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Abstract  

Background 

Little research has examined how pandemics affect residents in under-resourced communities. 
This study investigated how COVID-19 and lockdown policies affected residents of Alexandra, 
one of Johannesburg, South Africa’s lowest-income townships. 

Methods 

We conducted a telephone survey May 11–22, 2020, while the lockdown and alcohol ban were 
in effect, of a spatially stratified sample of 353 adult Alexandra residents drawn randomly from 
voter registration, credit card application, and prior studies’ sampling frames. We examined 
economic consequences; health experiences, including COVID-19 exposure and mental health 
symptoms; alcohol use; and personal experiences with violence. 

Results 

Respondents were aged 18 to 89 and 47% female. About 70% of those employed before the 
lockdown were no longer working. Over half of households lost at least one source of income. 
About 50% of respondents reported stockpiling food. A majority reported price rises and 
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declines in availability of food. Smaller percentages reported such changes for other items. 
Over 80% reported stress or anxiety, or depression due to the pandemic. The prevalence of 
past-week alcohol use fell from over 50% before the lockdown to less than 10% during the 
lockdown. Self-reported physical violence victimization increased. 

Discussion 

COVID-19 and the lockdown disrupted Alexandra residents’ lives through unemployment, lost 
income, mental health problems, and increased violence. The differences between these 
outcomes and those in more advantaged communities deserve investigation. Research should 
also seek to identify tailored responses to effectively address the challenges of marginalized 
communities that often have limited resources to deal with pandemics and policies to contain 
them.  
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Background 

The COVID-19 pandemic has taken a substantial toll worldwide in morbidity, mortality, and 
social and economic disruption. After the first confirmed case in early March 2020, South 
Africa instituted a strong policy response to curtail the epidemic’s spread. By March 15, a 
national state of disaster was declared that included a travel ban, social distancing, and the 
closure of schools and universities. Eight days later, President Ramaphosa announced a 
national lockdown that took effect on March 26 and required all but essential workers to stay 
at home and to leave only to access health care or buy essential items (South African News 
Agency, 2020, March 23). Nationwide, alcoholic beverage sales were banned from March 26 
through May 31, and again from mid-July to mid-August (Reuter et al., 2020). Lockdown 
enforcement was vigorous, with more than 300,000 arrests of violators by June (Waterworth 
& Chemaly, 2020, August 15). 

While the first alcohol ban was in place in South Africa, indicators of alcohol-related harm 
suggest that it was accompanied by reductions in alcohol-attributable hospital admissions, 
contact crimes (e.g., murder, rape, assault), and injury deaths (Voices360, 2020, May 5). A 
study of trauma cases in the emergency center of a large, rural regional hospital found that the 
volume of patients treated for assaults, road crash injuries, and other injuries declined 
dramatically (56–60%) from February (pre-pandemic) to April (post-pandemic) of 2020 
(Reuter et al., 2020). The reductions persisted even after the alcohol ban was lifted (Venter et 
al., 2021). 

Despite the potential benefits of containing the spread of the coronavirus and possible 
reductions in crime and trauma requiring medical care, highly restrictive policies such as 
lockdowns may be burdensome, particularly for residents of low- and middle-income countries 
(Obasa et al., 2020). Stay-at-home orders may make it impossible for lower-wage workers to 
perform their jobs, thus causing economic hardships especially for families that are already 
economically disadvantaged. In addition, reduced access to food and other essential 
commodities along with price increases associated with COVID-19 policies may 
disproportionally affect such families (Paslakis et al., 2021). One study of nine countries in 
Africa conducted during the COVID-19 pandemic found that female-headed households, the 
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poor, and those with less formal education appeared to suffer the most in terms of food 
insecurity (Dasgupta & Robinson, 2021). Additionally, the diversion of resources to fight a 
pandemic may strain health care resources that are particularly critical to vulnerable 
populations (e.g., maternal and child health services). For example, using data spanning 
January 1, 2018, through July 31, 2020, from 65 primary care clinics in KwaZulu-Natal 
province, South Africa, investigators found that HIV testing decreased by 47.6% by April 2020 
(Dorward et al., 2021). Additionally, the median number of initiations of antiretroviral therapy 
decreased from a median of 571 per week pre-lockdown to 375 per week post-lockdown. The 
reduction occurred immediately, with an estimated 46.2% decrease in the first week of the 
lockdown. Pandemics such as COVID-19 and the attendant shifts in health care resources that 
may be implemented to contain them may negatively affect diagnosis and the continuity of care 
for other health issues, resulting in increased non-COVID-19 morbidity and mortality, 
especially among at-risk populations (Blumberg et al., 2020). Some have argued that the early 
and extensive lockdown in South Africa benefitted health service preparedness for handling 
COVID-19 cases, but had deleterious effects on tuberculosis and vaccine programs, as well as 
HIV treatment (Kaswa, 2021; Madhi et al., 2020). 

