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Abstract 

Background 

Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2), or COVID-19, was 

first identified in China in December 2019. Due to the severity and swiftness of the spread 

of the outbreak, the World Health Organization (WHO) declared COVID-19 a Public 

Health Emergency of International Concern on 30 January 2020. Subsequent public 

health mitigation strategies, such as lockdowns, border restrictions and social distancing, 

were implemented globally to combat the widespread transmission of COVID-19. The 

flow-on effect of the paused social and economic activity of the nationwide Australian 

lockdowns caused some population groups to experience unemployment, loss of income, 

housing instability and food insecurity. However, the impact of the public health 

mitigation strategies on Australians is dependent on the state of their pre-pandemic social 

determinants of health. ‘Social determinants of health’ was first coined as a term in the 

1970s and refers to the conditions in an individual’s environment wherein they are born, 

grow, live, learn, work and age. These conditions are shaped by the distribution of power, 

money and resources, influencing health both directly and indirectly. Furthermore, it has 

been established that social determinants of health can impinge on an individual’s 

wellbeing. Wellbeing, as used in this thesis, is a multidimensional paradigm 

encompassing physical, psychological, financial, spiritual, occupational, social, 

intellectual and environmental elements that interconnect to facilitate positive wellbeing. 

With the emergence of a new infectious disease, and with many Australians already 

experiencing the negative effects of the social determinants of health, this PhD thesis 

explores the relationship between wellbeing and the social determinants of health among 

Australian adults during the COVID-19 pandemic. 
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Methods 

An explanatory sequential mixed methods study design underpinned by the WHO 

Commission on Social Determinants of Health conceptual framework was used. The 

study was undertaken in two distinct phases: quantitative and qualitative. Phase 1—

quantitative—used an online cross-sectional study design undertaken between August 

2020 – October 2020 and recruited a diverse sample of 1,211 participants from across 

Australia. Data were analysed using descriptive and inferential statistics using Statistical 

Package for the Social Sciences (SPSS) version 25. All data in phase 1 were analysed 

prior to conducting phase 2 of the research. Phase 2—qualitative—used a descriptive 

qualitative study design informed by the results of phase 1. Purposeful sampling was used 

to identify and recruit participants from the online cross-sectional study (phase 1) who 

agreed to participate in an interview. Data were collected using semi-structured 

interviews between March 2021 – August 2021, with the interviews audio-recorded and 

transcribed verbatim. Data were analysed using inductive thematic analysis supported by 

NVivo version 12. 

Results 

Fundamental to a mixed methods study design, the results of each of the phases was 

integrated using a connection model as described by Creswell. Three key findings 

emerged from this thesis. 

1. Food and housing insecurity impact wellbeing: The most significant finding of 

this thesis is that food and housing insecurity during the COVID-19 pandemic 

were high among Australians and were associated with diminished wellbeing. 

Difficulty accessing food was more prevalent among Australians living in lower 

socioeconomic areas and was amplified by reduced financial capacity and loss of 
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employment as a result of the pandemic. Similarly, housing insecurity was 

predominantly associated with Australians living in lower socioeconomic areas 

and almost exclusively among women. Economic vulnerability through loss of 

employment and income, especially among Australians in a low socioeconomic 

areas experiencing food- and housing-related stress, influenced their overall 

wellbeing. 

2. Social capital influences the ability to cope during the pandemic: It was 

determined that those with strong social support had significantly higher 

wellbeing scores compared to Australians with moderate and poor social support. 

Additionally, social support was found to be a predictor of wellbeing; those with 

strong social support had better wellbeing. Australians’ lived experiences of social 

capital during the pandemic demonstrated that ‘no person is an island’, with most 

participants voicing concerns regarding a loss of social connection. The results 

showed that Australians with high social capital prior to the pandemic were able 

to remain socially connected during the lockdown periods, resulting in a greater 

capacity to cope mentally during the pandemic. Australians with low social capital 

and social support during the pandemic resorted to drug and alcohol use as a way 

to cope with the loneliness and isolation of the lockdowns. 

3. Employment and income loss are associated with low socioeconomic status: 

Economic wellbeing was influenced by employment and income loss among 

Australians during the pandemic. There was an association between economic 

wellbeing and Australians who resided in low socioeconomic areas, with those 

living in low socioeconomic areas having significantly higher odds of 

experiencing employment loss during the pandemic. Loss of employment and 

income during the pandemic resulted in housing and food insecurities, as 
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explained by participants in the qualitative study. This was particularly true for 

female Australians who resided in low socioeconomic areas. Those who 

experienced employment and income loss felt that their wellbeing substantially 

worsened as they were not only dealing with the uncertainties of the pandemic but 

were also trying to cope with challenges such as lack of finances, inability to pay 

bills and loss of employment. 

Conclusion 

This thesis provides new evidence for the relationship between Australians’ wellbeing 

and social determinants of health during the COVID-19 pandemic. The findings 

demonstrate that Australians, particularly those residing in low socioeconomic areas, 

experienced significant food and housing insecurity, had low social capital, and were 

more likely to have income and employment loss that influenced their overall wellbeing 

during the COVID-19 pandemic. This thesis shines a light on the social determinants of 

health and reveals that there are social and health inequalities within Australian society 

that need addressing. Recommendations for public health in addressing the social 

determinants of health include lobbying governments to incorporate the social 

determinants of health in all policies, implementing strategies to address food security, 

and implementing public health interventions to address low social capital. Policy 

recommendations involve addressing housing affordability, renewing action on the 

United Nations Sustainable Development Goals and implementing policies to address 

employment and income security. 
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Chapter 1: Introduction  



 2 

The result was that poor families were in great straits, while the rich went short of 

practically nothing. Thus, whereas plague by its impartial ministrations should have 

promoted equality among our townsfolk, it now had the opposite effect and, thanks to 

the habitual conflict of cupidities, exacerbated the sense of injustice rankling in men’s 

hearts. 

Albert Camus, in the 1947 novel The Plague 

1.1 Introduction 

As the emergence of a new infectious disease captures the world, the words of Albert 

Camus resonate. I question how this pandemic exposes and amplifies the underlying 

social and health inequalities within society. In response to this question, I immediately 

think about the social determinants of health and the effects on an individual’s wellbeing. 

This chapter introduces the concept of the social determinants of health, including those 

within Australia. The chapter then moves on to wellbeing: how it is defined and used in 

this thesis. This chapter introduces the COVID-19 pandemic, which emerged at the end 

of 2019. Additionally, the motivation for undertaking this research is examined, as well 

as the significance of the research and the research objective, aim and questions. Finally, 

the thesis structure is outlined. 

1.2 Social determinants of health 

The term health equity dates to 1967 with the Whitehall study, which showed an inverse 

relationship between social class and health.1 ‘Social determinants of health’ was first 

coined as a term in the 1970s with the purpose of steering away from an individual-level 

explanation of the causes of disease and illness.2 Destined to be revolutionary in public 

health, delegates at the 1978 International Conference on Primary Health Care all agreed 
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to ‘health for all by the year 2000’. Known as the Alma-Ata declaration, it highlighted a 

focus on the social determinants of health as a public health issue.3 Indeed, the focus of 

the Alma-Ata was on access to health care as a basic human right, identifying that health 

moves beyond hospitals and doctors and includes social justice.4 Social determinants of 

health were also given prominence in the mid-1980s in the health promotion movement, 

with the 1986 Ottawa Charter on Health Promotion acknowledging eight key components 

to health, including peace, shelter, education, food, income, a stable ecosystem, 

sustainable resources, social justice and equity—essentially, the social determinants of 

health.5 The 1988–1989 Whitehall II study conducted by Michael Marmot and colleagues 

demonstrated an inverse relationship between employment grade and health outcomes, as 

well as how social support affects health.1 In fact, the Whitehall studies were the first 

instance whereby health was directly associated with social status.6 As the father and 

leader of the social determinants of health, Michael Marmot continued to seek evidence 

to support the notion that differences in health outcomes were a result of social position 

rather than a cause.7 

The social determinants of health gained popularity in the 2000s and have sought to 

explain how differences in social conditions lead to health inequities. Access to money, 

resources and power at a local, national and global level influence the circumstances in 

which individuals are born, grow up, exist and work. These conditions are the social 

determinants of health.8 The social determinants include, but are not limited to, income, 

employment, housing, food supply, ethnicity, social support, gender, social class and 

education. Concerned with the links between poverty and ill health and inspired by 

Michael Marmot’s work on the social determinants of health, the World Health 

Organization (WHO) launched the Commission on the Social Determinants of Health 

(CSDH) in 2005 with Michael Marmot appointed chair.7 With the aim of directing the 
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attention of governments to the importance of the social determinants of health, the CSDH 

concluded that social injustice was killing people, and it outlined three major 

recommendations: 1) to improve daily living conditions, 2) to address the inequitable 

distribution of power, resources and money, and 3) to be able to measure and understand 

the extent of social determinants of health issues and to be able to assess any action taken 

on the social determinants of health.6 Commonly referred to as the ‘causes of the causes’ 

of health inequality, social determinants of health are the unequal conditions dependent 

upon dimensions of social stratification or social gradient.9 

1.2.1 Social gradient 

Morbidity and mortality have been demonstrated to rise progressively with every 

decrease in social class and socioeconomic status.2 That is, health and life expectancy 

improve incrementally the higher an individual is on the social ladder. This inverse and 

graded relationship is consistently observed, including occupational and educational 

status, and is referred to as the social gradient.10 This association between life expectancy 

and health outcomes runs throughout society whereby differences in health, disease and 

life expectancy are determined by inequalities related to affluence or deprivation and 

other features of social standing.11 The social gradient of health arises through varying 

lifestyle factors, health risk behaviours, access to health care, socialisation, housing 

environment, psychosocial work conditions, exposure to environmental hazards and 

generational poverty between social classes.12-14 Marmot has labelled the social gradient 

as the status syndrome—‘the higher the social position, the better the health’.14 This is 

demonstrated in Figure 1. 
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Figure 1: The social gradient 

Gruba-McCallister15 

1.2.2 Social determinants in Australia 

Despite Australia claiming to be an egalitarian society, those with a lower socioeconomic 

status experience, on average, a greater burden of cardiovascular disease, diabetes, and 

chronic kidney disease, which reflects the social gradient.16 The incidence of myocardial 

infarction and cerebrovascular events increases substantially with lower socioeconomic 

status. The incidence of myocardial infarction among males and females with the lowest 

socioeconomic status aged over 25 years was 1.55 and 1.71 times higher, respectively, 

compared to those with the highest socioeconomic status.16 Not only is the incidence of 

and mortality from myocardial infarction higher among individuals within the lowest 

socioeconomic strata, this higher incidence is also associated with low income (< $300 

per week), education to a secondary level and lower, and housing tenure—those who rent 

compared with individuals who own a home.16 In terms of diabetes and chronic kidney 

disease, the situation is not dissimilar to cardiovascular disease, with increased incidence 
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and associated mortality with individuals living in the lowest socioeconomic status, those 

with incomes of < $300 per week, those with education levels of secondary education and 

lower and among those who rent.16 

There is a large disparity in health outcomes between those in major cities in Australia 

and those who live in regional and remote areas, the latter experiencing poorer health 

outcomes.17 Geographical remoteness is associated with an increase in avoidable 

hospitalisations, potentially preventable diseases and higher mortality rates compared to 

major cities. These poor health outcomes reflect not only the low socioeconomic status 

of regional and remote Australia but also reveal the inequitable access to primary health 

care. Furthermore, regional and remote health services are generally smaller and have 

limited specialist services, which requires individuals to travel significant distances to 

gain access to specialist services.18 Mental health issues also contribute to the growing 

poorer health outcomes among individuals in regional and remote areas. These issues can 

be exacerbated by environmental challenges, for example, extreme drought having broad 

implications on agriculture and family businesses.19 

Health outcomes and access to health care are also influenced by the social determinants 

of health. Poorer health outcomes are experienced by Culturally and Linguistically 

Diverse (CALD) people in Australia, who face challenges in accessing and using health 

services. In Australia, CALD refers to many people and communities that have come 

from different countries, speak a language other than English, have many differing 

cultural backgrounds and have various religious beliefs.20 In CALD communities, people 

have difficulty navigating the health system and face many social disadvantages, such as 

inadequate job skills, which limits employment opportunities.20 The complexities of 

Australia’s migration policies also place emphasis on regionalisation, in which many 

immigrants must settle in regional areas of Australia, placing additional pressure on 
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limited regional health services.21 Health disparities for people from CALD communities 

are due to poor health literacy, cultural barriers, poor cultural competence of health care 

providers, contextual factors such as poor housing, affordability of health services and 

structural barriers including stigma, racism and reduced social support. Among CALD 

communities, refugees and asylum seekers are the most vulnerable.20, 21 

Refugees have complex health needs that are shaped by factors from their country of 

origin, such as war and violence, poor access to health care and management of chronic 

diseases, exposure to communicable diseases, psychological issues including trauma, and 

malnutrition.22 The complexities of health care policy for refugees are founded on the 

differences between refugees’ and asylum seekers’ entitlements. Refugees who enter 

Australia through the onshore humanitarian program are provided with limited access to 

health services.23 Despite offshore humanitarian programs offering universal health 

coverage through Medicare, there are multiple barriers to accessing health care. These 

can include a lack of transport, the cost of health services, the poor uptake of interpreter 

services, resettlement issues, culture and stigma, and the affordability of medications.24 

Along with CALD communities, the health of Aboriginal and Torres Strait Islanders is 

substantially impacted by the social determinants of health. Colonialism has created 

disparities across social, health, economic and political outcomes experienced by 

Aboriginal and Torres Strait Islander people and is reflected in the gap in life expectancy 

between the Australian Indigenous population and the non-Indigenous population.25 

Adding to the health and social disparities experienced by Indigenous Australians are 

policies that create and perpetuate racism and lack the recognition of cultural identity.26 

Additionally, mainstream health services do not cater to the needs of Indigenous 

Australians, often resorting to a biomedical model of health that excludes traditional and 

cultural health practices.27 
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1.3 Wellbeing 

A key element of the work in this thesis is related to the wellbeing of individuals. There 

is growing evidence and debate in the literature regarding the contemporary notion of 

wellbeing. Despite this extensive research, it has been difficult to establish a simple 

definition due to the concept’s complexity.28, 29 While contemporary discourse often 

refers to the WHO definition of health as ‘a state of complete physical, mental and social 

well-being’,30 this definition is limited and fails to demonstrate the intricacies of 

wellbeing.29, 31 Individual wellbeing is multifactorial, taking into account not only a 

person’s physical, emotional and psychological wellbeing but also incorporating career, 

financial and spiritual wellbeing.29 Furthermore, wellbeing also embraces the 

characteristics of quality of life, including insight into life satisfaction and broader 

reflections on an individual’s self-fulfilment.28 Structural conditions, such as social 

determinants of health, can impinge on an individual’s subjective wellbeing and quality 

of life.29 

There is ample evidence within the literature for the use of wellbeing in public health 

research, and this is discussed in further detail in Chapter 2. Being a multidimensional 

model, the use of wellbeing within this research embraces the physical, psychological, 

financial, spiritual, occupational, social, intellectual and environmental elements that 

intersect to enable positive wellbeing.32, 33 

1.4 Unprecedented global crisis: COVID-19 

In December 2019, a large number of severe cases of unexplained pneumonia were 

identified in Wuhan, China.34, 35 Epidemiological investigations revealed that it was 

spread by human-to-human transmission and was confirmed as a novel coronavirus (later 
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given the name COVID-19) similar to Severe Acute Respiratory Syndrome (SARS) and 

Middle Eastern Respiratory Syndrome (MERS).35 Widespread global transmission 

resulted in a substantial public health response, including strict lockdowns, the quarantine 

of infected individuals and the implementation of preventative measures such as border 

screening, social distancing and travel restrictions.36 Due to the global spread and severity 

of COVID-19, the WHO made the assessment on 30 January 2020 that COVID-19 was a 

Public Health Emergency of International Concern (PHEIC) and announced that it was a 

pandemic on 11 March 2020.37 Globally, as of 3 October 2022, there have been over 615 

million confirmed COVID-19 cases and over 6.5 million deaths as a direct result of 

COVID-19.37 In Australia, as of 3 October 2022, there have been over 10 million 

confirmed COVID-19 cases and 14,853 deaths.37 Mitigation strategies to reduce the 

morbidity and mortality associated with COVID-19, such as lockdowns, will have a social 

and economic impact. 

Although epidemics and pandemics can elicit both social and economic impacts on 

communities, this impact can vary, with some individuals and communities more 

susceptible to its detrimental effects.38, 39 Socioeconomic barriers will impede some 

individuals from having the financial means to practice social distancing measures as a 

viable option within the context of their daily lives. People employed casually or those 

earning low incomes may be reluctant to stay home from work due to concerns about 

losing their employment or not being compensated for time away from work.40, 41 Other 

population groups, such as the elderly and people with a disability, may have to rely on 

public transportation to access services such as health and food supply and will, therefore, 

be further impacted by restrictions. Isolation and social distancing may exacerbate 

existing mental health concerns.40 These characteristics are all influenced by the social 

determinants of health. 
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1.5 Motivation to conduct this research 

I grew up in a large single-income family in a low socioeconomic area of Wollongong. 

