.6%)

7 (4.43%)

22 (5.45%)

33
(20.89%)
62
(39.24%)
56
(35.44%)
99
(66.00%)

111 (27.48%)

49
(12.28%)
49
(12.28%)
131
(32.83%)
170
(42.61%)
155
(37.80%)

577
(60.23%)
788
(82.25%)
514
(56.42%)
245
(24.62%)
476
(47.84%)
227
(22.81%)

104
(68.42%)
133
(87.5%)
116
(76.82%)
78
(51.66%)
93
(57.06%)
77
(47.24%)

227 (57.61%)

21 (2.8%)

0 (0%)

24 (5.9%)

41.3 (15.4)

116 (28.86%)

20 (4.94%)
30 (7.41%)
274 (67.65%)

178 (46.48%)

163 (40.35%)
108 (26.73%)
160 (41.13%)

343 (87.06%)
194 (51.05%)
86 (22.93%)
208 (51.23%)
85 (20.94%)

3.2. Qualitative results
Characteristics of the 14 interviewees are shown in Table 4. These
include ETHOS category, the time spent without housing, whether they
had been infected or not by COVID-19 prior to the interview, the po
tential presence of comorbidities and where the interview took place.
Participants were aged between 19 and 63 years old at the time of the
interview. The majority of respondents were men (11/14).
3.2.1. Self-reported compliance with protective measures

31
(7.29%)
140
(32.94%)
140
(32.94%)
102 (24%)

3.2.1.1. Structural difficulties in homeless shelters preventing the effective
application of protective measures. In shelters, protection resources were
made available to the people they accommodated. In addition, the teams
of social workers did their best to reorganize shelters, with fewer people
than usual, and rearrangement of the time and type of collective activ
ities. The sheltered people were sometimes able to choose to remain
isolated in their room or to stay only with the people they were used to
seeing.
“Did you manage to get out during lockdown during the day for a bit?
No no all day I stayed in the room.
As a precaution?
To go where ? When we say to stay at home, it is not normal to go out.
If you catch him outside and bring him here, it’s not good. You have to
protect yourself and protect others.
So you really followed all the instructions to the letter?
Yes.” (Hassan, emergency shelters).
Although protective resources were made available, control mea
sures were more difficult to apply, mainly because of the asylum-like
architecture of the centres and the concentration of people (almost
300 people living in the emergency accommodation centre where we
interviewed participants).
“I caught COVID-19 here. I don’t know. I’m very careful. Really
careful. I don’t share. I do my best. And I got it (…) There are lots of
people. I stayed here for a month and then I got it. There are several of us
here. We eat in just one room (…) There is no lockdown.
What do you mean?
There are 300 of us here. It’s better outside than in.
It’s safer outside?
That’s right (…)
So here with 300 people, do you think you are protected?
I think that there can’t be lockdown with 300 people (…)
Is it possible to stay at a distance here from other people?
That depends on who.
And there are also lots of door handles here.
Yes we see people working, cleaning, but you clean and 5 min later it
needs doing again.” (Aziz, emergency shelters).
“How do you think you caught it?
I don’t know how I caught it, but one thing’s for certain, I caught it
here. There are lots of people here and you don’t know who’s ill, who
isn’t ill (…) You know being shut in with 300 people!
How did you find being in lockdown with 300 people?
It was OK, I’m not someone who confronts other people. I don’t stay
with just anybody. I stay with 2, 3 or 4 people. But some people, they
know everyone and blah, blah, blah. It’s not easy. But 300 people isn’t
easy. For example, I think that the first time they found 6 people who
were positive for Corona. I think they spread the virus to each other. We

246
(59.71%)
312
(75.73%)
204
(53.68%)
47
(12.81%)
175
(41.08%)
65
(15.26%)
3 (0.7%)

SD: standard deviation.
*ETHOS: the European typology for homelessness and housing exclusion.
a
Missing data were less than 3% and were not reported.
b
“European Union” countries: Belgium, Bulgaria, Germany, Hungary, Italy,
Poland, Portugal, Romania, Czech Republic, Slovakia, and Spain. “Outside Eu
ropean Union” countries: Albania, Armenia, Bosnia, Croatia, Moldavia,
Montenegro, Serbia, Russia including Chechenia, and Ukraine.
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Table 3
Unmet healthcare needs, self-reported compliance with preventive measures, difficulties in access to resources (N = 995).
Total N =
995