Studies of the effects of disasters have repeatedly found adverse effects on emotional distress 
and mental health outcomes (Pfefferbaum & North, 2020). In a study of COVID-19-related 
stressors and mental health among a self-selected sample of South Africans who were of higher 
SES and education, De Man et al. (2022) found that 46.0% of respondents reported anxiety and 
47.2% reported experiencing depression. In addition to anxiety and depression, the 
circumstances associated with pandemics (e.g., social isolation, economic loss, inadequate 
food supplies) may also lead to increases in stress, boredom, irritability, confusion, substance 
use, and domestic violence (Brooks et al., 2020; Galea et al., 2020; Pfefferbaum & North, 2020; 
Wu et al., 2008). These emotional and psychological effects may last beyond the pandemic 
(Liu et al., 2012). Although physical and mental health problems may be common during public 
health disasters such as the COVID-19 pandemic, those with relatively few resources, and 
particularly a low income, may find it more difficult to cope with pandemic-related 
circumstances and experience more negative outcomes. 

To investigate the effects of the pandemic and the associated lockdown in a vulnerable 
community, we conducted a cross-sectional telephone survey of residents in Alexandra 
Township within Johannesburg, South Africa. The purpose of the survey was to investigate 
broadly how the pandemic affected the lives of Alexandra residents. In contrast to nearby 
upper-class suburbs, Alexandra is one of the poorest urban areas in South Africa, with families 
often living in densely clustered “shacks” which average nine square meters floor space and 
often house families of three or more. Our survey asked residents about preparations they made 
before the lockdown, access to food and other supplies, employment and economic 
repercussions, and pandemic-related outcomes, including COVID-19 infection, mental health, 
alcohol use, and experiences with violence during the lockdown. 

Methods 

Sample and Procedures 

Sampling 

To create the sampling frame, Social Surveys Africa (SSA) merged two databases. One 
comprised cell phone numbers of Alexandra residents from voter rolls and credit application 
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data; the other included residents who had participated in previous studies and had given 
permission to be recontacted about future studies. These two datasets yielded 2386 cell phone 
numbers. SSA previously segmented Alexandra into a community tapestry of 143 “Small Area 
Layers” (SALs), spatial sampling units defined and categorized by Statistics South Africa into 
statistically derived community clusters based on level of infrastructure, socioeconomic status, 
and inequality (Russell, 2018). SSA randomly selected 85 SALs as targets for the telephone 
interviews. They interviewed a maximum of 15 respondents from any given cluster. Quota 
sampling, based on age and gender, was used to achieve the targeted sample size. Up to five 
call attempts were made to each number. 

Survey Procedures 

Interviewers called cell phone numbers and, after a brief introduction, screened the person who 
answered for eligibility. Inclusion criteria for respondents were being at least 18 years of age, 
residing in a targeted community cluster of Alexandra both before and during the lockdown, 
and being able to charge their cell phone without having to leave their residence so that survey 
participation would not encourage violating stay-at-home orders. After establishing eligibility, 
the interviewer described the study and administered an informed consent script and then the 
survey. The survey instrument was available in three main languages: English, IsiZulu, and 
Southern Sotho. PIRE/HBSA Institutional Review Board (FWA00003078) approved all study 
procedures. We conducted the survey during the period of May 11–22, 2020, while the national 
lockdown (with orders to stay at home except to access health care and buy essential items) 
and the first of two successive alcohol bans were in effect in South Africa. 

Completion Rates 

To achieve the targeted 350 completed interviews, interviewers attempted calls to 741 
randomly selected cell phone numbers, of which 205 were out of service/not owned. Of the 
remaining 536 numbers, 127 were ineligible because the individuals reached did not live in 
Alexandra prior to the lockdown and 51 either declined to talk to the interviewer or otherwise 
refused to participate. Five interviews were not used because they were incomplete. Interviews 
were completed with 353 respondents, who represented 86% of the total of 409 adults who 
were successfully reached and found to be eligible to participate. Of the survey’s 353 
respondents, 269 (76.2%) were recruited from the voter roll/credit application database and 84 
(23.8%) were recruited from past studies. 

Measures 

Measures used in this study included (a) sociodemographic information, (b) COVID-19-related 
economic experiences, (c) COVID-19-related health experiences, (d) alcohol, and (e) violence. 
Appendix A displays the survey items. 

Sociodemographics 

Respondents were asked their age (recorded as number of years); sex (male, female, something 
else); highest level of education completed (open-ended and coded as no formal education, 1-
year increments from grades 1 through 12, some tertiary education [college/university], 
completed tertiary education, post-university education); perceived socioeconomic status (how 
rich or poor respondents considered their families to be compared to others in South Africa, 
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answered on a 7-point scale from rich to poor); and type of housing (formal house, formal 
backyard, informal backyard, or informal settlement). 