My mother and father did not complete their schooling, and it was often difficult for my 

parents to pay bills and ensure there was enough money to place food on the table. As the 

eldest of five children, I was the first in my family to attend university. It was at university 

that I was opened to a much larger world and where I first started to contemplate the link 

between health and society. During my training and in my first few years as a nurse, I 

began to realise that people would in fact come into the hospital, be discharged and then 

return weeks or months later. I would question the Band-Aid approach, identifying that 

there were underlying causes in people’s social environments that were affecting their 

health. It was only when I began my Master of Public Health (MPH) that I was introduced 

to the concept of the social determinants of health. This confirmed that what I was 

experiencing in my early years of nursing was indeed an actual social phenomenon. It 

additionally confirmed that growing up I too was affected by many social determinants 

of health. 

Following the completion of my MPH, I began to work in fields of nursing, including 

human immunodeficiency virus (HIV) clinics, Hepatitis clinics and more recently, within 

the Public Health unit, where I felt that I could make the most difference in people’s lives. 

It was within these clinics that social and health inequalities, as a result of the social 

determinants, became more apparent to me. For much of that time, I worked in South 

Western Sydney, a diverse area with large pockets of socioeconomic disadvantage and a 

large population of CALD and Aboriginal and Torres Strait Islander peoples. Daily, I saw 

the social determinants of health at play in the lives of people who endure poverty, are 

socially excluded or are housing and food insecure. It is with this experience that I knew 
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it was time for me to take more action on the social determinants of health; this is why I 

began my PhD research. 

1.6 Research aim, objectives and questions 

The overall aim and primary objective of this PhD research was to investigate the 

relationship between wellbeing and the social determinants of health among adults 

residing in Australia during the COVID-19 pandemic. 

This research was conducted using a mixed method approach and comprised two distinct 

phases: 1) quantitative studies exploring the relationship between wellbeing and social 

determinants of health in adults residing in Australia during the COVID-19 pandemic, 

and 2) qualitative studies among a subset of adults who participated in the quantitative 

study, exploring their experiences of the social determinants of health and how these 

influenced their experience of COVID-19 and its impact on their wellbeing. Questions 4 

and 5 have been derived based on the results of the quantitative study.  

The explicit research questions used to address the overall aim of this thesis were: 

1. What is the association between wellbeing and social determinants of health in 

the Australian adult population during the COVID-19 pandemic? 

2. What are the predictors of wellbeing in the Australian adult population during the 

COVID-19 pandemic? 

3. How has the COVID-19 pandemic impacted the financial and economic wellbeing 

of adult populations in Australia across socioeconomic areas? 

4. What are the experiences of adult Australians of the impact of the COVID-19 

pandemic on food and housing security, and what effect has this had on their 

wellbeing? 
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5. Among adult Australians, what have the impacts of COVID-19 been on their 

social capital, and what effect has this had on their wellbeing? 

1.7 Research study overview 

This study was conducted using a sequential explanatory design to explore the 

relationship between wellbeing and the social determinants of health among adults 

residing in Australia during the COVID-19 pandemic. The complex nature of diverse 

issues encountered within public health, such as a pandemic, indicates a need to adopt 

multiple perspectives through the integration of both quantitative and qualitative data.42 

Therefore, a mixed methods approach allows for a deeper understanding of the contextual 

factors being investigated. 

1.8 Significance of the research 

Despite Australia previously experiencing public health emergencies, such as the H1N1 

pandemic influenza in 2009, the COVID-19 pandemic is unlike any other in recent times. 

Australia has not experienced any public health crisis of this magnitude since the 1918–

1919 Spanish Flu epidemic towards the end of the First World War.41 Globally, there is 

still much to learn about the impacts of the COVID-19 pandemic on individuals and 

community groups. In Australia, much is unknown regarding the relationship between 

social determinants of health and the wellbeing of adults. This mixed methods thesis 

offers several substantial public health outcomes. 

Firstly, the results of this study provide robust evidence relating to the relationship 

between the social determinants of health and the wellbeing of Australian adults during 

the COVID-19 pandemic. This will contribute to the body of evidence available to 

policymakers. 
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Secondly, this research identifies the social determinants of health that have been 

exacerbated during the COVID-19 pandemic. An in-depth exploration of the social 

disparities that affect the wellbeing of adult Australians will have implications for 

governments, non-government organisations, public health professionals and 

policymakers. This research will provide insight into the wellbeing of Australian adults, 

contributing to an evidence-based background for the planning and implementation of 

culturally sensitive and socially equitable policies and practices to reduce the unequal 

social and economic consequences of illness. 

Lastly, the findings of this research provide insight into the lived experiences of 

Australian adults regarding their wellbeing during the COVID-19 pandemic. It will 

highlight the unequal consequences experienced by adult Australians in social, economic 

and health terms. This, in turn, provides evidence to alter policies by considering the 

social determinants of health, not just for future pandemics, but to reduce health 

inequalities and improve health in general. 

1.9 Thesis structure 

This thesis is compiled in accordance with the University of Wollongong Higher Degree 

Research (HDR) thesis by compilation guidelines.42 The thesis encompasses six peer-

reviewed publications within eight thesis chapters (see Figure 2). The publications 

contained within this thesis use the structure and style required by the specific journals; 

however, they have been reformatted within the thesis to deliver uniformity. 

While each publication acknowledges the authorship of the whole research team, the PhD 

candidate, as the lead researcher and first author, provided the most significant 

contribution to the publications. The PhD candidate and lead researcher have conducted 
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the literature reviews, conducted the data collection, completed data analysis and 

prepared all publications, managed submissions and addressed the reviewers’ comments. 

The methodology and research design were discussed as a team but were instigated by 

the PhD candidate. The supervision panel provided cross-checking on the analyses and 

expert opinions. In adherence with the HDR thesis by compilation policy,42 each 

publication contained within this thesis is substantially different in content and focus. 

Chapter 1 provides the underpinnings of the social determinants of health, a background 

into the concept of wellbeing and the background to the COVID-19 pandemic. This 

chapter also outlines the research aims, questions, my motivation to conduct the research 

and the significance of the research. 

Chapter 2 is a review of the literature and contains three parts. Part 1 outlines the social 

determinants of health and wellbeing, Part 2 details an overview of COVID-19 and Part 

3 contains Publication 1: a systematic review of the early literature on COVID-19 and the 

social determinants of health. 

Chapter 3 specifies the methodology and methods used in this research. It includes the 

conceptual framework used, along with data collection and analysis methods and ethical 

considerations. This chapter also contains Publication 2: describing the recruitment and 

data collection process for the quantitative phase of the research. 

Chapters 4, 5, 6 and 7 present the quantitative and qualitative findings as a series of peer-

reviewed publications. Chapter 4 presents the social determinants of health associations 

and predictors of wellbeing as Publication 3. Chapter 5 presents the economic wellbeing 

across socioeconomic areas as Publication 4. Chapter 6 presents the experiences of food 

and housing insecurity and their impact on wellbeing as Publication 5. Chapter 7 presents 
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the experiences of social capital during COVID-19 and their impact on wellbeing as 

Publication 6. 

Chapter 8 provides the discussion and conclusion of the thesis. It includes the integration 

of the findings within the context of the literature, discusses the strengths and limitations 

of the research and offers recommendations for policy and further research. 

 

Figure 2: Thesis structure 
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2.1 Chapter introduction 

This chapter consists of three parts. Part 1 outlines the concepts of the social determinants 

of health and wellbeing. Part 2 details a broad overview of the COVID-19 pandemic, 

including transmission, pathophysiology, clinical characteristics and preventative 

measures. The purpose of the overview is to provide context for the research. Part 3 

explores the association between the social determinants of health and health outcomes 

during the COVID-19 pandemic, which is Publication 1. Publication 1 is a peer-reviewed 

published systematic review of the literature on the relationship between the social 

determinants of health and health outcomes, such as wellbeing, mortality, susceptibility 

to infection and hospitalisations, among adults during the COVID-19 pandemic. The 

review was conducted in the early stage of the pandemic, with search limits from January 

2020 to July 2020. The published version of Publication 1 and permissions can be found 

in Appendix 1. 

2.2 Part 1: Social determinants of health and wellbeing 

2.2.1 Social determinants of health 

Even in the world’s most affluent societies and countries, there are discrepancies in life 

expectancy and health outcomes between people.14, 43 These differences in health 

outcomes not only highlight social injustices but also draw attention to the determinants 

of health.44 The social determinants of health lead to a growing understanding of the 

connectedness between the social environment and health.2 Social determinants of health 

have been defined as the conditions or environments in which people are born, grow, live, 

learn, work and age.8 These are shaped by the distribution of power, money and resources 

and influence population and individual health directly and indirectly.45 Health is a 



 18 

complex phenomenon, with social determinants of health explaining the sensitivity of 

human health to the powerful influence of social factors.46 Importantly, social 

determinants influence access to health care through geographical barriers, consequences 

of illness, health insurance and lack of pro-equity health policies, among others.2, 47 The 

social determinants of health are the fundamental structures of social hierarchy and 

socially determined circumstances in which people live and grow,48 and include factors 

such as gender, education, employment, social support, food security, housing, addiction 

and ethnicity.43 Social determinants of health can exist together and often act in mutually 

reinforcing ways to compound disadvantage.49  

The WHO definition of social determinants of health as “the conditions in which people 

are born, grow, work, live, and age, and the wider set of forces and systems shaping the 

conditions of daily life”30 is a widely accepted definition, with other individual 

researchers and organisations adopting this definition with slight variations.50, 51  For 

example, the Healthy People 2030 definition of social determinants of health states that 

they “are the conditions in the environments where people are born, live, learn, work, 

play, worship, and age that affect a wide range of health, functioning, and quality-of-life 

outcomes and risks”, demonstrating the adaption of the WHO definition.50 

While the WHO CSDH framework is a widely acknowledged and used globally, there 

are various other models and frameworks used to describe and explain the elements and 

factors that create the causal pathway and inter-relate to the social determinants of 

health.47 The Healthy People 2030 created a place-based organisation framework 

distinguishing five key elements of social determinants of health. These key elements 

prioritise social and community context; education access and quality; health care access 

and quality; economic stability; and neighbourhood and built environment.50 The social-

ecological model of health recognises the interplay between four features, that is, 
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individual (age, education and income), relationship (social circle, family, partners), 

community (workplaces and neighbourhoods), and societal factors (social and cultural 

norms, economic, education and social policies). This model uses these factors to identify 

the different levels that contribute to poor health, enabling a community engagement 

approach to recognising and approaching change within the physical and social 

environments.52 The WHO CSDH framework, however, was selected to be used in this 

thesis due to the systematic, integrated and dynamic approach adopted. The WHO CSDH 

not only considers the biological mechanisms and causality, but explicitly considers the 

non-linear correlation and feedback that is vital when exploring the social determinants 

of health.47 

Each of the elements of the social determinants of health, according to the WHO CSDH 

Framework, will now be discussed. 

Gender is a socially constructed characteristic and is different from sex, which refers to 

characteristics that are biologically determined.47 In some countries and societies, gender 

can be the basis for discrimination.53 Women can suffer the health effects of 

discrimination through rape, domestic violence and genital mutilation.47 Gender norms 

inhibit the types of employment and educational opportunities that are provided to 

women, reinforcing social disadvantage and, in turn, their health risks.53 For men, socially 

constructed norms of masculinity, especially when they involve substance abuse and 

violence, can have negative influences on their own and others’ health outcomes.47 

Educational opportunities and attainment are crucial components of the social 

determinants of health.48 Quality and higher education are linked to better health 

outcomes through people having a better knowledge of health and healthy behaviours, as 

well as knowledge of how and when to access health care services.54 This is partly 
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explained by literacy and the development of critical thinking skills,2 but the relationship 

between health and education is not completely understood. Access to education also 

shapes employment opportunities, placing well-educated individuals in higher demand, 

usually with the benefit of a higher income and employment status, which also has a 

further impact on socioeconomic status.54 Education can provide people with a greater 

perception of personal control and intergenerational social standing due to the 

remuneration that can come with higher education.55 

Employment and job security are beneficial to health and wellbeing,43 and can have a 

powerful effect on health equity.55 Employment can create a social support network 

leading to a healthier workforce.43 It can also reflect social standing, which relates to 

health outcomes, particularly as people can afford certain privileges, such as access to 

better health care.47 In contrast, employment can also have a negative effect on health 

through work-related stress, risky work environments or unfavourable work conditions, 

such as the absence of sick leave.47 Bullying in the workplace, lack of social support and 

having little opportunity to use skills contribute to ill health through mental health 

concerns.55 Similarly, unemployment can have severe consequences for health, 

specifically with regard to psychological consequences,43 although unemployment has 

also been associated with more illness and an increase in premature death.55 

Social capital, including social support, is an important social determinant of health 

because friendships, community connection and good social relations contribute to better 

health.43, 47 Belonging to a social network makes people feel cared for, promotes their 

self-esteem and has a protective mechanism for health.54 The amount of social support a 

person receives can vary depending on their social class and socioeconomic status, with 

poverty often contributing to social exclusion and isolation.43 People with less social 
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cohesion are more likely to experience an increased incidence of depression, chronic 

diseases and premature death.43 

Food supply and nutrition are central to health.9 Lack of food can cause malnutrition, 

whereas excessive intake can contribute to a wide range of chronic diseases such as 

diabetes, cardiovascular disease and obesity.54 Social class and socioeconomic status play 

a role in food security as they determine what foods can be purchased and consumed.43 

People on lower incomes often substitute cheaper processed foods, including takeaway 

meals, for fresh food,47 which can lead to poorer health outcomes. 

Housing is a basic human right and has an impact on health.56 The direct effects of 

inadequate housing on health outcomes are vast, including respiratory health due to 

dampness, poor ventilation and inadequate temperature control.47 Damp homes can lead 

to the growth of mould and other organisms, while houses that use lead in paints or lead 

pipes can cause lead poisoning, especially in children. Environmental issues, including 

electrical and physical infrastructure, can increase the risk of injuries.56 Overcrowding 

can predispose people to certain diseases, such as tuberculosis or group A streptococcus, 

which can cause acute rheumatic fever.56, 57 Provision of public or social housing can have 

positive effects on health, as it allows people on low incomes or with insecure housing to 

gain housing security, which in turn relieves emotional and psychological stressors.58 

Homelessness is a considerable public health concern as homeless populations 

disproportionately suffer from cardiovascular disease, diabetes, hepatic diseases, and 

HIV.59 Homeless populations have poorer access to health care services, and when they 

do access health care, are often discriminated against, which in turn prevents them seeking 

further care.59 
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Behavioural factors or addiction (alcohol, drug and tobacco intake) are influenced by 

wider social conditions43 and can have a profound impact on health. While addiction 

behaviour can relieve the pain of social conditions and be used to cope with emotional 

and psychological stressors, these can be detrimental to health.47 Dependence on or 

excessive consumption of alcohol or other drugs can lead to accidents, violence, 

poisoning and suicide.43 Tobacco smoking can often improve mood; however, it also 

places a strain on an individual’s finances and can result in certain cancers and premature 

death.60 

Ethnicity is considered socially constructed when referred to as a social determinant of 

health because the paradigms of race and ethnic differences are the basis for social 

division and discrimination.47 Health status and outcomes can be poorer, especially 

among ethnic groups that are marginalised within a society.54 Racial segregation produces 

and perpetuates social disadvantage and impacts health through stress and psychological 

issues.54 Racial discrimination can affect every facet of health and wellbeing, with 

indigenous populations globally enduring poorer health indicators, such as morbidity, 

mortality, overall wellbeing and life expectancy, than their non-indigenous 

counterparts.47 Additionally, inequities premised on racial discrimination cause social 

disadvantage and negative health impacts, leading to inequalities in poverty and where 

individuals can live.47 

2.2.2 The intersection of multiple social determinants of health 

The nature of the social determinants of health means that individuals can experience 

multiple social determinants of health, as health inequalities and disparities between 

individuals occur in response to unequal opportunities, resources and conditions.61 

Individuals can experience a collective of social determinants coexisting and mutually 
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reinforcing one other, making it difficult to determine which social determinant came 

first. 