ETHOS 1 Living
rough N = 163

Compliance with preventive measures
Wearing mask
684
89 (58.94%)
(71.92%)

Hand washing

Physical
distancing

Overall
compliance

710
(74.74%)

710
(74.89%)

749
(79.51%)

Access to financial resources
Reporting
744
financial
(76.62%)
difficulties since

96 (63.16%)

94 (62.25%)

88 (58.28%)

131 (82.39%)

ETHOS 2 Emergency
shelters N = 406

ETHOS 8 Squats
N = 426

P-value In Univariate
analysis

338 (86.45%)

257 (62.84%)

<0.0001

346 (88.72%)

268 (65.69%)

347 (88.75%)

269 (66.26%)

349 (89.72%)

312 (77.61%)

263 (66.41%)

350 (84.13%)

SARS-CoV-2
crisis
Reporting difficulties in getting access to primary resources
Water
277
60 (38.96%)
19 (4.79%)
(28.59%)

Food

Hygiene
products

Cleaning
products

465
(47.79%)

330
(34.92%)

286
(30.95%)

Unmet healthcare needs
About physical
160
health
(16.67%)

About mental
health

228
(23.77%)

93 (60.0%)

74 (49.01%)

52 (36.11%)

27 (17.65%)

50 (32.89%)

198 (47.37%)

96 (24.06%)

276 (65.87%)

31 (7.93%)

225 (55.83%)

20 (5.22%)

214 (53.9%)

84 (21.27%)

49 (11.89%)

109 (27.59%)

69 (16.75%)

6

<0.0001

<0.0001

<0.0001

0.0002

<0.0001

<0.0001

<0.0001

<0.0001

NS

<0.0001

Adjusted OR (95%CI)

ETHOS2
vs.1
ETHOS2
vs. 8
ETHOS8
vs.1
ETHOS2
vs.1
ETHOS2 vs.
8
ETHOS8
vs.1
ETHOS2
vs.1
ETHOS2
vs. 8
ETHOS8
vs.1
ETHOS2
vs.1
ETHOS2
vs. 8
ETHOS8
vs.1

4.10

(2.60–6.45)

2.94

(1.81–4.76)

1.40

(0.91–2.13)

4.03

(2.49–6.51)

3.12

(1.88–5.26)

1.29

(0.83–1.99)

4.21

(2.61–6.80)

2.94

(1.78–4.76)

1.43

(0.94–2.22)

5.93

(3.66–9.59)

2.04

(1.19–3.57)

2.90

(1.84–4.57)

ETHOS1
vs.2
ETHOS1
vs.8
ETHOS8
vs.2

2.08

(1.29–3.33)

0.85

(0.51–1.43)

2.43

(1.53–3.86)

ETHOS1
vs.2
ETHOS8
vs. 2
ETHOS8
vs.1
ETHOS1
vs.2
ETHOS8
vs. 2
ETHOS8
vs.1
ETHOS1 vs.
2
ETHOS8
vs. 2
ETHOS8
vs.1
ETHOS1
vs.2
ETHOS8 vs
2
ETHOS8
vs.1

14.31

(7.12–20.0)

17.43

(8.91–34.09)

1.31

(0.86–1.99)

4.34

(2.86–6.67)

4.71

(3.11–7.12)

1.08

(0.71–1.64)

11.11

(6.67–20.0)

11.87

(6.08–20.73)

1.04

(0.68–1.58)

10.00

(5.56–20.0)

17.51

(9.10–33.69)

1.74

(1.13–2.70)

ETHOS1 vs.
2
ETHOS 8
vs.1
ETHOS8
vs. 2
ETHOS2
vs.1
ETHOS2
vs.8
ETHOS1
vs. 8

0.82

(0.47–1.34)

0.61

(0.35–1.06)

0.50

(0.29–0.86)

0.70

(0.46–1.08)

1.96

(1.20–3.17)