Employment 

A series of questions (yes/no) regarding employment and income asked respondents (a) if they 
were employed before the lockdown, (b) if they were working during the lockdown, (c) if they 
or anyone else in the household traveled to and from work during the lockdown, and (d) if 
anyone in their household lost a source of income because of the lockdown. 

Stockpiling 

Information about stockpiling of supplies before the lockdown was assessed with a multipart 
question asking if they stocked up on (a) fruits and vegetables, (b) other food, (c) drinking 
water, (d) alcoholic beverages, (e) cigarettes, (f) marijuana or other recreational drugs, (g) 
pharmacy items, and (h) cooking fuel. 

Price and Availability of Supplies 

Two multipart items asked respondents (yes/no) if the lockdown had made it more difficult to 
locate each of the eight supplies and if it had raised the prices for them. 

COVID-19 Exposure 

Participants were asked whether (yes/no) (a) they knew from a medical diagnosis or thought 
that they had had the coronavirus, (b) they self-quarantined at any time during the lockdown, 
and (c) thought they had been exposed to someone who probably had coronavirus. 

Shelter in Place 

Respondents also reported how often during the past week they had left the home where they 
were sleeping (3 or more times a day, once or twice a day, every 2 or 3 days, once or twice, not 
at all). 

Mental Health 

To assess mental health during the pandemic and lockdown, respondents were asked two 
questions about how often in the past week because of the coronavirus they felt: (a) anxious or 
stressed, and (b) depressed (never, some of the time, most of the time, all of the time). These 
items were dichotomized (yes/no). Similar single-item indicators have good reliability and 
validity and show good agreement with longer tests (Williams & Smith, 2019; Young et al., 
2015; Zimmerman et al., 2006). 

Alcohol Use 

Respondents were asked (a) whether they had had a whole drink of any alcoholic beverage 
(beer, wine, liquor, or spirits, either commercially produced or homemade) in the past 
12 months (yes/no), (b) frequency of drinking (0–7 days) in the past week and the week before 
the coronavirus lockdown, and (c) frequency of heavy episodic drinking (at least 5 whole drinks 
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in a 2-h period) during the past week as well as the week before the coronavirus lockdown (0–
7 days). 

Alcohol Access 

A multipart item was used to obtain information on respondents’ sources of alcohol during the 
lockdown. Those who had drunk alcohol in the past week were asked which of the following 
sources they used to get alcohol (yes/no): (a) purchased stock at home, (b) family’s homebrew, 
(c) someone else’s homebrew, (d) for free at someone else’s home or a party, (e) at a bar, 
tavern, shebeen, or club, (f) at a restaurant, (g) from a store that sells alcohol, and (h) on the 
black market. 

Enforcement of Alcohol Policies 

To assess perceptions of enforcement of the alcohol ban, respondents were asked how likely 
(very likely, somewhat likely, somewhat unlikely, very unlikely) they thought (a) an adult 
drinking an alcoholic beverage in a public place would be stopped by police, (b) a bar or 
restaurant selling alcohol for on-premises consumption would be stopped by the police, and (c) 
a bar or restaurant selling alcohol for takeaway would be stopped by the police. 

Violence Experiences 

Respondents were asked about their involvement as either as a victim or a perpetrator in 
physical violence and sexual violence. Specifically, to assess physical violence they were asked 
(yes/no) whether (a) anyone, age 12 or over, in the Johannesburg area, got violent (hit, punched, 
kicked, slapped, drew a weapon on, or intentionally injured) with them in the past week 
(victimization) and (b) they were violent with someone else in the past week (perpetration). 
Sexual violence victimization was assessed by asking whether (c) anyone sexually touched, 
fondled, grabbed, or kissed them against their will in the past week and (d) anyone had forced 
or tried to force them to have vaginal, oral, or anal sex against their will. Parallel items 
addressed sexual violence perpetration by asking whether they had engaged in either of these 
behaviors toward others. 

To estimate violence levels in Alexandra pre-COVID-19, we used unpublished data from a 
household survey with a random quota sample of 1484 Alexandra adults that we conducted 
with a 92.4% response rate in November 2018 (Miller et al., 2019). That survey used the same 
violence descriptions to ascertain victimization and perpetration frequency in December 2017 
through November 2018. Although both surveys were conducted in the same township, given 
its population size (with varying estimates from 179,624 to upwards of 700,000; 
http://www.statssa.gov.za/?page_id=4286&id=11305), we believe the likelihood of 
respondents participating in both surveys is very small. 