2.2.3 Wellbeing 

While there is growing evidence within the literature that individual wellbeing is central 

to informing policy and monitoring welfare trends, the extent of the effectiveness of such 

measures is dependent upon how wellbeing is defined.33 There is substantial ambiguity 

in how wellbeing is defined and used. It is perplexing that despite being a widely used 

term in a range of disciplines, there is no international consensus on the definition of 

wellbeing.62 In the absence of a definition, many synonyms and descriptions of wellbeing 

are used interchangeably.63 While many definitions have been proposed by those within 

social sciences, policymakers and other disciplines often refer to subjective wellbeing that 

focuses on the ‘mental state’ of an individual.64 The application of physical, emotional, 

spiritual and cognitive terms to define and measure wellbeing is used simply as a 

substitute for mental health.33 

The historical background of wellbeing research describes two approaches: either 

hedonic, which refers to the constructs of positive affect, happiness, joy and life 

satisfaction,65 or eudaimonic, which encompasses positive psychological functioning.66 

Despite the differences in these two approaches, more recent wellbeing research considers 

that measures of wellbeing should offer insight into how people experience aspects of 

their lives and incorporate more than the hedonic and eudaimonic components of 

wellbeing.63 Wellbeing is a multidimensional paradigm, and as such, requires a diverse 

approach, not simplified to life satisfaction or the pursuit of happiness.66 

Many researchers have applied varying definitions of wellbeing based on their 

disciplines. McAllister67 defines wellbeing as ‘More than the absence of illness or 
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pathology; it has subjective (self-assessed) and objective (ascribed) dimensions; it can be 

measured at the level of individuals or society, it accounts for elements of life satisfaction 

that cannot be defined, explained or primarily influenced by economic growth.’ (p. 2). 

While subjective wellbeing, developed by Diener68, is defined as ‘a broad category of 

phenomena that includes people’s emotional responses, domain satisfactions, and global 

judgements of life satisfaction’ (p. 278). Psychologist Seligman69 proposed a new model 

of wellbeing labelled the flourish or PERMA model, combining the hedonic and 

eudaimonic components of wellbeing into one model. The flourish model by Seligman 

includes five elements of wellbeing: positive emotions, engagement, relationships, 

meaning and accomplishment (PERMA), with all five elements giving rise to human 

flourishing. Furthermore, social scientists Hallerod and Selden70 developed a 

multidimensional model of wellbeing that describes five wellbeing arenas: health, 

psychosocial, social relation economy and functions to explain how the varying aspects 

of an individual’s wellbeing are entwined together. 

Wellness and quality of life are also described in the literature as terms akin to 

wellbeing.33, 71 Hettler’s32 wellness model includes six dimensions: social, spiritual, 

physical, intellectual, emotional and occupational, and conceptualises wellness or 

wellbeing as the integration and balance of the six dimensions. Similarly, the WHO’s 

quality of life framework also incorporates six elements: physical health, mental health, 

social health, degree of independence, living environment and quality of life, whereby 

there is a necessity for balance among the elements to create an optimal quality of life. 

According to Stoewen71, wellness embraces eight dimensions: physical, intellectual, 

emotional, social, spiritual, vocational, financial and environmental, with neglect over 

time of one of these dimensions affecting an individual’s wellbeing.  
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This thesis uses a combination of the definitions and key dimensions from the models 

described in the literature. Therefore, our definition of wellbeing is that it is a 

multidimensional paradigm encompassing physical, psychological, financial, spiritual, 

occupational, social, intellectual and environmental elements that interconnect to 

facilitate positive wellbeing. Working in harmony, the elements of wellbeing must be 

balanced to produce positive wellbeing. This definition of wellbeing comprehensively 

describes the key dimensions that make up wellbeing, going beyond the previously 

mentioned flourishing and happiness concepts of wellbeing.69 Physical wellbeing refers 

to sleep, physical activity, paying attention to signs of illness, diet and nutrition.;71 

Psychological wellbeing refers to emotional awareness and regulation, mental health, 

dealing with conflicts, enjoyment, happiness  and resilience.69 Financial wellbeing refers 

to economic stability, preparedness for unexpected emergencies, ability to make informed 

financial decisions and invest for the future. Spiritual wellbeing refers to sense of 

belonging, to find purpose in life, to have a value system, and availability of resources to 

cope with the unexpected issues.71 Occupational wellbeing refers to personal satisfaction 

from work, and appreciation of contributions made. Social wellbeing refers to 

development of social networks, a sense of connection, feeling valued, and interaction 

with community. Intellectual wellbeing refers to expanding knowledge, recognizing 

abilities, an open mind to encounter new ideas, and feeding creativity;71 and lastly, 

Environmental wellbeing refers to living in harmony with nature, being respectful of the 

surroundings, limiting stressors, and having a comfortable working and living 

environment. While optimal wellbeing incorporates all these individual elements of 

wellbeing being balanced, wellbeing is often dynamic, with external and internal factors 

influencing overall wellbeing.71 Figure 3 demonstrates the relationship between the 

elements of wellbeing. 
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Figure 3: Eight dimensions of wellbeing 

 

There has been an abundance of studies conducted within the social sciences measuring 

the concept of wellbeing among various population groups. Much of the literature within 

public health focuses on mental and physical wellbeing and the use of greenspaces,72-74 

the use of leisure activities75-77 and work–life balance.78-80 Furthermore, other literature 

within public health explores sexual and social wellbeing,81-83 wellbeing of the built 

environment,84, 85 economic wellbeing86-88 and life satisfaction,89-91 demonstrating the 

usefulness of wellbeing as an independent variable within public health research. 

Wellbeing is an important health outcome to consider in times of great change, such as 

those generated during the COVID-19 global pandemic. 

Wellbeing

Physical

Pyscho-
logical

Financial

Spiritual

Occu-
pational

Social

Intellectual

Environ-
mental



 27 

2.3 Part 2: The COVID-19 pandemic 

Prior to 2019, novel coronaviruses had triggered two epidemics;91 SARS, which began in 

200292 and MERS, which began in 2012.93 During the SARS outbreak, the case fatality 

rate was reported as 9%, with 8,093 cases and 774 deaths. In comparison, the MERS 

epidemic to date has had 2,494 cases and 858 deaths, with a case fatality rate of 34%.94 

The emergence of Severe Acute Respiratory Syndrome 2 (SARS-CoV-2), otherwise 

known as COVID-19, in Wuhan, China in December 2019 has generated a large-scale 

public health response.95 As of 3 October 2022, globally, there have been over 615 million 

confirmed cases of COVID-19 and over 6.5 million deaths.37 Despite the large number of 

confirmed cases, the global COVID-19 case fatality rate equates to 1.3%. To date, the 

mortality rate of COVID-19 seems to be lower than SARS and MERS; however, the 

WHO and public health experts consider COVID-19 to be more severe and widespread 

due to its spread beginning among international travellers.91 

2.3.1 COVID-19 pathophysiology 

As a large, enveloped, single-strand Ribonucleic Acid (RNA) virus, coronaviruses are 

found in humans and various other mammals, including cattle, chicken, birds and dogs, 

and cause respiratory, neurological and gastrointestinal disease.96, 97 Although 

coronaviruses can cause widespread disease among humans, the virus is thought to be 

zoonotic in origin, with bats considered its natural host.98 COVID-19 virions are 

approximately 60 nm to 140 nm in diameter with characteristic spikes.97 COVID-19 

primarily affects the respiratory system, with early infection targeting the nasal and 

bronchial epithelial cells. Viral replication continues accelerating, causing the epithelial–

endothelial barrier to become compromised and creates an inflammatory response in the 

pulmonary capillaries during the later period of infection.99, 100 There are three stages of 
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severity of COVID-19 infection. During the first stage, an infected person can develop 

flu-like symptoms, with some developing pneumonia that can require hospitalisation, and 

in some cases, intubation and ventilation.99 The second stage is characterised by 

pulmonary inflammation leading to acute respiratory distress syndrome (ARDS), often 

with a poor clinical outcome. The final stage is fibrosis of the lung tissue.99 As the 

pandemic has progressed, COVID-19 has mutated to create variants, with some deemed 

variants of concern because they pose an increased risk to global health.101 Mutation of 

COVID-19 can change the virus’ properties, potentially altering the severity of the 

disease, the transmissibility of the virus and the public health measures required to protect 

the population. The WHO, along with its international experts, continue to monitor 

variants to detect variants of concern.101 

2.3.2 Mode of transmission 

Transmission of COVID-19 occurs through exposure to respiratory droplets, aerosols or 

direct contact with an infected person. Spread can also occur through contaminated 

surfaces and objects.102 The risk of transmission increases with continued exposure to an 

infected person. Being within 1.5 m of an infected person for a period of at least 15 

minutes increases the risk, while brief exposure to a pre-symptomatic or asymptomatic 

contact is less likely to result in the transmission of COVID-19.96 However, it is important 

to note that asymptomatically infected people have been proven to shed the virus and are, 

therefore, considered a potential source of infection.98 In addition to the above-mentioned 

modes of transmission, a systematic review of 38 studies involving 936 neonates has 

demonstrated that vertical transmission of the virus is possible.103 Vertical transmission 

refers to transmission of a virus from the mother to the baby during pregnancy, delivery 

and up to 28 days following birth. However, the prevalence of COVID-19 through vertical 

transmission is reported as low.103 



 29 

2.3.3 Incubation period 

Having a reliable estimate of the incubation period of an infectious disease can inform 

decision-making around public health measures and control, such as the duration of 

quarantine, surveillance and active monitoring periods for people with a high risk of 

exposure.104 An incubation period refers to the time, calculated in days, from a person 

being exposed to the virus to the onset of symptoms.105 With COVID-19 being an 

emerging virus, the initial evidence and understanding of the incubation period were 

limited.106 During the early phase of the outbreak prior to extensive spread, there was a 

fluctuation in the mean incubation period, with some studies reporting a mean of 5.8 

days,105 and other studies reporting incubation periods of 6.38 days107 and 4.5 days.105 

However, with more studies conducted since the emergence of COVID-19, the mean 

incubation period has been refined to 5–6 days.108 

2.3.4 Infectious period 

Equally important in informing public health measures and control is the infectious period 

or the duration of viral shedding of an infectious disease. In the early stages of the 

pandemic, due to the novelty of COVID-19, there was a lack of robust evidence to 

indicate the exact period of viral shedding and, therefore, the length of time that a person 

remains infectious. Studies suggested various infectious periods: 0–20 days (median 8 

days),109 8–37 days (median 20 days),35 7–45 days (median 12 days),110 and 4–51 days 

(median 17 days),111 demonstrating the variability of the infectious period. As more has 

been learned about COVID-19, the studies have confirmed that a pre-symptomatic phase 

can occur 1–3 days prior to the onset of symptoms,112 with a mean time from symptom 

onset to negative PCR test of 13.4 days.113 
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New variants such as Delta and Omicron have been demonstrated to have longer viral 

shedding and higher viral burden compared to other COVID-19 variants.114, 115 Australia 

is directed by the Communicable Disease Network Australia (CDNA) Series of National 

Guidelines (SoNGs)116 for recommendations on control measures, including the 

infectious period. The infectious periods within Australia have changed during the course 

of the pandemic as further data and evidence have come to light. As of 9 September 2022, 

Australia’s approach to the infectious period is 48 hours prior to symptom onset (or a 

positive test for asymptomatic cases) until release from isolation.116 Individuals can be 

released from isolation on day 5 after their first positive test if they have a resolution of 

respiratory symptoms and have had no fever for the previous 24 hours.  

2.3.5 Basic reproductive number R0 

The basic reproductive number R0 is used in epidemiology to denote the average number 

of new infections caused by an infected person. R0 is used to inherently describe the 

transmissibility of an epidemic or pandemic.117, 118 The threshold properties for R0 are 

that if the R0 < 1, then each infected person produces less than one secondary case, 

whereas an R0 > 1 means that each infected person is expected to infect a number of 

individuals with the infectious disease expected to spread exponentially. In an infectious 

disease outbreak, the basic reproductive number is vital in the crisis response as it informs 

control measures.117, 118 During the early stages of the COVID-19 pandemic, a review of 

12 studies in China estimated an R0 ranging between 1.5 and 6.68, with a mean of 3.28.119 

In Lombardy, Italy, during the early phase of the COVID-19 pandemic, the R0 was 

estimated to be 2.76 to 3.25.120 The R0 is used by public health professionals and 

governments to curb the spread of the virus by determining the duration and severity of 

the lockdowns and quarantines.117, 118 
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2.3.6 Clinical characteristics of COVID-19 

As a new infectious disease, the clinical features of COVID-19 are diverse. However, it 

is well established that most patients develop a fever with the addition of some respiratory 

symptoms, such as a cough and dyspnoea.121-123 Similarly, a systematic review conducted 

in China, including 38 studies and 3,062 patients, described fever (80.4%), cough (63.1%) 

and fatigue (46%) as the most common clinical manifestations.98, 123 Milder respiratory 

symptoms have also been reported, such as a sore throat, myalgia and rhinorrhoea.124 

Gastrointestinal symptoms have also been reported as occurring in patients infected with 

COVID-19, including vomiting, abdominal pain and diarrhoea.125, 126 As more has been 

learned about the virus, loss of smell and taste have been demonstrated to be prevalent in 

approximately 50% of cases.127 While the symptoms described seem relatively mild, the 

progression of COVID-19 can be rapid, with up to 20% of unvaccinated cases requiring 

hospitalisation.128 Approximately 25% of all patients who require hospitalisation may 

need further respiratory management within an intensive care unit.129 

2.3.7 COVID-19 spread globally 

In December 2019, health authorities in China were monitoring a cluster of unexplained 

pneumonia cases in the Hubei province.128 By late December 2019, the WHO was alerted 

to the emergence of unexplained pneumonia cases, with Chinese health authorities 

subsequently isolating a novel coronavirus (later called COVID-19) from patients.130 By 

the end of January 2020, the novel coronavirus had been confirmed in 9,720 cases in 

China and included 213 deaths.131 Most worrying was that there were also 106 cases 

confirmed in 19 other countries, beginning the global spread.131 During the 1918 Spanish 

influenza pandemic, the virus started its spread by ship, train and foot and took months 

to spread globally. In comparison, in the era of globalisation and international travel, the 
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worldwide spread of COVID-19 was due to commercial air travel.132 This has allowed 

COVID-19 to be spread rapidly across the globe, with the likelihood of contagion once 

the virus ‘lands’ in a new country dependent upon the strength of the local health systems 

and public health measures implemented to prevent transmission.133 Strong infectious 

disease surveillance systems assist in providing vital information on the characteristics of 

the virus, thus, enabling the identification of population groups most susceptible to 

COVID-19.134 It is important to note that COVID-19 was initially spread among 

international travellers who would not be associated with being negatively impacted by 

the social determinants of health because they tended to be among wealthier mobile 

populations.135, 136 The social determinants of health became more significant once 

COVID-19 became more entrenched in less affluent communities and there was more 

domestic transmission.135, 136 

2.3.8 Preventative measures implemented in Australia 

While public health experts and countries continue to learn about COVID-19, 

implementation of public health interventions and measures is the national approach to 

minimising further transmission.137, 138 In Australia, lockdown and other preventative 

measures were managed by both the Federal and individual State Governments. In mid-

late March 2020, lockdown measures were progressively implemented by the Federal 

government restricting individuals’ movement, banning gatherings, and implementation 

of social distancing measures. Australia’s international borders were closed to all non-

residents on the 20 March 2020 and all non-essential services and business were closed, 

including schools from 21 March 2020.139 By 22 March 2020, the Federal government 

had announced its economic stimulus package to support individuals and businesses 

affected by the lockdowns. On 8 May 2020, the Federal government announced a three-

stage plan of easing of national lockdown restrictions. Following this initial nationwide 
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lockdown, various states, such as Victoria and New South Wales (NSW), implemented 

further lockdown restrictions based on rising deaths and cases of COVID-19.140 

Melbourne, the capital city of Victoria including some regional areas of Victoria, 

experienced six lockdowns totalling 262 days. Whereas in NSW, Sydney the capital city 

of NSW and areas classified as greater Sydney (Illawarra, Central Coast and Blue 

Mountains), experienced two major lockdowns, with the longest lockdown commencing 

in August 2021 ending 107 days later.141 Lockdowns in some states like NSW occurred 

by local government areas, with many regional areas experiencing multiple lockdowns 

during 2021.142 

During 2020 and 2021, movement of individuals between states and territories was also 

restricted, these were imposed by the states/territories themselves. For example, Western 

Australia closed its borders to the rest of Australia and international visitors for two years, 

reopening its borders to visitors on 3 March 2022.142 Similarly, Queensland restricted 

travellers internationally and from interstate , reopening its borders on 15 January 2022. 