2.78

(1.58–4.88)
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or is injured or anything, he doesn’t let us touch him, that’s good. He
keeps us safe anyway (…) [One day, after he got an injured lip] I said to
him, listen, look, take a tissue, a wipe, disinfect yourself, don’t drink
after us or don’t drink before us, don’t eat using our things and keep on
doing that until you get care. And he automatically knows that he’s not
allowed to touch us or anything else, and we don’t touch him. We are
safe, because we protect ourselves.
It’s true that he stays further apart than you, is that how you organise
yourselves?
Yes (…) we don’t know if he’s got hepatitis or something, he’s very
ill, that’s for sure. But as long as we don’t know if he’s got hepatitis, we
don’t drink after him or eat after him. It’s not being nasty to him, since
we also need to stay safe. Yes OK, there are microbes and everything, but
on top of that, if he’s ill, we’re careful.” (Florence, sleeping rough).
Data collected in the slums revealed particular attention being paid
to everyday hygiene conditions (maintenance of living quarters, of
common areas, cleaning items that were brought in from outside).
“Is there any water here?
Yes there’s water. There are toilets. There’s a bit of everything.
Everyone washes the floors every day. Three people clean the pavement
even outside. Someone else washes the outside dustbins.
Do you do that all the time?
Yes every day, every day. Every day the same things.
I mean did you do that even when there wasn’t coronavirus?
It’s three people today, three others tomorrow, each bedroom takes
turns. It’s the same thing for the toilets. One girl cleans in the morning,
another at lunchtime and another in the evening. We do that all the time.
How long has this cleaning been going on?
For a very long time. It’s been like this for over six months.” (Mar
iska, slums).

Table 4
Characteristics of the qualitative study participants (n = 14).
Living
conditions
according to
ETHOS
typology

Interview’s
number

Time
spent
without
housing

Prior
COVID19
Infection

Comorbidity

Gender

ETHOS 1
Sleeping
on the
street

Ali

3 months

NO

Male

Ahmad

18
months

NO

Saïd
Paul

2 months
192
months
(16
years)
48
months
180
months
(15
years)
72
months
6 months
3 months
18
months

NO
YES

Medical
history of
hepatitis
Severe
psychiatric
disorders
Asthma
Alcoholic;
Smoker;
Wound

NO

Asthma

Female

NO

Heart disease

Male

NO

None

Male

YES
YES
NO

Male
Male
Male

4 months
120
months
(10
years)
24
months
24
month

NO
NO

None
None
Dialysis
kidney
disease
Asthma
Multiple
comorbidities

NO

None

Male

NO

None

Female

Florence
Romain

ETHOS 2
Sleeping
in
homeless
shelter

ETHOS 8
Sleeping
in slums

Jo
Razzak
Aziz
Hassan
Adrien
Douchka

Aldo
Mariska

Male
Male
Male

Male
Female

3.2.2. Self-perceived health
3/14 qualitative participants reported prior COVID-19 infection and
two thirds (9/14) reported having at least one comorbidity.
Health: a constant concern for the homeless.
On the whole, we observed that the interviewees who were living
rough paid particular attention to their health. They were all, as much as
possible, very attentive to their health, to their personal hygiene and to
the hygiene of the place where they used to live.
“When you see me like this, I’m in the street. I’ve got a tooth brush,
I’ve got shaving-cream. I’ve left my suitcases somewhere. I only need a
change of clothes. I’ve got another pair of trousers and a shirt.
You always look immaculate.
Yes. And when I could afford it, I had the same things.” (Ahmad,
living rough).
“We always leave the place very clean, we use bin bags and every
thing, it’s spotless, and we’ve also got a toilet just next door, a private
toilet. I can go and have a wash, get changed and everything, but we still
keep the surroundings clean (…) Because they said to us, yes you’re
living without masks anyway, you don’t get healthcare here, I said, yes
we do, every day there are organisations that come, they take our
temperature each time.” (Florence, living rough).
Maintaining or improving existing state of health is primordial, for
themselves and even for their animals, if they have any:
“And your animals?
My babies, those are my babies. The Alsatian dog (…), I’ve got his
whole vaccination book and that, see here, at the beginning of the year,
he had his last shot, and now we’re going to get the little one sterilised
and get the other one chipped. That way, we’re able to manage all three
(…) We make them safe. We just want to protect them like us. (…) We
protect them and them, they protect us at night. That way we can sleep
just a tiny bit even if we don’t sleep for long.” (Florence, sleeping rough).
The vast majority of the interviews revealed that particular attention
was paid to the health of others. In other words, they did not focus solely
on their own health but also cared for others living in the same place.
This observation raises the question of the meaning of collective in this

ETHOS: the European typology for homelessness and housing exclusion.