Analysis 

We conducted all analyses using SPSS version 27. All analyses used data weighted by sex and 
age groups based on the 2011 Census to approximate the population. The primary analyses 
consisted of descriptive statistics (percentages and 95% confidence intervals) providing 
estimates of the extent to which participants had experienced lockdown-related outcomes. 
Comparisons across age, sex, and employment groups were conducted using Pearson’s chi-
square tests. Finally, z-tests were used to explore differences in rates of experiencing violence 
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during the lockdown compared with population estimates obtained from a 2018 survey 
conducted in Alexandra. 

Results 

Sample Characteristics 

Participants ranged in age from 18 to 89 (mean age = 36.7; SD = 14.2); 53.0% identified as 
male, 46.7% as female, and 0.3% as other. In terms of highest level of education, 1.3% had no 
formal education, 2.9% completed some primary school, 1.8% completed primary school, 
23.1% completed some secondary school, 45.2% completed secondary school, 10.4% had 
some university, 11.6% completed university, and 3.7% had some post-university education. 
With respect to living situation, 56.0% reported living in a formal house, 21.0% in a formal 
backyard dwelling, 13.2% in an informal backyard dwelling, and 9.7% in an informal 
settlement. For perceived socioeconomic status, 15.7% reported being above average, 37.6% 
about average, and 46.7% below average. 

Economic Experiences 

Employment 

A great majority (70.1%, 95% CI = 64.1, 76.1) of respondents who were employed before the 
lockdown were unemployed during the lockdown. Someone other than the respondent was 
working in only 28.2% (95% CI = 23.5, 32.9) of households during the lockdown and over half 
(54.8%, 95% CI = 49.6, 60.0) of households had lost at least one source of income. 

Stockpiling 

More than four in 10 households stocked up on fruits and vegetables (43.9%) as well as other 
food items (47.8%) shortly before the lockdown went into effect (Table 1). Over half (52.0%) 
reported stocking up on any food products. Nearly one quarter (24.9%) stocked up on pharmacy 
items. Stocking up on recreational drugs (1.3%), alcohol (5.7%), or cigarettes (5.6%) was less 
common. Respectively, 8.0% and 13.8% of households stockpiled drinking water and cooking 
fuel. 

Prices and Availability of Supplies 

Overall, 77.3% of households reported that fruit and vegetables or other food prices rose during 
the lockdown and 70.8% reported decreased availability of food (Table 1). Similarly, 
significant proportions reported higher prices (24.9% and 32.6%, respectively) for and 
decreased access (43.2% and 41.1%, respectively) to alcohol and cigarettes; 13.2% reported 
increased prices for marijuana or other recreational drugs. Over a quarter reported that cooking 
fuel (26.8%) and pharmacy items (29.5%) were more expensive during the lockdown and about 
a quarter reported difficulty accessing cooking fuel (20.6%) and pharmacy items (24.9%). In 
contrast, only 9.0% reported that drinking water price increased and 9.3% that availability of 
drinking water was affected. 
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Table 1. Percentage (95% CI) of Alexandria respondents reporting lockdown-related stocking up, price 
increases, and difficulty locating suppliesa 

 

a Analyses based on weighted data and include “yes,” “no,” and “don’t know” as valid responses to 
questions. bFruits and vegetables or other food items 

Health Experiences 

COVID-19 Exposure 

Overall, 14 (3.7%, 95% CI = 1.9, 5.9) of respondents reported that they either believed or knew 
from a medical diagnosis that they had been infected with the coronavirus. All of these 
respondents reported that they self-quarantined. None of them thought they had been exposed 
to someone who probably had the virus, but seven reported leaving the house at least daily and 
eight reported they or another member of the household traveled to and from work during the 
lockdown. 

Shelter in Place 

Across all households, 28.9% (95% CI = 24.2, 33.6) included a household member who was 
traveling to and from work during the lockdown. During the week prior to the interview, 20.1% 
(95% CI = 15.9, 24.3) reported that they had not left their residence, 37.1% (95% CI = 32.1, 
43.1) that they had left it once or twice, 11.5% (95% CI = 8.2, 14.8) that they had left every 2 
or 3 days, 12.8% (95% CI = 9.3, 16.3) that they left once or twice a day, and 16.3% (95% 
CI = 12.4, 20.2) that they had left three or more times daily. 

Mental Health 

A substantial percentage (82.0%) of respondents said they had felt anxious or stressed because 
of the coronavirus and 66.4% reported that they felt depressed (Table 2). Altogether, 86.3% 
reported feeling either depressed or anxious/stressed and 62.1% felt both depressed and 
anxious/stressed. Men and women did not differ significantly in their likelihood of responding 
affirmatively to any of these measures. Older respondents were less likely to report 
experiencing anxiety/stress or either anxiety/stress or depression (Table 3) but did not differ 
significantly from the other age groups on either of the other mental health indictors. Among 
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those who were employed prior to the lockdown, job loss during the lockdown was not 
significantly related to any of the mental health indicators (Table 4). 