Australia reopened its borders to international visitors on 21 February 2022, following 

almost two years of closure.141, 142 

There are four main groups of preventative measures instigated within Australia: 

population level, individual level, vaccinations and active surveillance, which are 

explained below. The Swiss Cheese Model, created by James Reason in 1990143 and 

displayed in Figure 4, recognises that not one single intervention for preventing the spread 

of COVID-19 is flawless, with the figure depicting holes in each intervention (slice of 

cheese) to indicate that multiple layers of protection and prevention are required to 

significantly reduce the overall risk. 
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Figure 4: Swiss cheese model of COVID-19 prevention strategies 

Adapted from Reason143 

2.3.8.1Population-level 

The range of population-level preventative measures focuses on reducing the number of 

interactions that occur between individuals and ensuring that physical (social) distancing 

is used when interactions are unavoidable, such as in the workplace and on public 

transport.144 Most of the measures implemented are mandated by law, including mask 

wearing, with fines pursued. The population-level preventative measures have included 

travel bans (international, interstate and intrastate), restrictions on social gatherings, 

lockdowns, closure of non-essential businesses such as clubs, pubs and cinemas, cafes 

and restaurants limited to takeaway services, employment and schooling strongly 

encouraged to transition to home, and temperature monitoring in health facilities.138, 144 

However, in some places in Australia, like Melbourne, continued community 

transmission of COVID-19 meant that strict lockdown measures were implemented, 

including curfews and complete lockdowns of particular communities, such as those 

experienced in some public housing towers.144, 145 As new variants emerged and the 

spread of the virus was not able to be controlled, Greater Sydney, including the Central 

Coast and Illawarra, and Victoria had additional strict lockdown measures imposed to 

limit the spread of the virus. 
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2.3.8.2 Individual level 

In addition to abiding by the population-level preventative strategies, individuals were 

recommended to implement behavioural measures to reduce their risk of spreading or 

becoming infected with COVID-19.138, 144 Behavioural measures focus on personal 

hygiene, including regular handwashing, use of hand sanitisers, cough and sneeze 

etiquette, wearing masks as per Federal, State and workplace policies, getting tested for 

COVID-19 when unwell and remaining home when unwell.144 

2.3.8.3 Vaccinations 

The COVID-19 vaccine development was a global priority, and within less than a year, 

some countries had approved the use of COVID-19 vaccines for their populations. 

Australia’s Therapeutic and Goods Administration (TGA) provisionally approved 

Comirnaty (Pfizer), a COVID-19 vaccine, for use in Australia on 25 January 2021 and 

Vaxzervia (AstraZeneca) on 15 February 2021.146 Later, the TGA also provisionally 

approved Spikevax (Moderna) on 9 August 2021 and Nuvaxovid (Novavax) on 20 

January 2022.146 COVID-19 vaccines are an effective tool to reduce infection risk, 

preventing illness and hospitalisations.147 Australia commenced its free COVID-19 

vaccination rollout in February 2021, with individuals over the age of 5 years 

recommended to have two doses of a COVID-19 vaccine. Individuals over the age of 16 

years are also recommended to have a booster COVID-19 vaccine, with individuals over 

30 years of age approved to have a second booster vaccination.148 

2.3.8.4 Active surveillance 

An imperative component of reducing the risk of further transmission of COVID-19 is 

active surveillance. This is achieved by isolating confirmed and suspected cases, contact 
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tracing and quarantining confirmed cases’ contacts who are considered high risk.137 

Active or enhanced surveillance also involves developing and revising case definitions, 

identifying and describing the epidemiology of COVID-19, and maintaining a case 

notification and surveillance system.116 

While these public health strategies are vital to reducing the spread of COVID-19, they 

have an impact on people’s lives: socially, economically and psychologically. This 

impact can be variable and often dependent on an individual’s existing social 

determinants of health. Therefore, efforts are required to combat the negative impacts for 

certain population groups. 

2.3.9 The intersection of COVID-19 and social determinants of health 

Labelled by some in mainstream media as the ‘great equaliser’, there is the inaccurate 

assumption that all people in the world are equally affected by COVID-19, both directly 

and indirectly.149 However, in reality, pandemics can exacerbate existing health 

inequalities (caused by the social determinants of health), with the potential for 

disproportionate socioeconomic effects, including job losses, partner violence, addiction 

behaviour, social isolation, susceptibility to COVID-19 and gaps in access to health care 

for some.150, 151 Clear delineations between social groups, empirically referred to as the 

social gradient, are at play during COVID-19, where those in a lower social class, who 

are generally affected by material and social deprivation and socioeconomic 

disadvantage, are disproportionately affected by COVID-19.149, 152 The vast range of 

strategies used to contain COVID-19 also have an adverse effect on health and wellbeing, 

determined by the social determinants of health. This is further discussed in Part 3: 

systematic review. 
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2.4 Part 3: Systematic review 

This section presents a systematic review of the international literature on the social 

determinants of health and health outcomes among adults during the early stages of 

COVID-19 pandemic. Permission to include the publication in the thesis has been granted 

by John Wiley & Sons. This paper was published in Public Health Nursing (Impact Factor 

– 1.770) as: 

Green H, Fernandez R, MacPhail C. The social determinants of health and health 

outcomes among adults during the COVID‐19 pandemic: A systematic review. Public 

Health Nursing. 2021 Nov;38(6):942-52. https://doi.org/10.1111/phn.12959  

2.4.1 Abstract 

Objective: To synthesise the best available evidence on the relationship between the 

social determinants of health and health outcomes among adults during the COVID-19 

pandemic. 

Introduction: COVID-19 has created widespread global transmission. Rapid increase in 

individuals infected with COVID-19 prompted significant public health responses from 

governments globally. However, the social and economic impact on communities may 

leave some individuals more susceptible to the detrimental effects. 

Methods: A three-step search strategy was used to find published and unpublished 

papers. Databases searched included: MEDLINE, CINAHL, EMBASE and Google 

Scholar. All identified citations were uploaded into Endnote X9, with duplicates 

removed. Methodological quality of eligible papers was assessed by two reviewers, with 

meta-synthesis conducted in accordance with JBI methodology. 

https://doi.org/10.1111/phn.12959
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Results: Fifteen papers were included. Three synthesized-conclusions were established 

a) Vulnerable populations groups, particularly those from a racial minority and those with 

low incomes, are more susceptible and have been disproportionately affected by COVID-

19 including mortality; b) Gender inequalities and family violence have been exacerbated 

by COVID-19, leading to diminished wellbeing among women; and c) COVID-19 is 

exacerbating existing social determinants of health through loss of employment/income, 

disparities in social class leading to lack of access to healthcare, housing instability, 

homelessness and difficulties in physical distancing. 

Conclusion: Reflection on social and health policies implemented are necessary to ensure 

that the COVID-19 pandemic doesn’t exacerbate health inequalities into the future. 

Keywords: Social determinants; COVID-19; pandemic; systematic review; health 

inequalities 
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ConQual Summary of Findings 

 

Social determinants of health during the COVID-19 pandemic: a systematic 

review 

Synthesized 

Conclusions 

Type of 

research 

Dependability Credibility ConQual 

score 

Comments 

Vulnerable populations 

groups, particularly 

those from a racial 

minority and those with 

low incomes, are more 

susceptible and have 

been disproportionately 

affected by COVID-19 

in a range of ways 

including mortality. 

Text and 

opinion 

papers 

Moderate 

(downgraded one 

level) 

Moderate 

(downgraded 

one level) 

Moderate Dependability 

downgraded—of 

eleven papers, 

nine papers 

addressed six 

dependability 

questions; and two 

papers addressed 

four dependability 

questions. 

Credibility 

downgraded due 

to mix of U and C 

findings (9 U + 11 

C). 

 

Gender inequalities and 

family violence have 

been exacerbated by 

COVID-19, leading to 

diminished wellbeing 

among women. 

Text and 

opinion 

papers 

Moderate 

(downgraded one 

level) 

Low 

(downgraded 

two levels) 

Low to 

Moderate  

Dependability 

downgraded—of 4 

papers, two papers 

addressed all six 

dependability 

questions; and two 

papers addressed 

four dependability 

questions. 

Credibility 

downgraded due 

to C findings only 

(7 C). 
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Social determinants of health during the COVID-19 pandemic: a systematic 

review 

Synthesized 

Conclusions 

Type of 

research 

Dependability Credibility ConQual 

score 

Comments 

COVID-19 is 

exacerbating existing 

social determinants of 

health through loss of 

employment/income, 

disparities in social 

class leading to lack of 

access to healthcare, 

housing instability, 

homelessness and 

difficulties in social 

distancing. 

Text and 

opinion 

papers 

Moderate 

(downgraded one 

level) 

Moderate 

(downgraded 

one level) 

Moderate Dependability 

downgraded—of 

ten papers, eight 

papers addressed 

six dependability 

questions; and two 

papers addressed 

four dependability 

questions. 

Credibility 

downgraded due 

to mix of U and C 

findings (11 U + 9 

C).  

U = Unequivocal; C = Credible 
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2.4.2 Background 

The emergence of COVID-19, caused by a virus, severe acute respiratory syndrome 

coronavirus 2 (SARS-CoV-2), has created widespread global transmission. Declared a 

PHEIC by the WHO on 30 January 2020,153 there have been over 192 million cases of 

COVID-19 globally as of 23 July 2021, with more than 4 million deaths.37 Rapid increase 

in individuals infected with COVID-19, along with mortality in the early phase of the 

pandemic, prompted significant public health responses from governments globally. The 

public health measures implemented during the first wave of the pandemic in countries 

like China, Thailand, Italy, the United Kingdom and the United States to prevent further 

transmission were centred on physical distancing, lockdown measures and closure of 

productive activities.154-157 

While COVID-19 was initially deemed by some governments as ‘the great equaliser’158, 

159 public health measures implemented to reduce the transmission of COVID-19, while 

effective, have had unequal implications for people within communities and globally.160 

Limitations to people’s social freedoms, social isolation, and the impact on countries’ 

economies as a result of efforts to curb the spread of COVID-19 have been widespread.155 

Additionally, since the scientific communities succeeded in producing several COVID-

19 vaccines, there has been inequitable vaccine distribution within and among countries, 

leading to what has been termed as vaccine poverty.161 

The social, psychological, health and economic impacts of COVID-19 on communities 

may leave some individuals more susceptible to the detrimental effects on their health 

and wellbeing. Factors affecting susceptibility to COVID-19, as well as the impact of 

health and wellbeing outcomes, include insecure housing, limited access to health care, 

poverty, gender inequalities, racial segregation, food insecurity and loss of income and 
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employment.162 These factors are collectively described as the social determinants of 

health. Social determinants of health can create health inequalities within society, and 

“are the conditions in which people are born, grow, live, work and age. These 

circumstances are shaped by the distribution of money, power and resources at global, 

national and local levels”.30 Social determinants of health can affect the prevalence, 

mortality, wellbeing and health outcomes and consequences of COVID-19 within 

communities globally.163 The impact of COVID-19 is not homogenous, therefore there is 

merit in considering how the differential impacts are felt within countries, even in 

countries that are wealthy. 

Global and national crises, including pandemics such as COVID-19, have the ability to 

emphasise social and health inequalities, particularly those that may be unseen or hidden 

prior to the pandemic.164 For example, during the MERS epidemic those who were 

employed reported feeling that they had an increased risk of infection,165 whereas 

generally, employment is thought to be a protective factor when examining social 

determinants of health. Indeed, experience from recent epidemics such as SARS, MERS 

and Ebola have shown that inequalities are amplified as a consequence of these infectious 

disease epidemics.166 A number of public health experts have published in the literature 

on the consequences of COVID-19 for minority population groups, including the 

worsening of social determinants of health.167-169 Certain ethnic groups, while continuing 

to be employed during the COVID-19 pandemic, are employed in occupations that are 

considered to be essential services, such as transportation and retail, leaving them without 

the ability to work from home.164, 170 Furthermore, minority populations are 

disproportionately affected by COVID-19, including increased morbidity, 

hospitalisations and mortality.168 In addition to these immediate impacts, COVID-19 is 

thought to have lasting impacts on health and social inequalities, with workers displaced 
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due to the pandemic not likely to regain employment, even after economic recovery.166 It 

is therefore vital that an understanding of the relationship between the social determinants 

of health and health and wellbeing outcomes is generated to inform social and health 

policies that can address health inequalities, not just for the current pandemic, but to 

achieve health for all into the future. 

A preliminary search of PROSPERO, MEDLINE, the Cochrane Database of Systematic 

Reviews and the JBI Database of Systematic Reviews and Implementation Reports was 

conducted and did not reveal any literature reviews, integrative reviews or systematic 

reviews on the topic. Therefore, the objective of this review is to synthesize the evidence 

exploring the relationship between the social determinants of health and health outcomes 

of adults during the first six months of the COVID-19 pandemic. 

2.4.3 Methods 

2.4.3.1 Search strategy and study selection 

A three-step search strategy was employed to find both published and unpublished papers. 

Initially, a preliminary search of MEDLINE via OVID was undertaken to identify papers 

on the topic, followed by analysis of the text words contained in the titles and abstracts 

of the relevant papers. Secondly, specific search strategies for each of the selected 

databases were developed and a full search was undertaken. Databases included in the 

search were MEDLINE via OVID, CINAHL via EbscoHost, EMBASE via OVID, 

Cochrane Library (CENTRAL), PsycINFO and Google Scholar using the following 

search terms (“Social determinants of health OR structural determinants of health OR 

socioeconomic factors OR social determinants OR social class OR social support OR 

education OR education status OR income OR poverty OR access to health care OR food 

supply OR employment OR employment status OR housing stability OR Gender OR 
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ethnicity OR race) AND (COVID-19 OR coronavirus infection* OR Coronavirus) AND 

(health outcome* OR impact OR health OR wellbeing)”. Finally, the reference list of all 

papers potentially suitable for inclusion were screened to identify any additional papers. 

All references were organised into EndNote V9, with all duplicate papers removed prior 

to screening the titles and abstracts. Two reviewers (HG, RF) screened all the titles and 

abstracts to exclude those papers that did not meet the inclusion criteria. Full text papers 

that matched the inclusion criteria were obtained and were assessed by two independent 

reviewers for inclusion (HG, RF). A protocol for this review was registered on 

PROSPERO International prospective register of systematic reviews under the 

registration number CRD42020214271. 

2.4.3.2 Inclusion and exclusion criteria 

The review considered papers (opinion, discussion and narrative) that included 

participants aged 18 years and over from countries in any geographical region globally. 

Papers published from January 2020 to July 2020 were considered for inclusion. This date 

range starts from when the COVID-19 pandemic was recognised by WHO as a PHEIC 

and ends at the first six months of the pandemic. Any paper that did not report on social 

determinants of health or health outcomes and wellbeing were excluded. Only papers 

published in the English language are included, as the authors are not fluent in any other 

language. No primary data collection papers were included in this review. 

2.4.3.3 Methodological quality assessment 

Two independent reviewers (HG, RF) critically appraised the methodological quality of 

each paper eligible for inclusion using the critical appraisal instruments from Joanna 

Briggs Institute (JBI) for text and opinion papers.171 This instrument consists of six 

questions assessing the source, source field of expertise, reference to extant literature, and 
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congruence with literature. Using the critical appraisal instrument, each question was 

allocated a score (Yes = 2, No = 0, Unclear = 1), with the maximum achievable score of 

12 or 100% when converted to a percentage. A score of between 0-50% was considered 

low quality, 50 – 70% was medium quality and any textual paper that scored 70% and 

over was considered high quality. However, all papers, irrespective of methodological 

quality, were included in the review. Any disagreements between the reviewers 

concerning the inclusion of a paper in the review was resolved through the use of the third 

reviewer (CM). 

2.4.3.4 Data extraction and thematic synthesis 

Data were extracted from the papers included in the review using the Joanna Briggs 

Institute System for the Unified Management, Assessment and Review of Information 

(JBI SUMARI) data extraction tool172 by one reviewer and checked by a second reviewer. 

The specific data extraction included details regarding the populations’ represented, 

social determinants of health addressed, and author’s conclusions significant to the review 

question. Authors of the included papers were not contacted regarding request for 

clarification or additional data. 

An extract from the text was identified to support each conclusion and used as an 

illustration. The extracted author’s conclusions from the included papers were assigned a 

credibility rating in order to assess the validity (unequivocal, credible and unsupported). 

A rating of unequivocal (U) refers to the author’s conclusions being beyond reasonable 

doubt, directly reported and not open to challenge; a rating of credible (C) refers to the 

author’s conclusions being plausible, that is they could be open to interpretation; whereas 

a rating of unsupported (Un) refers to the author’s conclusion not being supported by the 

text.173 
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Each authors’ conclusions were grouped to generate a set of statements (categories) based 

on similarity of meaning. These categories were then subjected to meta-synthesis to 

develop comprehensive synthesized conclusions173 and can be used as a foundation for 

evidence-based practice. To establish the dependability and credibility of the synthesized 

conclusions, each were rated using a modified ConQual approach. The JBI ConQual 

approach was developed for qualitative systematic reviews173 and we have modified this 

approach to be used for systematic reviews of text and opinion. The modified ConQual 

approach enables the synthesized conclusions to be downgraded based on their credibility 

or dependability. The papers have a starting rank of high and can be downgraded for both 

dependability and credibility. Using all six questions from the critical appraisal tool, 

dependability is scored as: 5-6 ‘yes’ responses—the conclusion remains high; 2-4 ‘yes’ 

responses—the conclusion is downgraded one level; 0-1 ‘yes’ responses—the conclusion 

is downgraded two levels. Credibility is ranked according to the assigned levels of 

credibility: unequivocal; equivocal and unsupported, with a synthesized conclusion 

consisting of all unequivocal findings remaining high, while a mixture of unequivocal 

and equivocal findings is downgraded one level. Credibility is downgraded two levels if 

the synthesized conclusion contains all equivocal findings, while a synthesized 

conclusion consisting of a mixture of unequivocal, equivocal and unsupported findings is 

downgraded three levels. If the synthesized conclusion only contains unsupported 

findings, then the credibility is downgraded four levels. The dependability and credibility 

rankings are then compiled into a modified ConQual score, which provides a level of 

confidence in the synthesized conclusions (Author’s own). 
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2.4.4 Results 

2.4.4.1 Search results 

A search of the literature produced 1,504 potential records, after removal of duplicate 

papers, 1,101 papers were ascertained as potential titles for inclusion (Figure 5). 