were all shut in together here! I thought that we would catch it here.
That’s normal. I took 2 tests that were negative and the last one was
positive.” (Razzak, emergency shelters).
The people living in these centres regularly expressed the fact that
the close proximity induced by a high concentration of people living
together made it more than difficult to apply control measures, espe
cially social distancing.
3.2.1.2. A routine practice on the streets (ETHOS 1) and in slums (ETHOS
8). Observations differ for people living in streets or in slums. For all of
the people from streets and slums met during this study, access to water
and hygiene products was a daily struggle. However, relationships with
one another, conviviality and proximity were an everyday issue. The
following observations were made in this context.
Protective health measures were already in routine practice among
the homeless people we met, especially concerning the optimal orga
nisation of everyday health safety (remaining far enough away from
others, not getting too close, not drinking from the same bottle, etc.).
Some people were used to living with health problems that can quickly
deteriorate on the streets (such as wounds), but also with other people
who may suffer from infectious diseases (hepatitis, HIV, etc.). Not
drinking from the same bottle, not exchanging any everyday items that
come into bodily contact (touching the mouth, eyes, potentially infected
with blood from small wounds) are common practices.
“Us, on the streets, we’re used to staying at a distance. I’m never
chummy with other people. I always stay a good metre away from them.
He shows me an arm’s length. That really avoids violence and the rest.
There you go, that’s social distancing for me.” (Laurent, sleeping rough).
“Look, our friend has HIV, we know very well that if he cuts himself,
7
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population, and the taking into consideration of the network’s solidarity
in times of COVID-19 pandemic.

To note, not all slums and squats in Marseille have the same condi
tions of installation and organization. In one of the largest squats in the
city, two fires broke out within a few weeks apart.

3.2.3. Unmet needs related to health
Concerning the perception of the health hazard due to COVID-19,
data showed that homeless people had much more important prob
lems in their lives than the outbreak of this virus. COVID-19 was
effectively perceived as being an additional danger but it was directly
put into perspective by a regular experience of risk. Maintaining a living
place, access to stable and adequate accommodation, access to health
care, and access to food are subjects often considered to be key priorities
for self-preservation, and these health factors were clearly identified by
the people concerned. The people we interviewed had regular experi
ence of extremely violent trauma. They brought this trauma up with us
to put the risk of COVID-19 into perspective.
“Are you scared of coronavirus?
Oh no, no, me I’m not scared. We drank water in Chad. We took off
our helmet took a piece of string and put the helmet into the well to get
some water. There was very little water. We put purification tablets in it.
We drank the water. It was black, green, blue, any colour. Afterwards we
found corpses in it. We found bones, skulls and everything. The com
panies before us had thrown their dead bodies there. It was Libyans back
then.
So you’re not afraid of coronavirus!
Oh no, not scared. I picked up heads, feet. God only knows what I’ve
seen. If I told you everything, you wouldn’t sleep tonight. I prefer to
leave you be, it’s better.” (Ahmad, sleeping rough).
Having said that, while the virus is not a major concern, it remains a
risk factor for people with comorbidities, especially asthma, morbid
obesity, diabetes and high blood pressure.
“So finally are you scared of coronavirus or not?
It’s normal to be, it affects your morale. As well as not knowing
where I’m going to live and so on, there is Corona. It’s two-in-one:
coronavirus plus, when I get out of here, where will I go? (…) That’s
where we are, tomorrow they say “you’re leaving” well, you leave. But
where to? Outside and lockdown. Two-in-one.
That’s what worries you the most?
I’m asthmatic, I’m in danger. And if I get Corona I’ll die straight
away. Do you understand?” (Saïd, sleeping rough).
For the people who were locked down in emergency shelters, the
main concern was finding long-term accommodation. Homeless people
can be divided into those who want to live in accommodation, of any
type (“Now my priority is to find a room, and get back to work. That’s all
…“Ali) and those who have lost all hope of finding accommodation
fitting their demands, especially with regards to entry criteria for the
shelters (i.e., presence of animals, use of psychoactive substances,
irregular immigrants, lack of income), the period of allotment which
takes too long, or even conditions of hygiene and dignity in certain
centres.
“Do you know M. [One of the emergency centres4 in Marseille]?
Yes, I stayed there for two days, I left, it was Baghdad in there (…)
They should be ashamed, that shouldn’t exist (…) I slept there for one
day, I said this isn’t possible, there were 5, 6 of us with mattresses
everywhere, it’s not surprising people are ill. Me, I caught a fungal
infection, I caught body lice, fleas, products cost a lot, I hadn’t got the
money, I had to steal them (…) me I slept with my dog, it was cleaner in
the kennels.” (Romain, sleeping rough).
One of the major concerns for people living in slums is preserving
their living quarters, being worried about any information concerning a
potential eviction in which they would lose their essential goods and
resources, demanding considerable effort to replace them.
Today I’m accompanying the teams from the organisations (Médecins du
Monde and AMPIL – Humanitarian and social associations in Marseille)
on their rounds. The first conversations begin between the interpretors and the
inhabitants. Their main concern is a potential eviction from the slums. Field
book 24th June 2020.