Table 2. Percentage (95% CI) of Alexandra respondents reporting feeling anxious or stressed or 
depressed in the past week because of the lockdown by sexa 

 

 
 
a Analyses based on weighted data and include “yes,” “no,” and “don’t know” as valid responses to 
questions on depression and anxiety/stress 
 
Table 3. Percentage (95% CI) of Alexandra respondents reporting feeling anxious/stressed or depressed 
in the past week by age groupa 

 

 
 
a Analyses based on weighted data and include “yes,” “no,” and “don’t know” as valid responses to 
questions on depression and anxiety/stress 
 
Table 4. Percentage (95% CI) of Alexandra respondents reporting feeling anxious/stressed or depressed 
in the past week by job loss during lockdowna 

 

 
 
a Analyses based on weighted data and include “yes,” “no,” and “don’t know” as valid responses to 
questions on depression and anxiety/stress. bIncludes only those employed prior to the lockdown 
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Alcohol Use and Perceptions 

Alcohol Use 

Among the 96 past-year drinkers, only nine (9.1%, 95% CI = 3.3, 14.9) had consumed alcohol 
in the past week during the lockdown. Most reported drinking on 1 to 3 days; one reported 
drinking daily. Only one reported drinking five or more drinks in a 2-h period (i.e., heavy 
episodic drinking) in the last week (on two occasions). In contrast, in response to queries about 
drinking the week before the coronavirus lockdown and alcohol ban, 55 (58.9%, 95% 
CI = 49.1, 68.7) of the past-year drinkers reported consuming alcohol that week, of whom four 
had done so on 5 or 6 days and six had done so daily. Five respondents reported heavy episodic 
drinking the week prior to the lockdown. 

Alcohol Access 

Among the nine past-week drinkers during the lockdown, five accessed it from their own 
purchased stock, two from their family’s homebrew, two from someone else’s home brew, two 
from the black market, and one from a store that sells alcohol. None reported getting alcohol 
at someone else’s home or a party; a bar, tavern, shebeen, or club; or a restaurant. 

Enforcement of Alcohol Policies 

When asked about enforcement of alcohol policies, somewhat less than two-thirds of all 
respondents (64.1%, 95% CI = 59.1, 69.1) rated police intervention as “very likely” if an adult 
drank an alcoholic beverage in a public place or if a bar or restaurant were selling alcohol for 
on-premises consumption (61.5%, 95% CI = 56.4, 6.6). More than half of all respondents 
(57.9%, 95% CI = 52.7, 63.5) said intervention was “very likely” for a bar or restaurant that 
was selling alcohol for takeaway. 

Violence Experiences 

Overall, 11 respondents reported involvement in physical violence in the past week, 10 as 
victims and one as a perpetrator. Sexual assault was even rarer; one respondent reported sexual 
assault victimization and one reported both perpetration and victimization. Compared with 
estimated population rates based on our 2018 survey, respondents in the 2020 survey reported 
they were more likely to be victims of physical violence in the past week (0.8% versus 2.9%), 
z = 3.22, p < 0.001. In contrast, sexual victimization was similar across the two surveys (0.7% 
versus 0.6%), z =  − 0.24, p < 0.81). Although we have limited demographic variables in 
common to compare across the two surveys, Appendix B shows that, after weighting, the two 
samples did not differ significantly in terms of their distributions on sex, marital status, or head 
of household educational attainment. The participants in the 2020 survey were 1.9 years older 
on average, although this difference was substantively small (η2 = 0.002). 

Discussion 

Our phone survey in Alexandra, conducted in May of 2020, indicated that the COVID-19 
lockdown imposed substantial economic and personal hardships on township residents. A great 
majority of those who were working before the pandemic no longer were employed while 
locked down about 2 months after the first local case was detected. Over half of households 
had lost at least one source of income. Substantial numbers reported stocking up on food staples 
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prior to the lockdown and a substantial majority reported experiencing higher prices and 
decreased availability of food and other supplies. 

Respondents who reported having contracted COVID-19 all said that they followed public 
health guidelines to quarantine themselves post-diagnosis. Although none of the respondents 
who contracted COVID-19 was among those who thought they had been exposed to someone 
with the virus, most had traveled outside their home and most were from households where 
someone was traveling to and from work during the epidemic. Community transmission thus 
may have played an important role in infection spread. 

Consistent with other studies of pandemics, substantial numbers of the township’s residents 
reported stress or anxiety, or depression associated with COVID-19 (Cullen et al., 2020; 
Esterwood & Saeed, 2020; Lima et al., 2020; Qiu et al., 2020; Shah et al., 2020; Yao et al., 
2020). Harling et al. (2020) and Kim et al. (2020) reported smaller, but nevertheless significant, 
mental health impacts associated with COVID-19 elsewhere in South Africa, especially as the 
lockdowns there relaxed. Interestingly, other studies found that COVID-19-related mental 
health impacts were less evident in rural and low-income areas (Harling et al., 2020; Spaull et 
al., 2020). In contrast, we found very high levels of stress or anxiety and depression among this 
sample of South Africa’s poorest residents. 