Following the review of the titles and abstracts of 1,101 papers, 1,082 papers were 

excluded as they did not meet the inclusion criteria. The remaining 19 papers were 

retrieved in full text to read completely. A total of four papers did not meet the inclusion 

criteria and were therefore excluded from the review. 
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Figure 5: PRISMA Flow Diagram 
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2.4.4.2 Methodological quality 

Fifteen papers were critically appraised. The methodological quality of the papers was 

high with all scoring 70% or more. No papers were excluded based on methodological 

quality. Seven papers167, 168, 175-178 met all the appraisal criteria, while eight papers169, 170, 

179-184 did not meet all the appraisal criteria, including the lowest scoring papers179, 183 

with 83.3%. The methodological quality for each included paper is described in Table 1. 
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2.4.4.3 Characteristics of included papers 

A total of 11 papers169, 170, 175, 176, 179, 181-185originated from the United States, two papers 

highlighted the United Kingdom experience167, 168 and one paper each originated from 

Iran,178 and Italy.180 Nine papers explored ethnicity and racism,167, 169, 170, 175, 176, 180, 182-185 

socioeconomic status was referred to in seven papers.167, 169, 175, 176, 178, 180, 181 Six papers 

examined employment and income,168, 170, 176-178, 181 while access to healthcare was 

discussed in four papers.169, 181, 182, 184 Other social determinants of health discussed in the 

papers were housing,169, 177, 181, 182 food supply/security,170, 176, 177 gender,168, 179, 183 

domestic violence.168, 170 The types of papers included were: Commentary, Editorial 

essay, letter to the editor, Editorial, Opinion –Analysis and perspective paper, and Clinical 

practice statement. The characteristics of the included studies are further specified in 

Table 2. 

2.4.5 Review findings 

Meta-synthesis of textual data based on narrative and opinion generated three synthesized 

conclusions. These were derived from 47 authors’ conclusions that were subsequently 

aggregated into six categories. 

Synthesized conclusion 1 - Vulnerable populations groups, particularly those from 

a racial minority and those with low incomes, are more susceptible and have been 

disproportionately affected by COVID-19 in a range of ways including mortality. 

This synthesized conclusion incorporates two categories comprising of 20 authors’ 

conclusions. (Table 3) 

Disparities in burden of disease among those from racial minorities, low income 

populations and other disadvantaged groups. 
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Current tracking of the COVID-19 cases in countries such as the United States, indicate 

the communities of colour or racial minority groups have been disproportionately 

affected,169, 177, 183-185 with early data highlighting the disparities in hospitalisations of 

African Americans and Hispanic American population groups, who are overrepresented. 

Preliminary data from both the United Kingdom and the United States suggest that there 

are COVID-19 hotspots where black communities’ mortality risk from COVID-19 is at 

least twice that of white community groups.167, 175 A baseline of disadvantage in the most 

impoverished communities means they are already affected by the social determinants of 

health,177, 182 and the high burden of chronic disease that plagues such population groups 

predisposes them to even poorer health outcomes if they are infected with COVID-19.170, 

182 Not only are racial minority and low-income populations affected with high numbers 

of COVID-19 cases, but they also have substantially higher mortality due to COVID-19 

than any other group.175, 177 

The inability to work from home, stockpile food supplies or obtain secure housing 

(homelessness) increases susceptibility and exposure to COVID-19. 

Compounding disadvantaged communities’ susceptibility to COVID-19 are structural 

drivers of health inequalities, such as racism, poverty, economic vulnerability and lack of 

social services.168, 170, 177, 181, 182 The pandemic has forced many essential and low-income 

workers (cleaners, delivery drivers, supermarket jobs) to continue to work in frontline 

roles exposing them to increased risk of becoming infected with COVID-19.170, 181 

Physical distancing and an ability to work from home and quarantine have become for 

the privileged, with those on the lowest incomes still having to move around during the 

pandemic, increasing their risk for exposure to COVID-19.168, 181 Indeed, families and 

communities that are financially insecure have fewer resources to stockpile food 

supplies,177 this results in more frequent outings to the supermarkets increasing their 
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susceptibility to COVID-19 infection.176, 177 The inability to stockpile food could also led 

to food insecurity with families and communities not being able to afford or source food 

products, often due to food being bought out by others for stockpiling.170 The COVID-19 

pandemic has also created issues for disadvantaged community members to secure 

housing, with many shelters at full capacity and those that are available overcrowded, 

with increased transmission risks of COVID-19.177, 181 Overcrowding within low-income 

and ethnic minority households, due to the inability to secure housing, creates conditions 

that make physical distancing impossible resulting in a higher risk of exposure to COVID-

19.181, 182 

Synthesized conclusion 2: Gender inequalities and family violence have been 

exacerbated by COVID-19, leading to diminished wellbeing among women. 

This synthesized conclusion incorporates two categories comprising of 7 authors’ 

conclusions. (Table 3) 

Gender inequalities and imbalances in loss of income and within the household. 

Public health measures such as closure of schools and childcare in response to the 

COVID-19 pandemic have meant that dual income households have had to juggle home 

schooling and employment.168, 183 For those families with the ability to work from home, 

school and childcare closures have added pressure and stress within the household, due 

to balancing paid work and schooling children.168 This pressure is disproportionately felt 

by women who shoulder more responsibility for childcare in the household, leading to 

role conflict and affecting women’s wellbeing.179, 183 Furthermore, it has been indicated 

that loss of income during the pandemic will be unequal, with women most burdened with 

loss of income and therefore likely to fare worse than men.168 
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Increased incidence of family violence. 

Family relationships during the COVID-19 pandemic have exacerbated existing tensions 

and created new strains, with increased concerns regarding domestic and family 

violence.168, 170 Public health measures, including physical distancing and quarantine, 

implemented to slow the transmission of COVID-19, have placed, particularly women, at 

increased risk of domestic abuse.168 This is predominantly occurring because victims 

cannot escape the home environment or the attention of the abuser and may have fewer 

resources and money due to income loss.168, 170 

Synthesized conclusion 3: COVID-19 is exacerbating existing social determinants of 

health through loss of employment/income, disparities in social class leading to lack 

of access to healthcare, housing instability, homelessness and difficulties in physical 

distancing. 

This synthesized conclusion incorporates two categories comprising of 20 authors’ 

conclusions. (Table 3) 

COVID-19 is exacerbating health disparities with social position directly and indirectly 

affecting health outcomes and difficultly in physical distancing. 

COVID-19 is having significant impacts on vulnerable populations such as those in a 

lower social class.167, 169, 175, 180, 181, 184 While the benefits of public health measures to curb 

the spread of COVID-19 are evident, those most impacted by the pandemic are 

disadvantaged population groups, including those in a lower socioeconomic class who 

may not be able to comply with simple measures such as physical distancing.169, 181, 184 

Disruption to essential services, residing in multigenerational households, and inability 

to work from home during the pandemic impose additional burdens on those in a lower 
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social class who already face barriers with existing poor health, predisposing them to 

worse health outcomes as a result of COVID-19.168, 169, 175, 181 Those in a higher social 

class have the ability to mitigate the risks of the pandemic, through working from home 

and the ability to physically distance, this once again highlights that social position can 

influence health outcomes.178, 179, 181 

Limited access to healthcare, particularly in regional areas, among uninsured 

populations, and where health systems are overwhelmed. 

Geographical locations and resource allocations have left some population groups with 

limited access to healthcare, not only for COVID-19 testing and hospitalisation, but also 

for the management of existing health conditions.169, 181, 182 In the US, the high cost of 

healthcare and refusal of some states to accept the Affordable Care Act has led to the 

closure of many regional hospitals, which has presented barriers to appropriate diagnosis 

and treatment of COVID-19 for some communities.182, 184 The limited access to healthcare 

is predominantly seen in under-resourced communities that serve those most affected by 

COVID-19, which also happen to be lower socioeconomic areas.178, 182 Furthermore, the 

disparity in access to healthcare during the pandemic perpetuates poverty and creates 

further segregation,168, 169 leaving those most vulnerable (sick and disadvantaged) without 

healthcare.184 Disruption to essential health care during the COVID-19 pandemic may 

leave many with worsening existing health conditions and poorer health outcomes.168  
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Table 1: Critical appraisal results 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Results (%) 

Shah  Y Y Y Y Y Y 12/12 (100) 

Kantamneni Y U Y Y Y U 10/12 (83.3) 

Kinsey  Y Y Y Y Y Y 12/12 (100) 

Douglas  Y Y Y Y Y Y 12/12 (100) 

Xafis  Y U Y Y Y Y 11/12 (91.7) 

Takian  Y Y Y Y Y Y 12/12 (100) 

Gray  Y U Y Y Y Y 11/12 (91.7) 

Haynes  Y U Y Y Y Y 11/12 (91.7) 

Ali  Y Y Y Y Y Y 12/12 (100) 

Schulz  Y Y Y Y Y Y 12/12 (100) 

Baptiste  Y Y Y Y Y Y 12/12 (100) 

Betron  Y U Y Y Y U 10/12 (83.3) 

Bucciardini  Y U Y Y Y Y 11/12 (91.7) 

Van Dorn  Y U Y Y Y Y 11/12 (91.7) 

Farley  Y U Y Y Y Y 11/12 (91.7) 

Results 100% 55.6% 100% 100% 100% 93.3%  

Yes (Y) = 2, No (N) = 0, Unclear (U) = 1 

Q1 Is the source of the opinion clearly identified? Q2 Does the source of opinion have standing in the 

field of expertise? Q3 Are the interests of the relevant population the central focus of the opinion? Q4 Is 

the stated position the result of an analytical process, and is there logic in the opinion expressed? Q5 Is 

there reference to the extant literature? Q6 Is any incongruence with the literature/sources logically 

defended? 
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Table 2: Characteristics of included studies 

 Author Country Main outcome/s 
Xafis US • Ethnicity and racism: Structural racial injustice with Hispanics and African Americans disproportionately affected by 

COVID-19 

• Employment and income: Increased unemployment and those in low paying jobs forced to continue working exposing them 

to risk of COVID-19 

• Domestic violence: Increase domestic violence due to inability to escape the abuser 

• Food supply: food insecurity among disadvantaged population groups 

• Access to health services: Lack of access to healthcare  
Douglas  UK • Employment and income:3.5 million people are expected to need unemployment payments through loss of income and 

employment 

• Gender: Women and children to lose income and fare worse 

• Domestic violence: Increased risk of domestic violence  
Takian  Iran • Socioeconomic status: Political instability and COVID has widened the gap between socioeconomic groups 

• Employment and income: Low-income workers are not able to abide by the quarantine measures, while those in higher 

incomes are able to work and stay at home  
Gray  US • Ethnicity and racism: Hispanics and native and African Americans are disproportionately experience the burden of disease 

• Access to healthcare: Disadvantaged groups have less access to primary care services 

• Housing: overrepresented among essential workers and those living in overcrowded conditions 
Haynes  US and 

UK 
• Ethnicity and racism: Disparities in burden of disease with communities of colour disproportionately affected by COVID -19 

• Socioeconomic status and Access to health care: Lack of health resources perpetuating poverty and segregation 

• Housing: Households are overcrowded making communities of colour more susceptible to COVID-19 
Ali  UK • Ethnicity and racism: Mortality risk in ethnic minority groups six times higher than white populations 

• lowest income households were six times less likely to work from home during COVID, three times less likely to self-isolate 

• Socioeconomic status: Higher % of people tested positive in low socioeconomic areas compared to high socioeconomic areas 
Schulz  US • Ethnicity and racism: African Americans account for 11% of Michigan’s population but account for 32% of COVID cases 

and 41% of deaths 

• Employment and income: Social distancing in hard due to most African Americans working in essential services such as 

transport 

• Food supply: Those in low socioeconomic areas have fewer resources to stockpile supplies, meaning more frequent visits to 

supermarkets and at risk of food insecurity 

• Housing: Households have lost their homes and homelessness shelters are struggling to accommodate people 
Betron  US • Gender: Altering gender roles; Opportunity to upend men as head of the household and share caregiving roles 

Bucciardini  Italy • Socioeconomic status: People in lower socioeconomic areas are suffering the ill effects of COVID-19 

• Employment and income: Loss of work and income is a major consequence of COVID-19 
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 Author Country Main outcome/s 
Van Dorn  US • Ethnicity and racism: African Americans are disproportionately affected by COVID-19; Minority populations in the US are 

essential workers which don’t have the privilege of staying at home 

• Access to health care: millions without healthcare access and many local and regional hospitals closed 
Farley  US • Income: Only 9.2% of workers with the lowest income can work from home compared to 61.5% of those with a higher income 

• Housing and poverty: Poverty, lack of savings and unstable housing increase susceptibility to COVID-19 

• Ethnicity and racism: Minority populations is US disproportionately affected by COVID  
Kantamneni  US • Ethnicity and racism: Black Americans and LatinX populations are being displaced from employment during COVID-19 

pandemic 

• Income: People of colour and low-income earners disproportionately affected by COVID-19 

• Gender: Gender inequalities with women expected to balance multiple roles during the pandemic 
Kinsey  US • Socioeconomic status: Stockpiling foods in response to the pandemic leaves disadvantaged (lower socioeconomic) families 

facing food insecurity 

• Employment and income: Low-income households are required to travel around to multiple stores to find the cheapest food 

items which puts them at increased exposure to COVID-19 

• Food supply: Low-income households can’t afford to stockpile food  
Shah  US • Ethnicity and racism: Impact of COVID-19 disproportionately among populations due to structural racial injustice; Higher 

rates of COVID-19 among ‘black’ communities; Higher mortality from COVID-19 in ‘black communities 

Bapitise  US • Ethnicity and racism: Racial minority groups are being infected with COVID-19 at higher rates than white population and are 

more likely to die from COVID-19 

• Socioeconomic status: Those from a low social class are vulnerable to COVID-19 due to housing instability, food insecurity 

and limited access to health care. 
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Table 3: Supplementary material 

Synthesized conclusion 1: Vulnerable populations groups, particularly those from a racial minority and those with low incomes, 

are more susceptible and have been disproportionately affected by COVID-19 including mortality. 