3.2.3.1. Difficulties related to access to primary resources. The severe
impact of COVID-19 lockdown on living conditions of the most vulner
able populations.
3.2.3.1.1. Loss of income. For the majority of people interviewed in
this study, lockdown was directly associated with loss of employment
and therefore loss of a major part of their income.
“I did odd cooking jobs before lockdown. Seeing as everything is
shut, we’re all out of a job now. Since these jobs were undeclared, well
now we’re all left with nothing.
Was it lockdown that caused you to stop working?
It stopped dead my job. I was working evenings in a snack bar (…) It
shut for lockdown. Now we’re out of lockdown, but it’s still shut. (…) I
went back there yesterday, it’s opening again just doing take-away. But
he’s not employing anyone else because he can manage on his own.”
(Ali, sleeping rough).
For others, whose daily income was from begging, lockdown also
coincided with a loss of income:
“How was begging during lockdown? Did you get as much?
No, it’s got better now in the past week, fortnight, but at the
beginning it was really hard.” (Florence, sleeping rough).
For some, lockdown coincided directly with being thrown out on the
streets and the start of being homeless.
“You tried to stay with some friends but the friends didn’t answer?
They weren’t my friends, some people in Algeria told me to go to see
these people for help. I went there for 15 days then I had an asthma
attack and they were afraid it was coronavirus.
When did they throw you out?
At the beginning of lockdown. Three weeks into lockdown. I spent
three days outside then I went to see Médecins Du Monde {Doctor of the
World NGO}.” (Saïd, sleeping rough).
This latter interviewee described how lockdown created or worsened
insecure living conditions. In addition, lockdown brought to light pop
ulations who are invisible in ordinary contexts. Outreach teams
discovered new categories of people who, in ordinary times, are not
accompanied by social workers. These new homeless service users had
different stories to tell according to their living place. For instance, some
people living temporarily with family/friends (i.e., living in conven
tional housing but not the usual or place of residence due to lack of
housing, ETHOS 8.1 category) had to leave their insecure accommoda
tion and to daily alternate between public places and emergency shel
ters. Other people had to leave institutions even during lockdown.
Notably, the French Ministry of Justice chose to release people at the end
of their prison sentence, i.e. around 13,500 throughout France. Finally,
people who managed to stay in housing thanks to undeclared incomegenerating activities found themselves without any resources and
were among the newcomers in the public space (i.e. sleeping rough or
needing community aid services).
2.4.2. Difficulties in access to essential resources. Access to food and
hygiene products was a major challenge for the most vulnerable people
during lockdown. During this period, homeless people received less
support from citizens (individuals staying at home, closed stores or
restaurants), and the organisation of local social actions was restruc
tured for several weeks. As a consequence, access to everyday consumer
products (particularly food assistance and hygiene products) was
reduced for the most vulnerable people. However, the situation was not
the same for all of the people interviewed. The main differences were
due to the solidity of solidarity networks and people’s knowledge of food
aid distribution networks. For the people who had long abandoned the
idea of finding adequate housing and who had therefore settled into a
life of homelessness, solidarity networks are solidly established
8