Among those who had consumed alcohol in the past year, past-week prevalence of alcohol use 
decreased from 59% before the lockdown to 9% during it. Respondents believed that police 
were actively enforcing the strict alcohol policies that prohibited sales during the lockdown. 
This finding is consistent with the most frequently reported sources of alcohol consumed by 
past-week drinkers—their stock of purchased alcohol and their own or someone else’s 
homebrew. 

Despite reduced prevalence of alcohol consumption, the lockdown was associated with a 
significant increase in self-reported physical violence victimization, but no change in reports 
of sexual violence. The increase in physical violence victimization is consistent with reports of 
65–100% increases in domestic violence hotline calls in South Africa during the lockdown 
(Farber, 2020, September 1; Grobler, 2020, May 11). In contrast, hospital-treated trauma 
decreased during and after the lockdown (Navsaria et al., 2020; Reuter et al., 2020; Venter et 
al., 2021) and, in April–June, police reports of murder, attempted murder, assault with intent 
to cause grievous bodily harm, rape, and car-jacking each fell 35–41% below the comparable 
months in 2019 (Waterworth & Chemaly, 2020, August 15). Murder and rape then surged 
above their usual numbers as restrictions eased (Harrisberg, 2020, June 16). With travel 
restricted and alcohol sales banned, drink driving convictions declined by 86% and drug crimes 
by 53%. Police Minister Cele said “the reduction in crime was not only due to the alcohol ban, 
but also to people staying in their homes and high-visibility policing including the army, police 
and metro police” (Waterworth & Chemaly, 2020, August 15). We suggest that fear of catching 
COVID-19 at a hospital or during a police investigation may have discouraged violence victims 
from seeking medical care or reporting victimization. That possibility serves as a cautionary 
note about relying on formal data sources alone to track violence during a pandemic. Although 
our data suggest that non-sexual physical violence rose during the lockdown, this finding does 
not necessarily indicate that the alcohol sales ban did not itself reduce violence. Given that 72% 
of medically attended violent victimization incidents in South Africa involve alcohol, of which 
at least 49% may be directly attributed to alcohol (Cherpitel et al., 2012), violence might have 
risen even more absent the sales ban. 
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In a recent study, Zhu and colleagues examined policy responses to the pandemic and other 
factors in COVID-19 infections in the BRICS countries, which include Brazil, Russia, India, 
China, and South Africa (Zhu et al., 2021). Using a policy stringency index from 0 to 100 that 
reflected the level of policy response to the pandemic, the investigators found that daily new 
COVID-19 cases rose rapidly when the policy stringency index was low (0 to 45), slowed when 
the index was higher (46 to 80), and decreased when the index was above 80. The investigators 
concluded that strong policy responses such as through effective containment and case 
management are crucial to curtail a pandemic. Effective and strong policy responses are 
undoubtedly an important tool for curtailing public health disease outbreaks that pose risks for 
extensive morbidity and mortality. It is also important, however, for policy makers to consider 
that pandemics, as well as some policy responses developed to address them, may 
disproportionately burden vulnerable segments of the population and exacerbate existing 
inequities. For example, Nguse and Wassenaar (2021) found that while the COVID-19 
pandemic affected all South Africans in various ways, the poor have been most affected due to 
structural inequality, poverty, unemployment, and lack of quality health care and other 
services. Thus, attention to ways to reduce or counter the adverse effects of strong policy 
responses on vulnerable populations is important. Dasgupta and Robinson (2021) reported that 
loss of income, attributable to lockdowns to control the spread of COVID-19, decreased access 
to food. To address food insecurity, the nine African countries in that study used both food and 
cash safety nets, the latter of which appeared to be slightly more effective. An investigation of 
other efforts to address inequities related to pandemic mitigation measures was conducted by 
Sweeney et al. (2021). Using data from six countries (Pakistan, Georgia, Chile, UK, 
Philippines, and South Africa), the investigators developed an econometric model to simulate 
the impact of lockdown policies on income loss. Findings suggest that improved safety nets 
(e.g., replacement of lost income) can reduce adverse economic and health impacts resulting 
from stringent lockdown policies. Such models may be used to assist policy makers in 
evaluating the equity implications of interventions, identifying segments of the population in 
need of social protection, and informing decisions on implementing policy interventions (e.g., 
determining when and how best to implement less stringent approaches and providing robust 
support when more stringent ones are necessary). 