Disparities in burden of disease among those from racial minorities, low income populations and other disadvantaged groups  

Crosscutting consequences of worsening social determinants of health with black populations disproportionately affected with higher 

hospitalisations and mortality due to COVID-19 Shah (U) 

Disproportionate representation of workers from low income and racial/ethnic minority backgrounds in sectors most affected by COVID-

19 Kantamneni (C) 

Emerging disparities in the burden of disease Ali (C) 

In the face of a pandemic such as COVID-19, groups systematically disadvantaged confront the virus with a health status already 

compromised compared with less disadvantaged groups. For example, Hispanic Americans and African Americans have succumbed to 

COVID- 19 in disproportionately higher numbers than their fellow Americans Xafis (U) 

Persons who identify as Black are contracting COVID-19 at higher rates and are more likely to die from it than any other race Baptise 

(U) 

African Americans, Latino individuals, and Native Americans in the USA have experienced a disproportionate burden of COVID-19- 

related infections and deaths Gray (C) 

The most impoverished communities, which are largely communities of color, have been hardest hit by COVID-19 Haynes (C) 

COVID-19 numbers indicated that African Americans, just 11% of Michigan’s population, accounted for 32% of COVID-19 cases and 

41% of deaths In the United States, long histories of racism, segregation, and economic disinvestment have contributed to 

disproportionate levels of poverty among African Americans Schulz (U) 

Part of the disproportionate impact of the COVID-19 pandemic on communities of colour has been structural factors that prevent those 

communities from practicing social distancing Van Dorn (C) 

The inability to work from home, stockpile food supplies or obtain secure housing (homelessness) increases susceptibility and 

exposure to COVID-19 
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The complex and strategic food shopping patterns financially insecure families employ have been upended by the COVID-19 crisis 

Kinsey (C) 

People may experience loss of income from social distancing in several ways. Although some people can work at home, many cannot, 

especially those in public facing roles in service industries, a group that already faces precarious employment and low income Douglas 

(U) 

The COVID-19 pandemic has had a significant impact globally. Most affected, however, are those individuals and groups routinely 

disadvantaged by the social injustice Xafis (C) 

The COVID-19 pandemic has either resulted in the loss of jobs, devastating poor families reliant on the income, or has forced workers to 

continue working at the frontline in low-paid cleaning, delivery, transport, supermarket/grocery jobs, or factory labour, often exposing 

workers to increased risks of contracting the disease Xafis (U) 

Lower income workers (the bottom 10 percent of income) continue to move around during quarantine, while those who make more 

money are staying home and limiting their exposure Takian (U) 

Over- representation of racial and ethnic minorities among essential workers and those living in poor and overcrowded housing 

conditions makes physical distancing challenging Gray (C) 

Households losing their homes continue to surface at a time where rehousing is challenging and homeless shelters are struggling with the 

ability to accommodate appropriate social distancing practices for residents Schulz (U) 

Low-income families have fewer resources with which to stockpile food, resulting in more frequent trips to grocery stores and food 

banks to replenish supplies, with increased opportunities for exposure Schulz (C) 

Pre-existing comorbid conditions, economic insecurity, living environment, over representation in lower wage jobs or those requiring 

contact resulting in a higher risk for COVID-19 exposure, are all factors that adversely influence health outcomes during this pandemic 

Farley (C) 

COVID-19 challenges for homeless populations throughout the country have only worsened but are difficult to quantify. Shelters are 

full, closed, or fraught with COVID-19 transmission risk due to crowded conditions Farley (C) 

Only 9.2% of workers in the lowest quartile of the wage distribution can telework, compared with 61.5% of workers in the highest 

quartile. Social distancing is a privilege Farley (U) 

Synthesized conclusion 2: Gender inequalities and family violence have been exacerbated by COVID-19, leading to diminished 

wellbeing among women. 
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Gender inequalities and imbalances in loss of income and within the household. 

Role conflict and stress for women when daycares, schools, and external resources are unavailable despite still needing to engage in paid 

work Kantamneni (C) 

The global health community also has an opportunity to engage men in addressing COVID-19 related threats to women’s health and 

wellbeing Betron (C) 

COVID-19 is an opportunity to upend the men as ‘head of household’ and breadwinner mentality and promote shared caregiving roles 

between women and men. Betron (C) 

Crucially, not everyone is equally likely to lose income. Women, young people, and those who are already poor will fare worst 164 (C) 

School closures may add to stress in families as parents try to home school children, often juggling this with home working. This burden 

may fall disproportionately on women Douglas (C) 

Increased incidence of family violence 

Concern has been raised about potential increases in family violence during restrictions in the UK Douglas (C) 

Domestic and family violence come in many forms, and during the COVID-19 pandemic, life has become increasingly more dangerous 

Xafis (C) 

Synthesized conclusion 3: COVID-19 is exacerbating existing social determinants of health through loss of employment/income, 

disparities in social class leading to lack of access to healthcare, housing instability, homelessness and difficulties in social 

distancing. 

Pandemic is a symptom of deeper societal inequalities Ali (C) 

Populations vulnerable to complications from COVID-19 also include persons who are socially at-risk such as those who may experience 

any kind of abuse, housing instability, substance use disorder, food insecurity and have limited access to health care Baptise (C) 

Social determinants of health play a significant role in how people access and receive care, and thus require close attention to structural 

factors that contribute to poor health outcomes among ethnic minority people. The emergence of the COVID-19 pandemic exacerbates 

these issues 10-fold Baptise (U) 

The COVID-19 pandemic complicates or even nullifies the complex strategies that families facing food insecurity use to feed themselves 

Kinsey (U) 
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COVID-19 will exacerbate health disparities and have profound effects on the food and financial security of many in this country for 

years to come Kinsey (C) 

Prolonged or more restrictive social distancing measures could increase health inequalities in the short and long term Douglas (C) 

The rich, however, have the potential to make a living, and through their social networks, to be more up-to-date about the latest 

information and recommendations on the COVID-19 pandemic and ways to mitigate its risks Takian (C) 

Social distancing is difficult in impoverished communities because of overcrowding, residence in multigenerational households, and the 

inability to work from home Haynes (U) 

Indeed, people with a more fragile social position suffer from the devastating effects of a pandemic. Once again, the pandemic is 

highlighting how the social position can indirectly affect health Bucciardini (C) 

Pre-existing racial and health inequalities already present in US society are being exacerbated by the pandemic Van Dorn (U) 

The current pandemic will impose an additional burden on vulnerable populations that already face barriers predisposing them to worse 

health outcomes Farley (C) 

Many white-collar workers have broadband internet and computers, which enable them to easily work from home, while many from 

poorer neighborhoods do not have this luxury Farley (C) 

The loss of work and/or income is one of the major consequences of Covid-19 Bucciardini (U) 

Limited access to healthcare, particularly in regional areas, among uninsured populations, and where health systems are 

overwhelmed 

Disruption to essential services and unwillingness healthcare setting may affect care of other conditions Douglas (C) 

Limited access to primary care services and COVID-19 testing centres present additional barriers to appropriate diagnosis and treatment 

Gray (U) 

The effects of COVID-19 on vulnerable populations highlight large disparities in resource allocation that perpetuate poverty and 

segregation Haynes (U) 

14 US states (mostly in the south and the Plains) have refused to accept the Affordable Care Act Medicaid expansion, leaving millions of 

the poorest and sickest Americans without access to health care Van Dorn (U) 

Factors such as resource allocation, geographic location, and public versus private hospital systems have influenced access to necessary 

supplies and COVID-19 testing Farley (U) 
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Leaving many regional and local hospitals across the US closed or in danger of closing because of the high cost of medical care and a 

high proportion of rural uninsured and underinsured people Van Dorn (U) 

In NYC, it became clear that the most vulnerable under-resourced safety-net hospitals serving the most affected communities were 

quickly overloaded Farley (U) 
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2.4.6 Discussion 

Termed by some governments as the great equaliser,158, 166 COVID-19 is far from such, 

with the impact felt disproportionately among ethnic groups, the socio-economically 

disadvantaged and women. This review synthesises the available evidence on the 

relationship between the social determinants of health and health outcomes among adults 

during the first six months of the COVID-19 pandemic. The findings of this review 

highlight that there is a direct relationship between the social determinants of health and 

health and wellbeing outcomes among adults during the COVID-19 pandemic. 

COVID-19 has brought the social determinants of health and resultant health inequalities 

to the forefront and demonstrated that action needs to be taken to address underlying 

social and health inequalities, ‘the causes of the causes’.160 Disparities among vulnerable 

populations including ethnic groups, low-income earners, those living in poverty and 

women have been demonstrated in this review. Addressing such disparities requires a 

collaborative approach, one that initiates widespread changes in social and health 

policy.186 COVID-19 is not the great equaliser; however, COVID-19 has renewed the 

need to tackle the inequalities created by the social determinants of health. Large-scale 

global initiatives such as the United Nations (UN) Sustainable Development Goals 

(SDGs) are just one approach to take action on health inequalities, particularly SDG 1 no 

poverty, SDG 3 good health and wellbeing, SDG 5 Gender equality, SDG 10 reduce 

inequalities and SDG 11 sustainable cities and communities.187 

 

While the direct burden of COVID-19 has impacted populations, it is the health and 

wellbeing outcomes beyond those attributable to the virus itself that are most alarming. 



 63 

Public health actions, in collaboration with governments and public health professionals 

must be made to support those considered to be among vulnerable population groups.188 

As nations, we cannot afford to have inaction on the social determinants of health and the 

resultant health inequalities. The results of this review have demonstrated that COVID-

19 has negative consequences, especially for vulnerable population groups who are 

already affected by social and health inequalities. COVID-19 has exacerbated existing 

health inequalities and provided a wakeup call to advance efforts to address health 

inequalities and the social determinants of health.189 

Pandemic response and planning should take into account the social determinants of 

health to reduce the unequal consequences of COVID-19. Health responses including 

COVID-19 vaccine rollout need to take account of increased risk associated with the 

social determinants of health as well as inequities in access to care. Policy decisions made 

as a result of COVID-19 must be reflected upon to ensure that they don’t damage health 

and create health inequalities in the future.190 Public health professionals need to be part 

of the solution for addressing health inequalities and social determinants of health; this 

can be achieved at the individual, practice and community levels.191 On an individual 

level, this may include discussing potential social challenges with patients; within an 

organisation or at a practice level, identifying methods to reduce barriers to accessing 

health care; and at a community level, partnering with community groups.191 

2.4.7 Strengths and Limitations 

This review used standardised critical appraisal instruments for the text and opinion 

papers. In addition, this review used a modified ConQual approach (modified from the 

JBI ConQual approach for qualitative reviews) to rate the dependability and credibility 

of the synthesized conclusions, allowing for confidence in the findings. To our 
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knowledge, this is the first review to use the modified ConQual approach for test and 

opinion systematic reviews. While the review employed robust methods, some limitations 

that need to be acknowledged. Firstly, although a systematic search was conducted to 

identify relevant papers for inclusion, some papers might have been missed during the 

search process. Additionally, the search was restricted to papers only published in the 

English language, which may have omitted papers published in any other language. This 

review included studies from January 2020 to July 2020 when there were no vaccines for 

COVID-19 available hence papers on health inequalities surrounding vaccination roll 

outs were not available. Further research needs to be conducted on the health inequities 

associated with vaccination roll outs. Finally, because the COVID-19 pandemic is a 

rapidly evolving situation, the evidence in the literature from the first 6 months of the 

epidemic was limited to predominately the US experience. However, recent evidence 

since the search was conducted in July 2020, demonstrates that low- and middle-income 

countries are reporting similar experiences as reported in this review. 

2.4.8 Conclusion 

Vulnerable population groups have been disproportionately impacted by COVID-19, 

including on health outcomes such as hospitalisations and mortality. The COVID-19 

pandemic has highlighted the need for action on health inequalities and the social 

determinants of health if we are to ever achieve the SDGs and health for all. Public health 

professionals should be part of this response by developing a better understanding of the 

underlying causes of poor health, assisting people to access support services, improving 

access to care for people in hard-to-reach communities and partnering with community 

groups. Reflection on social and health policies implemented are necessary to ensure that 

the COVID-19 pandemic does not exacerbate health inequalities into the future. 
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Chapter 3: Methodology and Methods 
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3.1 Chapter introduction 

The purpose of this chapter is to present and explain the methodology and conceptual 

framework that has been used for this thesis. This chapter also presents the research 

methods, including data collection, data analysis and ethical considerations. 

Accompanying this chapter, Publication 2, a peer-reviewed published paper, provides a 

comprehensive description of the quantitative data collection process. 

3.1.1 Methodological approach 

Public health issues are complex. While many researchers to date have used a 

monomethod, that is, either a quantitative or qualitative method, to assist in examining or 

exploring an issue, a mixed methods approach allows for a thorough understanding and 

investigation of the diversity, cultural influences and multiple perspectives that are 

incorporated in public health.192 Contemporary mixed methods research was established 

in the late 1980s and has been recognised as an alternative to quantitative and qualitative 

research methodologies.193 There are three distinctive mixed methods designs: 

1. Convergent design (parallel or concurrent): the researcher’s intent is that both 

qualitative and quantitative data are collected, each of the data is analysed 

separately, and finally, the results are merged with the purpose of comparison.194 

2. Exploratory sequential design: the researcher’s intent in using this approach is to 

first collect qualitative data. This design is generally used where little is known 

about the topic, and the population is understudied and/or hard to access. 

Following the initial exploration through qualitative data collection and analysis, 

the second phase is to use the answers derived in the qualitative analysis to build 

the quantitative phase. This may include developing instruments.194 
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3. Explanatory sequential design: the intent of this design is to first collect and 

analyse quantitative data, then collect and analyse qualitative data, with the 

qualitative data being used to explain the quantitative results. Weighting or 

attention can be given to either the quantitative or the qualitative data. In terms of 

analysis and interpretation of the results, an equal weight could be given to both 

quantitative and qualitative depending upon the scope of the research.195 

Due to the complex nature of the public health issue being explored within this research, 

a quantitative methodology is unable to investigate the personal experiences and 

understand the views of the participants.192 A qualitative methodology limits the 

generalisability to the general population.195 Therefore, a mixed methods approach was 

deemed the most suitable for a robust investigation. Thus, this study was conducted using 

a mixed methods approach, implemented using an explanatory sequential design. This 

design approach includes two distinct phases: initially using the quantitative method 

followed by the qualitative method.196 In this study, the quantitative data were collected 

and analysed first, and thereafter the qualitative data provided a description of 

participants’ perceptions of the relationship between wellbeing and the social 

determinants of health during the COVID-19 pandemic. The qualitative data explored the 

voice of the participants’ lived experiences throughout the pandemic to assist in 

explaining and elaborating on the quantitative results, as the survey only would not enable 

the exploration of lived experience.195 In this study, the quantitative and qualitative data 

were collected sequentially, and equal weighting was given to the analysis and 

interpretation of both the quantitative and qualitative results (see Figure 6). This was 

influenced by the purpose of the study. The two phases, quantitative and qualitative, have 

been integrated through the sampling and in the interpretation of the results.197 
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Figure 6: Explanatory sequential study design 

Adapted from Ivankova197 

3.2 Conceptual framework 

The WHO’s CSDH conceptual framework formed the theoretical basis for this research. 

This framework was developed to promote health equality in the spirit of social justice 

and is a public health, action-orientated framework to reduce inequalities and disparities 

in health across social hierarchies.198 The social determinants framework incorporates 3 

main components: 1) socio-political context, 2) structural determinants and 3) 

intermediary determinants.198 These are outlined below. 

3.2.1 Socio-political context 

The socio-political context encompasses a wide range of aspects within the social and 

political environments that exert power and influence over an individual through social 

hierarchies and health opportunities.47 In this context, policies, including social welfare, 

employment and labour policies, produce and perpetuate the social determinants of health 

inequalities. Government policies have the power to enact change to alter the course or 

experience of those who are disadvantaged or marginalised, or they have the power over 

individuals, continuing to dominate and oppress structurally.47 Altering the distribution 

of power and having a collective response to changing social hierarchies enables the 

empowerment of those that are disadvantaged. This is enacted through the provision of 
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social safety nets, availability of resources, including health resources, policies 

influencing housing distribution, policies on education and discrimination and labour 

market policies that facilitate supply and demand.47, 198 

3.2.2 Structural determinants 

This second element in the conceptual framework refers to the interchange between 

political and social environments, structural mechanisms that generate social hierarchies 

and determine the social class or position of individuals.47, 198 In this situation, structural 

determinants are aspects that are responsible for creating health disparities between social 

groups, including income, education level, occupation or employment status, racism and 

discrimination, social class, gender and ethnicity. These have been discussed in detail in 

Chapter 2. 

3.2.3 Intermediary determinants 

When referring to the down-stream factors that shape and contribute to health inequalities 

of exposure and vulnerability to certain health conditions, the WHO CSDH framework 

denotes these as intermediary determinants. The intermediary determinants result from 

the social determinants of health inequalities combined with individual-level influences 

developed through social stratification. There are four main categories of intermediary 

determinants described by Solar and Irwin:47 1) material circumstances such as housing, 

neighbourhood quality and financial means to buy food and clothes. 2) psychosocial 

circumstances, including stressors, social support, relationships and coping strategies, 3) 

behavioural and biological factors such as nutrition, physical activity, tobacco and alcohol 

consumption and 4) the health system as a social determinant, through access and cost. 

These elements have been discussed in more detail in Chapter 2. 
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Figure 7 illustrates the relationship between all three components of the WHO CSDH 

conceptual framework. The structural determinants consist of the social, economic and 

political situation in which an individual is born and lives; these determinants dictate a 

person’s socioeconomic position. A person’s socioeconomic position creates the 

intermediary determinants that increase or decrease the likelihood of susceptibility to 

health-compromising conditions and illness. The conceptual framework highlights that 

illness caused by poverty can circle back to the structural determinants, in that an 

individual can lose their income resulting in a lowering of their socioeconomic status.48 

Social determinants of health exist in everyday life, with some people already 

experiencing poor health; however, during a pandemic and public health crisis, a person’s 

social determinants can be exacerbated due to that crisis. Nonetheless, this would be 

dependent upon their pre-pandemic social determinants of health. The experience of a 

pandemic such as COVID-19 can feed back to affect social, economic and political 

functioning. In the context of this thesis, given that the primary aim is to explore the 

relationship between the social determinants of health and wellbeing of Australian adults 

during the pandemic, the WHO CSDH will provide a comprehensive framework in which 

to explore the ‘up-stream’ and ‘down-stream’ factors influencing adult health and 

experience during COVID-19.47 

Health is a complicated phenomenon and often requires an examination of social and 

political aspects, as described by the WHO CSDH framework.47 This is particularly 

pertinent during an infectious disease outbreak, where the spread of the disease can be 

fuelled by poverty, inequalities and an unequal burden of access to health care. Social 

determinants of health drive the health inequalities that are observed during public health 

emergencies.57 Therefore, this research focuses on the structural and intermediary 
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determinants of the WHO CSDH conceptual framework that are at play among Australian 

adults during the COVID-19 pandemic. 