C. Allaria et al.

SSM - Population Health 15 (2021) 100829

In other forms of housing organization, whether makeshift ar
rangements in public space or squats and slums, the study showed that
while people were much more free to choose their contacts (in terms of
frequency and levels of proximity, in particular), access to health pro
tection resources was quite insufficient (in particular water and hygiene
products). Just as access to water and hygiene products are major ele
ments of public health, an inventory of existing infrastructures must be
placed at the centre of attention of public policies in terms of access to
healthcare.
Interestingly, our quantitative data extended our qualitative findings
by pointing to health as a constant concern for homeless people living
rough that may explain the differences regarding compliance with
protective measures among participants from different ETHOS cate
gories. In France, a study among 3741 homeless adults living in cities of
20,000 or more inhabitants and attending emergency shelters or food
distribution services, reported an estimate of 85% of them having con
sulted in general practitioner’ offices within the previous 12 months
(Moisy, 2015). Over the same period of time, 94% of the general pop
ulation consulted a doctor during the year (Statista, 2013). To note,
these studies did not distinguish between homeless people attending
shelters and those living rough. Markedly, self-perceived health (phys
ical and mental) was a determinant associated with healthcare service
utilisation, as in other studies (Loubière et al., 2020). As alluded to by
Gardella et al. health appears to be an asset to be preserved in order to
carry on with projects of integration, or as a level to be reached, the first
stepping-stone to “pull through”, i.e. to find a job and accommodation
(Gardella et al., 2008, p. 39). And our qualitative findings suggest that
the repeated experience of major traumas (such as the biographical
factors which led to their lack of individual accommodation or the daily
struggle to keep their make-shift housing) contributes to nourishing a
survival process, as described by Pichon (Pichon, 1996).
Our qualitative study shows that homeless people maintained
maximum self-care practices in unsanitary spaces, and this was partic
ularly true for the interviewees from streets and slums, corroborating
previous studies on this subject. Indeed, Leibler and colleagues showed
that “hygiene behaviors among people experiencing homelessness likely
reflect the availability of sanitation facilities, perception as to the safety
or usability of these facilities, as well as personal practices” (Leibler
et al., 2017, p. 7). Stolte and Hodgetts described this preserved personal
practices, referring to a system of integrated tactics that is enriched daily
and that allows homeless people to alter or retexture particular places to
better meet their health needs (Stolte & Hodgetts, 2015). Recently,
Corburn and colleagues provided an overview of what have been
learned from earlier pandemics such as HIV and Ebola outbreaks in
slums (Corburn et al., 2020). They reported already observed skills by
slum residents in developing innovative ideas about how to improve
hygiene and well being following Ebola epidemics. In the current
COVID-19 crisis, and despite deterioration in living conditions during
lockdown, homeless people have organized their health risk reduction
practices as much as possible. The salient points of this study, once this
first level of knowledge has been acquired, therefore remains both the
provision of protection resources and, at the same time, access to pro
tection resources.
Our study confirms the severe impact of the crisis on financial in
comes in this population, whereas prior research indicates that main
taining the little financial income that homeless people possess is a
determinant factor in restoring their skills (Toro et al., 1995). The loss of
income issue was analysed in the general French population from the
first days of lockdown to its end (mid-May 2020) (INSERM, 2020), and
results showed that the proportion of people in financial difficulty rose
from 11.7% to 14.8% due to lockdown, or even 24.6% if one includes
those with a declared bank overdraft. However, after three weeks of
lockdown, 34.3% of people in financial difficulty due to lockdown suf
fered from anxiety-depressive disorders, versus 20% of those who did
not have such difficulties. Our quantitative results showed that 77% of
the homeless participants reported that they encountered significant