Limitations 

Our sample may not have been representative, insofar as our sampling frame comprised 
respondents whose names appeared on voter rolls and credit applications, or who had 
participated in previous surveys and agreed to be recontacted for future studies. That said, it is 
likely that our efforts to increase the external validity of our sample by ensuring some degree 
of its spatial dispersion in Alexandra increased its representativeness. However, compared to 
2011 census data (https://census2011.adrianfrith.com/place/798014) and our 2018 household 
survey (Miller et al., 2019), our unweighted telephone sample had fewer respondents under age 
35 and more over age 50. Although we weighted our data to better reflect the population, the 
representativeness of the sample may be limited. Additionally, retrospective reports are subject 
to recall bias. Because most of our questions asked respondents about events that occurred in 
the previous week during the pandemic, we expect these reports to be relatively free from such 
bias. However, our pre-pandemic measures asked respondents about the week prior to the 
lockdown, which involved a recall period of approximately 6 to 7 weeks before the interview. 
Because the survey was administered by an interviewer, there may also have been social 
desirability biases, especially on questions concerning illegal or sensitive behaviors. Despite 
these issues, by providing a snapshot of how the coronavirus has affected the lives of residents 
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in a socioeconomically disadvantaged South African township, this survey helps fill a void 
given that most studies have focused on higher-income countries. 

Implications for Policy and Practice 

Our findings suggest the need for targeting relief and resources to disadvantaged communities 
to address pandemic-related economic and health issues when implementing strict measures 
such as stay-at-home orders. In marginalized communities, where many residents have jobs 
that cannot be performed by telecommuting, strict sequestration orders can cause substantial 
income loss as well as loss of access to household necessities, including food. Efforts to contain 
the virus in such communities may need to place greater emphasis on testing and contact tracing 
than in well-resourced communities. Finally, efforts to understand the association of social 
problems with sequestration orders and alcohol bans should use multiple data sources, given 
that archival data from police and medical facilities may undercount the true number of cases 
if people do not seek treatment or report adverse events because of concerns about contracting 
the virus. 

Conclusions 

Considered in aggregate, our findings suggest that the COVID-19 epidemic substantially 
disrupted the lives of Alexandra residents, especially in terms of lost jobs and income and 
access to and affordability of essentials. It also was associated with anxiety, depression, and 
violence. Further research is needed to understand how the incidence of these outcomes differs 
between disadvantaged communities and those that are well resourced. Understanding these 
differences, together with the health, economic, and equity implications of strategies for 
managing and mitigating pandemics, will inform policy makers’ efforts to address pandemic 
threats while reducing the burdens they impose on vulnerable communities. 
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Appendices 

Appendix A 

Table with survey items for South Africa COVID phone survey. 

Construct Questions Response options* 
Living 

Situation 

Are you living in the formal house, formal backyard, 
informal backyard or informal settlement? 

•formal house 

•formal backyard 

•informal backyard 

•informal 
settlement 

Age How old are you? Enter # 
Sex Do you consider yourself to be a: •male 

•female 

•something else 
Stocked up 

Prior to lockdown 

When you heard about the coronavirus before the 
government announced the lockdown, did you stock up 
on: 

•fruits and 
vegetables? 

•other food? 

•water? 

•alcoholic 
beverages, such as 
beer, wine, liquor 
or spirits? 

•cigarettes? 

•marijuana or other 
recreational drugs? 

•pharmacy items? 

•cooking fuel?
Employed prior to 
lockdown 

Were you employed before the lockdown? •yes 

•no 
Respondent 
working during 
lockdown 

Are you working during the lockdown? •yes 

•no 
Other household 
member working 
during lockdown 

Is anyone else in your household working during the 
lockdown? 

•yes 

•no 
Traveling to work 
during lockdown 

Are you or anyone else in your household travelling to 
and from work during the lockdown? 

•yes 
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•no 
Loss of income 
because of 
lockdown 

Did anyone in your household lose one of their sources 
of income because of the lockdown? 

•yes 

•no 
Left home during 
lockdown 

During the past week, how often have you left the home 
where you are sleeping? Was it: 

•3 or more times a 
day 

•Once or twice a 
day 

•Every 2 or 3 days 

•Once or twice 

•Not at all 
Prices raised 
because of 
lockdown 

Has the lockdown raised the prices for: •fruits and 
vegetables? 

•other food? 

•drinking water? 

•alcoholic 
beverages? 

•cigarettes? 

•marijuana or other 
recreational drugs? 

•pharmacy items? 

•cooking fuel?
Availability of 
supplies decreased 
because of 
lockdown 

Has the lockdown made it hard to locate: •fruits and 
vegetables? 

•other food? 

•drinking water? 

•alcoholic 
beverages? 

•cigarettes? 

•marijuana or other 
recreational drugs? 

•pharmacy items? 

•cooking fuel? 
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Lifetime alcohol use Have you ever had a whole drink—more than a sip or a 
taste, such as beer, wine, liquor or spirits, either 
commercially produced or homemade? 