 

Figure 7: WHO CSDH conceptual framework 

Reproduced with permission from WHO,47 see Appendix 2 

3.3 Phase 1: Quantitative phase 

3.3.1 Study design 

A cross-sectional online study was deemed the most appropriate method to collect data 

for Phase 1 of this study while addressing its aims. A cross-sectional study is considered 

a type of observational research method that analyses data collected at one point in time 

across a sample population.199 Different from other observational studies, such as a case-

control study (participants selected on the outcome) or a cohort study (participants 

selected on exposure), a cross-sectional study selects participants based on inclusion and 

exclusion criteria. Using a cross-sectional study, the researcher can study the association 

between exposure and outcomes in this population, estimate the prevalence of an outcome 

and calculate odds ratios that indicate a measure of association.199, 200 
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A cross-sectional study is a relatively economical method to reach large numbers of 

individuals;201 this was particularly important as this is a national study, with large 

numbers and diverse geographical locations of potential participants. Additionally, cross-

sectional studies are beneficial for public health monitoring, planning and evaluation,199 

which is useful, given that this research is about social determinants of health during the 

pandemic and a public health issue requiring careful planning and evaluation. Although 

the advantages of cross-sectional studies are numerous, this study design also has its 

limitations. Cross-sectional studies only provide a ‘snapshot’ in time, and therefore, if 

data was collected in another timeframe, the results may differ. Another limitation of a 

cross-sectional study is that it is often susceptible to biases, including recall and 

nonresponse bias.202 

3.3.1.1 Study setting 

This was an Australian national study. The recruitment of participants was undertaken to 

ensure geographic and socioeconomic depiction to gain diverse perspectives on the 

influence of the COVID-19 pandemic among Australians. 

Geographic depiction was achieved by targeting a range of major city, regional and 

remote regions within each state in Australia using the Australian Bureau of Statistics 

(ABS) remoteness structure Accessibility and Remoteness Index of Australia (ARIA+). 

The ARIA+ is available in various formats, including as a map and an excel 

spreadsheet.203 Developed in the late 1990s as a joint project by the Commonwealth 

Government of Australia and the Hugo Centre for Population and Migrant studies, the 

ARIA+ divides Australia into five remoteness classes: major cities, inner regional, outer 

regional, remote and very remote, based on a measure of access to services and population 
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size.203, 204 The ARIA+ is widely used throughout Australia as the nationally consistent 

measure of geographical remoteness.205  

Socioeconomic depiction was achieved by targeting population groups using the ABS 

Socio-Economic Indexes for Areas (SEIFA)’s Index of Relative Socio-Economic 

Advantage and Disadvantage (IRSAD) maps. The SEIFA is determined using census data 

(collected every five years) to compare the socioeconomic features of communities within 

Australia.205 The SEIFA is used to determine funding requirements, the relationships 

between socioeconomic advantage and disadvantage, and a variety of outcomes such as 

health and education.205 A more detailed description of the study setting is described in 

Publication 2. 

3.3.1.2 Inclusion criteria 

The inclusion criteria for the study were: 

• individuals aged 18 years and over 

• ability to read and understand the English language 

• residing in any state or territory within Australia during the COVID-19 pandemic. 

3.3.1.3 Sampling 

Adults who resided in Australia during the COVID-19 pandemic were sought to 

participate in this study. Non-probability sampling, which is a convenience sampling 

method, was employed for the quantitative phase.206 The research aimed to reach a diverse 

sample of adults within Australia, including different socioeconomic areas and spread 

across urban, regional and remote regions. This is explained in more detail in Publication 

2. 
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3.3.1.4 Recruitment 

Numerous strategies such as newspaper advertisements, random mail out of surveys and 

random digit dialling have been used to recruit participants in population health 

research.207 However, with improved access to the internet globally, particularly through 

mobile phones, social media has become an active part of modern society.208 In Australia, 

social media use is increasing, with 1.2 social media accounts per Australian,209 and while 

there has been a concern for the digital divide, Australian household use of information 

technology and access to the internet was 86% in 2016–17, rising to 97% in households 

with children under 15 years of age.210 

Recruitment for this study was conducted between August and October 2020. Publication 

2 below outlines the social media approach used to recruit participants in the quantitative 

phase. Permission was not required from the publisher, JMIR publications, to include this 

paper in the thesis. A published version of the paper can be found in Appendix 3. This 

paper was published as: 

Green H, Fernandez R, MacPhail C. Social media as a platform for recruitment to a 

national survey during the COVID-19 pandemic: feasibility and cost analysis. JMIR 

Formative Research 2021 Jul 6;5(7). Available from: https://doi.org/10.2196/28656  

  

https://doi.org/10.2196/28656
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3.4 Publication 2: Social Media as a Platform for Recruitment to a National Survey 

during the COVID-19 Pandemic: Feasibility and Cost Analysis 

 

3.4.1 Abstract 

Background: With the improved accessibility to social media globally, health 

researchers are capitalising on this method to recruit participants for research studies. This 

has particularly been the case during COVID-19, when traditional methods of recruitment 

have not been able to be used. Despite this, there is limited evidence of the feasibility of 

social media for recruiting a national sample. 

Objective: This paper describes the use of social media as a tool for recruiting a national 

sample of adults to an online survey during the COVID-19 pandemic. 

Methods: Between August – October 2020, participants were recruited through 

Facebook via two advertisement campaigns into an online survey exploring the 

relationship between social determinants of health and wellbeing of adults during the 

COVID-19 pandemic. Data were analysed using SPSS version 25 and Facebook metrics 

auto generated in the Facebook Ads Manager. Data were weighted to match the 

Australian population on the basis of gender based on 2016 Australian census data. 

Results: In total, 9594 people were reached nationally with the paid option and 

potentially 902000 people through the no cost option resulting in 1211 online survey 

responses. The total cost of the advertisement campaign was $649.66, resulting in an 

overall cost per click of $0.25 AUD. 

Conclusion: Facebook is a feasible and cost-effective method of recruiting participants 

into an online survey, enabling recruitment of population groups considered hard to reach 
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or marginalised. Recruitment through Facebook facilitated diversity, with participants 

varying in socioeconomic status, geographical location, educational attainment, and age. 

3.4.2 Introduction 

Numerous strategies such as newspaper advertisements, random mail out of surveys and 

random digit dialling have been used to recruit participants into population health 

research. However, implementation of these traditional strategies in modern society has 

limitations due to the reduced use of landline phones and increased postage costs,207, 211 

which make these recruitment methods less feasible. Additionally, these approaches have 

low participation rates ranging from 7.5%212 to 30%.213 With improved access to the 

internet globally, particularly through mobile phones, social media has become an active 

part of modern society.208 Public health researchers have harnessed social media and 

online platforms as a modality for recruitment into population health research.214, 215  Used 

as more than just a method to connect with friends and family, social media platforms are 

increasingly used for sharing content, engaging with news content, entertainment, and 

receiving health information. The most popular social media platforms globally are 

Facebook, Twitter, YouTube and Instagram,209 with over 4 billion users. Social media 

platforms enable users to connect and share information through both traditional and 

interactive methods, with most platforms allowing free use.208 

According to the Australian Communications and Media Authority,216 in 2018-19 

approximately 91% of all Australians had access to the internet. In 2016-17, 80% of 

Australians used the internet for social networking217 compared with 66% in 2011,216 with 

an average of 1.2 social media accounts per Australian.209 Facebook is the most popular 

social media platform for Australians, with approximately 93% of Australian social media 
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consumers using this platform, followed closely by Instagram at 73%.216 Almost 60% of 

Australians use social media daily.209 

Given the increased prevalence of daily social media use among Australians, social media 

platforms have been increasingly used as a viable method for recruiting participants into 

health research.218 More specifically, social media platforms allow researchers to access 

hard to reach populations as well as targeting recruitment through the use of advertising 

campaigns to specific users based on gender, geographical location, interests and 

age.211Social media use has been harnessed by heath researchers to recruit participants 

into a range of studies including cross-sectional studies, observational studies and 

interventional studies,208 particularly, due to the cost -effectiveness of this method. There 

is evidence in the literature that health researchers have recruited participants and 

delivered health behaviour interventions on a variety of topics. The success of these 

interventions has demonstrated the efficacy of social media as a suitable method for 

accessing participants.207, 208, 219, 220 However, a substantial number of studies use a 

localised sample. 

Our study engaged the use of social media with the purpose of generating a national 

sample of Australian adults to explore the relationship between the social determinants 

of health and wellbeing during the COVID-19 pandemic. There is currently limited 

evidence on the feasibility of social media for recruiting a national sample, therefore, the 

aim of this paper is to describe the feasibility of using social media as a tool for recruiting 

a national sample of adults to an online survey during the COVID-19 pandemic. 

Feasibility was assessed in terms of reach, time invested in recruitment, number of 

surveys completed, cost effectiveness and recruitment of diverse sample of participants. 
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3.4.3 Methods 

3.4.3.1 Study overview 

The research study was undertaken to investigate the relationship between social 

determinants of health and wellbeing in adults during the COVID-19 pandemic. Ethical 

approval to conduct this study was received from University of Wollongong Human 

Ethics Committee (2020/306). The inclusion criteria for the study were individuals aged 

18 years and over with the ability to read English and residing in any state or territory 

within Australian. Participants were recruited using Facebook over a nine-week period 

between August and October 2020. Participants were required to complete an online 

survey comprising of 49 questions exploring social determinants of health. Participants 

were invited to enter a draw to win one of 10 $50 gift vouchers at the end of the survey 

with winners selected randomly using SPSS version 25. 

3.4.3.2 Recruitment strategy 

Recruitment for this study using Facebook was achieved by: 1) joining existing 

community noticeboard groups in Facebook (no cost option), and 2) through a paid 

Facebook advertisement campaign (paid option). Both methods enabled snowball 

sampling where users could like, share and circulate the social media post to others. 

3.4.3.3 Joining existing community noticeboard groups in Facebook (no cost option) 

A specific Facebook page was created for the study using the study image. To ensure 

national representation, the primary author (HG) identified existing Facebook community 

noticeboard groups, according to Australian states and territories and secondly based on 

urban, regional, and remote areas. The author contacted the administrators of each 

individual community group for permission to join. Each week, if permitted by the 
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administrators, the advertisement was re-posted on each of the community noticeboard 

groups’ page. Posting on the existing community noticeboard groups began on 20 August 

2020 and ended on 14 October 2020. 

3.4.3.4 Facebook advertising campaign (paid option) 

To supplement the no-cost Facebook community noticeboard group approach, a paid 

advertisement through Facebook, which included Instagram, was designed to recruit 

participants. Two consecutive advertisement campaigns were set up, with the first 

campaign used to establish the feasibility of this strategy. 

The Facebook advertisement platform, Facebook Ads Manager, was used to create paid 

advertisements. The features available for a payment allows the advertisement to be 

customised based on objective (links or clicks to a web-based survey), target audience 

(location, age, gender, interests and behaviours), budget and schedule.221 Selecting the 

‘automatic placements’ option when setting up the advertisement in Facebook Ads 

Manager, allowed the advertisements to run across associated services such as Instagram, 

Messenger and Facebook Audience Network (off-Facebook in-app advertising network 

for mobile applications). 

The Facebook advertisements comprised of a main text (Tell us how the COVID-19 

pandemic has affected your health and wellbeing. Take our survey and go in the draw to 

WIN 1 of 10 $50 gift vouchers), an image (study image and university logo) and display 

link (Figure 8). 
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Figure 8: Paid Facebook/Instagram Advertisements 

 

A budget of $650 AUD was set as the maximum recruitment spend for the paid 

campaigns, with a daily limit of $25 AUD. The cost per click can vary depending upon 

the number of clicks on the advertisement and the amount of the daily budget reached. 

The first campaign was set as “Engagement” (targeting people most likely to engage with 

the post through one of the following mechanisms: share, like and click). The target 

audience for the first campaign was: 1) people residing in Australia; 2) people aged 18-

35 years inclusive; 3) people of all genders; and 4) people residing within certain 

postcodes. The primary researcher used Australian Bureau of Statistics (ABS) Index of 

Relative Socio-Economic Advantage and Disadvantage (IRSAD) to set the postcodes. 

These postcodes were used to ensure the distribution of the ad campaign targeted potential 

participants in both relative advantaged and disadvantaged locations. The “automatic 

placements” option on Facebook was used, which allows the campaign to maximise the 
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set budget and dissemination of the advertisement to a larger sample relevant to the 

inclusion criteria.221 

Next, the “post engagement” strategy was selected enabling delivery to the people who 

are likely to share, like and comment on the post at the lowest cost.221 The first Facebook 

advertisement campaign ran from 25 August 2020 to 1 September 2020. 

The second campaign employed the same strategies as the first advertisement campaign; 

however, the target audience locations were identified using suburbs set by ABS’s 

IRSAD. This was undertaken as suburbs can contain multiple postcodes thus increasing 

the target audience. The use of the ABS’s IRSAD suburbs allowed a general 

representation of both advantaged and disadvantaged locations, enabling diversity in 

targeting potential participants. The second campaign ran from 6 September 2020 to 22 

September 2020. 

Throughout the recruitment period, the Facebook posts were monitored daily to ensure 

that any comments, including individuals opportunistically using the advertisement to 

promote businesses, were hidden from other Facebook users. This was undertaken to 

ensure potential respondents were not influenced to either participate or be discouraged 

from participating in the survey. Additionally, monitoring the comments and hiding them 

from other potential participants was conducted for ethical reasons as a way of protecting 

any potential participants’ identities. Automatic hiding of comments is not available as 

an option within Facebook’s delivery system and therefore had to be conducted manually. 

3.4.3.5 Data analysis 

Data were analysed using SPSS version 25. Post stratification weights were calculated to 

match the Australian population on the basis of gender, age, state or territory based on 
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the 2016 Australian census,222 to account for over or under representation of certain 

people. 

Facebook metrics were collected through Facebook Ads Manager, which auto generates 

the engagement activity for each advertisement campaign.221 Summary and descriptive 

statistics including reach, impressions and cost per click were analysed for each campaign 

and for the overall campaign. ‘Reached’ refers to the number of people who were shown 

the advertisement, ‘Impressions’ refers to the number of times the advertisement was on-

screen for the target audience and could include multiple views of the advertisement by 

the same individual. The ‘cost per click’ is derived from the total advertisement campaign 

spend divided by the number of clicks on the advertisement or the link.221 

3.4.4 Results 

3.4.4.1 Recruitment through Facebook (no cost option) 

The primary researcher (HG) made a request to the administrators of 110 existing 

Facebook community noticeboard groups to join those groups. All community groups 

approached approved the author’s request to join. Posts and reposts to the existing 

community noticeboard group Facebook pages were conducted 10 times over the nine-

week period commencing on 21 August 2020 and the last repost made on 14 October 

2020. Using this option means that no data on the individuals reached or impressions is 

available to researchers through Facebook Ads Manager, however the number of 

members in each community noticeboard group were available with a potential reach of 

902000 individuals. Nationally, each community noticeboard group had on average 8205 

people as members of the group, with slightly higher than the national average seen for 

Queensland and Australian Capital Territory, at 11097 and 12230 average members per 

noticeboard community group, respectively. In contrast, South Australia and Victoria had 
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marginally lower average members per group than the national average, with 6480 and 

6287 members, respectively. Additionally, a comparison between the no cost and paid 

options to indicate which the most cost-effective option is not possible, as both 

recruitment methods sent participants to the same survey link, therefore no disaggregation 

between the options for the participants used to reach the survey page. 

3.4.4.2 Recruitment through Facebook (paid option) 

An aggregated 9594 individuals were reached with the two paid advertisement 

campaigns, however, there were 14232 impressions. The Facebook advertisement 

campaign reached 5316 (55.4%) males, 4062 (42.3%) females, and 216 (2.3%) people 

with uncategorised gender. Using the automatic placements option, most placements were 

conducted through Instagram reaching 5846 individuals, while Facebook reached 3856 

individuals. The remainder of individuals were reached through Facebook Audience 

Network. 

3.4.4.3 Strengths and Limitations of the Facebook (no cost option) 

The greatest advantage in using the no cost option is that there are no monetary costs 

associated with recruiting participants. However, it must be noted that the researchers had 

to continually repost the ad to the community noticeboard groups to ensure visibility, as 

the post would move down a user’s feed once posts had been posted by another group or 

member; this in turn proved to be labour intensive. Additionally, during the first few days 

of recruitment, responses from the no cost option were received predominately from 

individuals aged 35 years and above. Therefore, to supplement this approach, the paid 

option was used and intentionally designed to target younger potential respondents. 
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3.4.4.4 Strengths and Limitations of the Facebook (paid option) 

The paid option allowed the researchers to specifically target younger potential 

respondents across not only Facebook but also Instagram, Messenger, and Facebook 

Audience Network. Furthermore, the paid option allows the researcher to customise the 

ad based on their objective and to create a specific schedule of when the ads will be seen. 