throughout the year, summer and winter alike. Some people who are
anchored to being homeless have even set up networks of redistribution
of food according to what they can pick up and the people they meet
during the day.
“For food, there are the mobile social rounds, sometimes I’ll get four bags
of food. I redistribute them, every time I see the mobile teams I tell them
I’m your redistribution assistant (…) As soon as I see a bloke, who hasn’t
got much, I say, here, take this, there’s some cheese, some other things,
some pepper.” (Paul, rough sleeping)
“We also need to eat a bit, people give us things, it’s true that there are
things we can’t eat. But we make other people happy, because we collect
it, if there’s someone who hasn’t got anything, we give it to them, we make
them happy and they accept, it suits everyone instead of filling the bins
with stuff, we give it to people. There we can pick up brioches, we’ll meet a
friend or a woman, we’ll give it to them, with a child, we’ll give it to them.
But no, it’s OK, we get by.” (Florence, rough sleeping)
It seems as though this population living rough suffered less from
lockdown with regards to food compared to their counterparts in slums,
even more for allophone populations who have little understanding of
the organisation of support services. As for people who had recently
become homeless, they had more difficulty getting access to food, as was
reported several times during lockdown by the organisations providing
support for the most vulnerable.
For certain families living in slums, social and medico-social orga
nisations distributed food vouchers, which enabled them to get essential
goods (food, baby hygiene products or female hygiene products,
cleaning products in the health context of COVID-19).
“He was able to buy food and nappies for his baby using vouchers. He
doesn’t get any welfare benefit. It was very difficult for him to find food
because of the travel restrictions, the lack of money.” (Aldo, slums), via
an interpreter.
To note, and contrary to participants living rough or in slums, people
living in homeless shelters had regular access to food and hygiene
products in the shelters that remained open.
4. Discussion
This mixed-methods approach study of homeless people living in
Marseille, a high-density urban area, set out to describe the selfperceived health and protective measures linked to COVID-19 in this
extremely vulnerable population, and to assess which kinds of resources
they brought into practice to address the COVID-19 pandemic. The study
identified intersections between the quantitative results and the quali
tative findings, which both enlighten daily experiences of the COVID-19
outbreak in the context of homelessness.
We found apparently divergent findings in the quantitative and
qualitative results regarding the implementation of protective measures
against the COVID-19 infection. In the quantitative survey, 88% of
people sheltered in collective accommodations reported good compli
ance in maintaining physical distancing. At the same time, all of the
interviewees living in the same collective accommodation highlighted
the difficulties to protect themselves from COVID-19 in view of the high
density in these accommodations and their asylum organisations: groups
forming at different times in the building (coffee, line-ups for the
canteen, etc.), physical items in the building being touched permanently
(door handles, furniture, common TV rooms). Effectively, we observed
statistically higher rates of infection in emergency shelters in our sero
prevalence study (Loubière et al., 2021), consistent with other studies in
emergency shelters (Dubost et al., 2020; Kirby, 2020). In spite of a good
application of barrier measures in emergency shelters, the density and
organization of such places do not permit the protection of the people
accommodated from COVID-19, as was correctly perceived by
interviewees.
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financial difficulties during lockdown, with people living rough, in
squats or slums being twice more at risk of facing financial difficulties
since the COVID-19 outbreak. Our interviewees also acknowledged the
impact of lockdown on their financial resources. For example, the
collection and sale of iron was one of the most common sources of in
come in the slums, a non-declared activity that suddenly stopped with
lockdown. Distributions of service vouchers were often the only source
of income for accessing food and hygiene products for people living
rough or in slums/squats. The lockdown of the general population
severely impacted the survival systems of the populations furthest from
housing, with alarming rates of people without access to water or food.
If the COVID-19 pandemic exacerbated the economic vulnerability of
the most insecure populations, we show that there were marked dif
ferences between accomodations categories in the levels of difficulty in
accessing essential resources. In our quantitative data, participants who
had recently become homeless (i.e. < 3 months), and those who had
spent more than 5 years homeless, reported more difficulty getting ac
cess to food (53% and 56% respectively, compared to 37% and 44% for
those with 3–12 months or 1–5 years of being homeless; p < 0.001). This
latter proportion increased to 75% of recently homeless participants
among the subgroup of people living rough or in slums (ETHOS1 and
ETHOS8, respectively). This observation was reported many times
during lockdown by the humanitarian organisations providing support
for the most vulnerable (Mesa Vieira et al., 2020). One can hypothesize
that the issue of understanding the French language would be a deter
mining factor in getting help to find food assistance (Algert et al., 2006;
Martin-Fernandez et al., 2018). Among the COVIDHomeless cohort, one
half of the people who became homeless recently or people with long
periods of homelessness were allophone. Especially for homeless new
comers who faced language barriers, whether or not this was associated
with a different culture, solidarity networks were practically
non-existent or limited (Bingham et al., 2019).
The small number of interviewees is the main limitation of this study.
Saturation for the research question was reached after 14 interviews,
and was confirmed by an important observation time and other informal
non-transcribed conversations. Participants’ experiences of risk and
protective measures were more similar in slums due to the importance of
the community, than in streets where more interviews were necessary to
account for the heterogeneity of the experiences of people living there.
Moreover, pathways in housing are much more complex than ETHOS
categories, which reflect a situation at a given time, whereas homeless
people often move from category to another over time. The ‘perme
ability’ between homeless types of accommodation, or ETHOS cate
gories is attested by the paths of the interviewees since all of whom had
already experienced each of the 3 living conditions (street, emergency
shelter, and squat/slum). These periods of homelessness even alternate
with times when people are hosted by someone, travel or go to in
stitutions like hospital or jail. Interpretation via ETHOS categories
therefore has its limits, even if the study period was peculiar, with less
mobility due to the government measures mentioned in the
introduction.
The mixed-method approach provides a richer view of our research
question and is the main strength of this study. Semi-structured in
terviews explored in-depth the means of the verbatim to reveal the
participant’s own voice; while interviewer-administered questionnaires
are not able to correctly capture the part of the answer which reflects the
participant’s own individual practice or self-perception of good practice
in such situations (DeJonckheere & Vaughn, 2019). Quantitative anal
ysis of a large number of questionnaires improves the quality of the
conclusions, as well as the qualitative researcher’s former knowledge of
this particular fieldwork.
The capability model seems interesting to use to report our results.
According to this framework, capabilities, i.e. the effective freedom to
be and to do, correspond to the intersection between the person’s in
ternal resources, those that allow him/her to make choices, and the
external resources provided by society (Sen, 2010). In our study,