•yes 

•no 
Past year alcohol 
use 

During the PAST 12 MONTHS, did you have a whole 
drink—more than a sip or a taste, of any kind of 
alcoholic beverage such as beer, wine, liquor or spirits, 
either commercially produced or homemade?

•yes 

•no 

Past week alcohol 
use 

Considering just the past week, on how many days have 
you had a whole drink—more than a sip or a taste, of 
any kind of alcoholic beverage, such as beer, wine, 
liquor or spirits, either commercially produced or 
homemade? 

Enter # 

Past week binge 
drinking 

On how many days in the past week did you have at 
least 5 whole drinks of an alcoholic beverage in a two-
hour period? 

Enter # 

Past week alcohol 
sources 

In the past week, which of the following sources did 
you get alcohol from? 

•Your purchased 
stock at home 

•Your family’s 
homebrew 

•Someone else’s 
homebrew 

•For free at 
someone else's 
home or a party 

•At a bar, tavern, 
shebeen, or club 

•At a restaurant 

•From a store that 
sells alcohol 

•On the black 
market 

Past week alcohol 
use 

Considering just the week before the coronavirus 
lockdown, on how many days did you have a whole 
drink—more than a sip or a taste, of any kind of 
alcoholic beverage, such as beer, wine, liquor or spirits, 
either commercially produced or homemade? 

Enter # 

Binge drinking in 
week prior to 
lockdown 

On how many days in the week before the coronavirus 
lockdown did you have at least 5 whole drinks of an 
alcoholic beverage in a two-hour period?

Enter # 

Enforcement of 
alcohol laws during 
lockdown 

Now I have some questions about how the laws and 
rules about selling and drinking alcohol are being 
enforced in your community during the lockdown 

1 = very likely; 
4 = very unlikely 
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•If an adult were drinking an alcoholic beverage in a 
public place, how likely is it that the police will stop 
that person? 

•If a bar or restaurant is selling alcohol for on-premises 
consumption, how likely are they to be stopped by the 
police? 

•If a bar or restaurant is selling alcohol for takeaway, 
how likely are they to be stopped by the police? 

Anxiety and stress 
due to epidemic 

Over the past week, how often have you felt anxious or 
stressed because of the coronavirus? 

1 = never; 4 = all of 
the time 

Depression due to 
epidemic 

Over the past week, how often have you felt depressed 
because of the coronavirus?

1 = never; 4 = all of 
the time 

Diagnosed with 
COVID-19 

Do you know from a medical diagnosis or do you think 
that you have the coronavirus? 

•yes 

•no 
Self-quarantined At any time since the lockdown began, did you self-

quarantine from your household? 
•yes 

•no 
Exposed to COVID-
19 

Have you been exposed to someone who probably had 
Coronavirus? 

•yes 

•no 
Tested for COVID-
19 

Have you been tested for the Coronavirus? •yes 

•no 
Violent 
victimization 

Did anyone, age 12 or over, in the Johannesburg area 
get violent with you in the past week? 

•yes 

•no 
Violence 
perpetration 

Aside from any incidents where someone was violent 
with you, were you violent with someone else in the 
past week? 

•yes 

•no 
Sexual victimization In the Johannesburg area in the past week, did anyone 

force you or try to force you to have vaginal, oral, or 
anal sex against your will? 

In the Johannesburg area in the past week, did anyone 
sexually touch, fondle, grab, or kiss you against your 
will?) 

•yes 

•no 

Sexual perpetration In the Johannesburg area in the past week, did you force 
anyone or try to force anyone to have vaginal, oral, or 
anal sex against their will? 

In the Johannesburg area in the past 12 months, did you 
sexually touch, fondle, grab, or kiss someone against 
their will? 

•yes 

•no 

*Response options include “refused” and “don’t know”. 
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Appendix B 

Comparison of Demographic Characteristics for 2018 and 2020 Survey Samplesa 

  Survey Year       
Demographic Characteristic 2018 2020 T-testb/

LRχ2 

p η2 

Mean Age (years) 34.8 36.7 2.48  < 0.02 0.002 
Sex (%) 0.13 0.94  < 0.001 
Male 53.9 53.0
Female 45.8 46.7
Other 0.3 0.3
Marital Status (%)     7.12 0.13  < 0.001 
Single/Never Married 69.6 67.9       
Married/Marriage-Like Relationship 24.8 23.0       
Divorced/Separated 2.7 5.1       
Widowed 2.4 3.1       
Other 0.5 0.9       
Highest Education Completed 

By Head of Household (%) 

    3.36 0.34  < 0.001 

Less than Primary 7.7 5.1
Primary 22.4 22.0
Secondary 42.8 44.3
Any College/University 27.1 28.6

1. aData were weighted based on sex and age categories from the 2011 Census. 
2. bA t-test (unequal variances) was used to compare age across the samples. All other 

comparisons used likelihood ratio chi-square tests. 

 