everyone’s internal health-related resources appeared to be well
developed, with an interest, skills and know-how to stay as healthy as
possible. However, we found lots of obstacles facing the capabilities of
homeless people, depending on their living locations. 1) For people
living in slums or on the streets, internal resources found greater latitude
to express themselves, and a number of choices remained possible to
protect oneself, such as the frequency and level of proximity of contacts,
in particular, or making their own makeshift arrangements. On the other
hand, at the level of external resources, there was a serious lack of basic
goods such as water or food, aggravated by the lockdown and social
crisis. 2) For people in emergency shelters, external resources of basic
essentials were more often available, but people’s choices were more
often limited by the organization of the accommodation. We have shown
that people in emergency shelters were much more at risk of infection
than in the street or slums (Loubière et al., 2020, 2021), despite sus
tained attention to compliance with barrier measures. Briefly, none of
the places and lifestyles studied were favourable to health. Collective
shelters because they restricted people’s choices, slums and street life
because basic resources were not available.
Other studies have used the capacity framework to address home
lessness (e.g. Batterham, 2019; Nicholls, 2010; O’Shaughnessy et al.,
2020). All of them described the impact of no longer having a home on
many of the 10 central functions described by Nussbaum (Nussbaum,
2012, pp. 55-57). McNaughton Nicholls and O’Shaughnessy even
assumed that housing is more than a material resource, and rather a key
enabling or constraining force for all the functions required for a “well
lived” life (Nicholls, 2010; O’Shaughnessy et al., 2020). By making
people stay at home for lockdown, some governments themselves
revealed the fact that access to housing is a major social determinant of
health.
Far from being reduced to the sole absence of housing (Jouve &
Pichon, 2015), homelessness, taken in its complexity, requires very great
attention from the public authorities. This study shows that a health risk
such as the COVID-19 epidemic can be contextualized, or even relativ
ized, among the risks of homeless life, starting with the lack of real
opportunity to access a space, an adapted and secure life. The uncer
tainty relating to the length of stay in accommodation, the uncertainty
relating to the possible eviction from a slum, the uncertainty relating to
the possibilities of social support to obtain administrative rights is
maintained by the emergency logics with which the public authorities
manage the field of social action (Cefaï & Gardella, 2011; Damon, 2002;
Jouve & Pichon, 2015).
5. Conclusion
This study contributes to a better understanding of the issues at stake
and the experience of the homeless in COVID-19 context. It shows the
issues faced by the homeless that were exacerbated by the political
health crisis, namely the lack of housing, but also the amount of expe
rience and the capacity of homeless people to adapt to a new health
issue. People without housing mobilise, as much as possible, daily
practices to stay in decent conditions, but the available resources are not
yet sufficient. The current episode shows how the fundamental needs
have been previously misjudged, or even disregarded. A better under
standing of the most precarious people’s needs in a society is one of the
constitutive elements of democratic governance. This study raises the
question of a sustainable and holistic approach towards the needs of
homeless people in a particular health context.
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la Fondation Abbé Pierre. https://www.fondation-abbe-pierre.fr/actualites/pres-de300-000-personnes-sans-domicile-en-france.
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