219 This was particularly important to recruit a diverse national sample of participants. 

The drawback with using the paid option was the associated monetary costs, albeit being 

able to design the campaign to have a daily limit, the reach of potential participants did 

not guarantee actual respondents. 

3.4.5 Overall response to survey 

A total of 1211 individuals responded to the survey, with 100% meeting the eligibility 

criteria. The survey took respondents approximately nine minutes to complete. Of the 

1211 who commenced the survey, 1137 (93.89%) completed it. 

The number of responses varied per day among the paid and no cost options, with the 

highest number of responses (n=178) received on 21 August 2020 and the lowest (n=0) 

on 21 October 2020. In the first week the survey was live, a total of 326 responses were 

received, which was the most responses received over the nine-week period. Due to the 

no cost and paid options running concurrently for the first five weeks, using the same 

survey link, the numbers of participants recruited through each option are unknown. 

Overall response to the survey per week for the no cost and paid options are outlined in 

Figure 9. 
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Figure 9: Overall response to the survey (no cost and paid options) 

 

3.4.6 Cost analysis 

For the paid option, the total amount spent on the Facebook advertisement campaigns was 

$649.66 AUD, with the average overall cost per click (per post engagement) $0.25 AUD. 

Individuals aged 18-24 years accounted for $419.79 AUD (64.6%) of the total 

advertisement budget, while individuals in the 25-34 age group accounted for $192.49 

AUD (37.1%), those aged 35 years accounted for $37.38 AUD (7.6%). The majority of 

the advertisement spend was using Instagram, with a total spend of $598.39 AUD. 

Facebook advertisement total spend was $50.79, while $0.48 of the total spend was 

through Facebook Audience Network. The lowest cost per click day was on the 8 

September 2020 at $0.16 AUD, with the highest cost per click of $0.32 AUD on 18 

September 2020. 
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More males engaged with the Facebook advertisement campaign compared to females, 

with the former accounting for 60.4% ($392.35 AUD) of the total spend. Women in the 

25-34 age group account for the highest cost per click at $0.28 AUD. 

3.4.7 Time 

Economically, Facebook advertising campaigns are a feasible method to recruit 

participants into a web-based survey, requiring the use of a single researcher to create, 

manage and maintain the recruitment strategy. The total number of hours spent by the 

researcher, including management of the no cost option of posting on existing community 

noticeboard groups within Facebook, was a total of 30 hours over the nine-week period. 

The benefit of using Facebook’s features of selecting a target audience, and posting on 

existing community noticeboard groups enabled recruitment of a large sample within a 

short timeframe, with a relatively low cost of $649.66 AUD. The cost effectiveness and 

ability to recruit a large sample provides evidence to suggest that Facebook recruitment 

is a feasible option for public health researchers. 

3.4.8 Distribution of respondents 

Participants from diverse geographic, education, and employment backgrounds were 

recruited through these two Facebook methods. Responses were received from all states 

(n=6) and territories (n=2) within Australia. Based on weighted data for 1211 participants, 

most responses received from New South Wales (NSW) 34.4% (n = 387), whereas 0.4% 

(n=5) were received from the Northern Territory. Responses were received from 40.4% 

(n=447) participants living in locations classified as having the two lowest socioeconomic 

status brackets and 41.2% (n=646) participants living in locations classified as having 

two highest socioeconomic status brackets. Responses were received from 662 (58.8%) 

residents in major cities, 373 (23.1%) residents in inner or outer regional areas, and 70 
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(6.2%) residents in remote or very remote areas of Australia. Educational attainment 

varied among respondents with 36.1% (n= 406) having at least a Bachelor's degree, 20.2% 

(n=250) having a completed technical college, and 22.2% (n= 250) had completed years 

7 to 12 high school. Responses received from those aged 25-40 years and 41-60 years 

was 30.2% (n=340) and 35.5% (n=400) respectively. The mean age of the respondents 

was 46.3±16.3 years. Responses received from females accounted for 51.7% (n=582) and 

that from male participants accounted for 48.3% (n=545). Unweighted data for Non-

binary or Transgender population was 2.6% (n=30). Weighted and unweighted 

distribution of respondents are detailed in Table 4. 

Table 4: Distribution of respondents (non-weighted and weighted) 

 Unweighted Weighted 

Characteristic N % Na %a 

Age (years), mean (SD) 43(14.2)  46.3 (16.3)  

Age     

18-24 118 9.7 101 8.9 

25-40 413 34.1 340 30.2 

41-60 464 38.3 400 35.5 

61-75 135 11.1 227 20.2 

76+ 7 0.6 59 5.2 

     

Gender     

Woman 938 80.7 582 51.7 

Man 194 16.7 545 48.3 

Non-binary/Trans 30 2.6 N/A N/A 

     

Education     

Completed years 7 to 12 high school 240 20.7 250 22.2 

Vocational 253 21.8 239 21.2 

Bachelors 437 37.7 406 36.1 

Postgraduate 230 19.8 230 20.9 

     

State/Territory     

New South Wales 695 59.8 387 34.4 

Victoria 181 15.6 305 27.0 

Queensland 127 10.9 219 19.4 
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 Unweighted Weighted 

Characteristic N % Na %a 

Western Australia 91 7.8 118 10.5 

South Australia 17 1.5 57 5.1 

Northern Territory 19 1.6 5 0.4 

Australian Capital Territory 19 1.6 18 1.6 

Tasmania 13 1.1 19 1.7 

     

Remoteness     

Major cities 709 62.1 662 58.8 

Inner regional 256 22.4 224 19.9 

Outer regional 112 9.8 149 13.2 

Remote 20 1.8 12 1.1 

Very remote 45 3.9 58 5.1 

     

Socioeconomic Status     

Lowest (most disadvantaged)  157 13.8 188 16.6 

Low 252 22.1 259 23.0 

Middle 210 18.4 194 17.2 

High 193 16.9 182 16.1 

Highest (most advantaged) 328 28.8 282 25.1 
a Calculated using weighted data 

3.4.9 Discussion 

This study reports on the feasibility of using Facebook to recruit a national sample of 

participants. The findings demonstrate Facebook to be an efficient and effective method 

to recruit both a large and diverse sample of respondents. We recruited a total of 1211 

respondents, with weighted data demonstrating recruitment was representative of the 

Australian population. The average cost per click for the paid option was $0.25 AUD with 

9594 people reached. The no cost option potentially reached 902000 people, with an 

average number of 8205 members in each community noticeboard group. The findings of 

this study have implications for public health researchers seeking to recruit through social 

media sites such as Facebook and contribute to the emerging evidence regarding the 

ability of social media to reach diverse populations groups. 
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Overall, the no cost and paid Facebook advertisements used in this study proved to be an 

effective method for recruiting a large national sample of the Australian population. 

Although concerns have been raised in the literature regarding the digital divide,223 the 

accessibility of Facebook and Instagram, globally and nationally refutes this notion.209 

The literature confirms that social media advertisement is a viable method to recruit 

marginalised population groups and those considered hard to reach.224, 225 The focus of 

this recruitment strategy was a diverse national sample of adults. The targeted paid 

advertisements for this study were achieved using the ABS’s IRSAD postcode and 

suburbs to target a diverse audience, which proved effective, with respondents varying in 

socioeconomic status, remoteness, educational attainment and age. The representation of 

regional and remote area-based participants shows the potential benefit of using social 

media to recruit a segment that traditionally has been quite difficult to reach;218 this can 

also be said from those from low socioeconomic backgrounds.226 However, it must be 

noted that gender was not diverse in this study with participants identifying as female 

overrepresented. This is similar to the experience of other studies, in which male, non-

binary and transgender participants are underrepresented.227, 228 Traditionally, female 

participants have been overrepresented in surveys and interviews, suggested to be due to 

the gender differences in communication.229 Surveys require a willingness to disclose 

some personal information and often having to express more socio-emotional behaviours. 

These are traits that are historically characterised by females and may therefore contribute 

to their greater participation in survey research.229 Moreover, when engaging on the 

internet, female users are more likely to communicate and exchange information, whereas 

male users prefer to information seek.230 

The advantage of using Facebook’s paid advertisement campaigns is that it can be set to 

target a specific audience and set a daily cost limit. This is especially useful for 
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researchers who are working within limited funding arrangements. Minimising research 

costs and maximising recruitment opportunities can be achieved with the use of social 

media for population health research. Social media recruitment desirability has also 

increased during the COVID-19 pandemic,231, 232 with traditional methods unable to be 

used to recruit participants due to the public health measures used to combat the 

transmission of COVID-19. 

Compared with the paid advertisement, the no cost Facebook method of recruitment was 

time intensive, by virtue of having to contact administrators for permission to join groups 

and the ongoing posts and reposts to the group pages to ensure continued visibility. 

However, it can be said that traditional methods of participant recruitment such as mailed 

surveys are often more labour intensive and expensive.233 A number of studies have been 

conducted comparing social media recruitment and traditional methods, suggesting that 

social media is more effective for cost and time.220, 226, 234 Indeed, social media recruitment 

through both the paid and no cost options as demonstrated in this study, represent a cost-

effective method of recruitment into a population health survey. 

Surprisingly, in week 7, a total of 198 responses were received; this coincided with a long 

weekend in three Australian States (New South Wales, Queensland and South Australia) 

and one territory (Australian Capital Territory) and may have increased the response rates 

in this week. This suggests that targeting social media recruitment over weekends and 

when people have spare time, particularly during the COVID-19 pandemic when people 

may have been in lockdown over the long weekend, may provide a good opportunity for 

recruitment. Despite Victoria recommencing lockdown at the time of survey distribution, 

there was no evidence to suggest this affected the initial response rate, however during 

lockdown periods people may have had more time and opportunity to complete a survey. 
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3.4.10 Limitations 

Although this study used robust methods, there are some limitations that need to be 

acknowledged. First, there is potential for bias due to exposure to the advertisement being 

associated with time spent on Facebook (and therefore not the same for each user), 

especially with the community noticeboard groups where visibility of the post depended 

on when potential respondents were on Facebook. 

Second, the feasibility of Facebook as a recruitment tool can be impacted by Facebook’s 

automated advertising algorithms and metrics. Facebook sets advertising algorithms to 

determine the most appropriate advertisements to show to a specific audience. However, 

this is also impacted by Facebook as a business wanting to provide the user with a good 

experience. The metrics used by Facebook can be difficult to comprehend, which in turn 

can be challenging for researchers, particularly when they are not familiar with 

interpreting the metrics or following previously published social media recruitment 

protocols. 

Third, only one online survey link was established for this study, which meant that being 

able to track respondents from each recruitment option was impossible. Future research 

employing both no cost and paid options should use two separate links to enable a more 

robust comparison of the two options. 

Despite male participants engaging with the Facebook advertisement campaigns more 

than women, they are underrepresented in this study. Approaches to increase male 

participation in online surveys needs to be explored. 

Finally, further qualitative studies need to be conducted to understand why individuals 

choose or decline to participant in research advertised through social media. 
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3.4.11 Conclusion 

Recruitment through social media, specifically Facebook, allowed for a cost-effective and 

efficient method for recruiting a national sample of participants for a web-based survey 

regarding the relationship between wellbeing and the social determinants of health during 

the COVID-19 pandemic. The diversity of participants recruited in this study, in terms of 

socioeconomic status, remoteness, educational attainment and age, promotes and 

confirms the feasibility of social media to recruit hard to reach population groups as well 

as a diverse sample of the national population. The benefits of using Facebook should be 

considered by population health researchers when implementing health research in the 

future. 

Publication 2 has ended and the following returns to Chapter 3 methodology and 

methods: 

3.5 Sample size calculation 

Given that it is not feasible or possible to study the entire Australian population for this 

research, but that we would like to draw inferences from the Australian population, a 

select sample of this population was drawn.235 For cross-sectional studies, the sample size 

calculation is conducted to estimate the average value of the quantitative variable within 

a population.235 Three elements were used to calculate the sample size required for this 

cross-sectional study. Firstly, a margin of error and/or confidence interval. The margin of 

error shows the researcher how many percentage points their results will vary from the 

true population value.235 For instance, a 95% confidence interval with a 3% margin of 

error indicates that the statistic will be within 3 percentage points of the true population 

value 95% of the time. The confidence interval is the estimate ± the margin of error, 
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typically between 1–5%.236 Secondly is the confidence level, which is how confident a 

researcher can be that the calculation of a confidence interval will be reflected in the true 

score. The confidence level is expressed as a percentage, demonstrating how sure the 

researcher can be of the accuracy of their results, with most researchers opting to use a 

95% confidence level.236 The final element is the population size. The sample size was 

calculated using these elements within a sample size calculator. At the time of data 

collection, the population of Australia was estimated to be 25,499,844 people.237 Based 

on the estimated Australian population size and using a 95% confidence level with a 3% 

margin of error, the sample size required for this survey was 1067.236 Therefore, the 

targeted sample size was 1100 participants to account for missing data. Generally, within 

a cross-sectional study, there are two reasons for missing data: 1) missing at random: the 

participant misses a response to a question, and 2) missing not at random: the value of the 

variable that is missing is related to the reason it is missing, for example, a participant 

may not want to accurately respond to how many illegal drugs they consume in a week 

due to fear of reprisal.238 

3.6 Survey tool 

An online survey was developed using SurveyMonkeyTM 239 (see Appendix 4). A number 

of valid and reliable tools,240-242 as well as investigator-developed questions based on the 

literature and previous surveys, were used to measure the social determinants of health 

and wellbeing. The survey covered both the structural and intermediary determinants of 

the WHO CSDH conceptual framework. The survey did not cover the first element of the 

WHO CSDH conceptual framework, the socio-political context, as these are the 

governance and policies that shape the structural determinants of health and cannot be 

measured at an individual level.47 Table 5 provides a summary of the tools used.  
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Table 5: Summary of the survey tool 

Survey Tool 

Survey elements Measured using 

Structural determinants 

Gender, educational attainment, 

ethnicity, occupation, employment 

status and income 

Investigator-developed questions 

Postcode for socioeconomic status SEIFA IRSAD data from ABS 

Intermediary determinants 

Housing security Housing Instability Index243 

Food security Food Insecurity (FI) tool241 

Access to health care Investigator-developed questions based on the literature 

and previous surveys  

Psychosocial and behavioural  Investigator-developed questions based on the literature 

and previous surveys  

Material circumstances Investigator-developed questions based on the literature 

and previous surveys  

Crosscutting across Structural and Intermediary determinants 

Social support and social capital 

 

Oslo social support scale (OSSO-3)240 

 

Dependent Outcome  

Wellbeing Multicultural Quality of Life Index242 

 

3.6.1 Structural determinants 

The survey sought information regarding structural determinants, including participants’ 

gender, educational attainment, ethnicity, occupation, postcode, employment status and 

income prior to and during the COVID-19 pandemic. 

Gender included Man, Woman, Transgender woman, Transgender man and non-binary. 

Due to the low numbers of participants answering yes to the transgender and non-binary 

options, these options were combined for analysis. 

Education attainment was measured using six options: completed some high school, 

completed high school, technical college, Bachelor’s degree, Master’s degree and 

Doctoral degree. 
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Ethnicity was measured with 11 options based on the ABS commonly used ethnicity 

options and included an ‘other’ option enabling participants to choose another ethnicity 

not listed. The 11 options were African, Caucasian, East Asian, Latino/Hispanic, Pacific 

Islander, Middle Eastern, Aboriginal or Torres Strait Islander, Caribbean, South Asian, 

Mixed and Other. 

Occupation was an open-ended question allowing the participants to write in their 

occupation. 

Postcode was sought as an open-ended question and was used to determine the 

socioeconomic status of participants based on the SEIFA IRSAD data from the ABS.205 

Employment status was measured by asking participants about their employment status 

before and during the pandemic using tick box options. 

Income was measured using the seven income brackets used by the ABS and asked about 

income before and during the pandemic. The income brackets were under $15,000; 

$15,000–$29,999; $30,000–$49,999; $50,000–$74,999; $75,000–$99,999; $100,000–

$150,000; and over $150,000. 

3.6.2 Intermediary determinants 

The survey sought to understand intermediary determinants, including participants’ 

housing security, food security, access to health care, psychosocial behaviours, 

behavioural factors and material circumstances. 

Housing stability questions sought to understand participants’ experiences with housing 

stability during the COVID-19 pandemic. The questions in this section were derived from 

a 10-item Housing Instability Index developed by Rollins.243 The Cronbach’s alpha for 
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the Housing Instability index is 0.7, which reflects good internal consistency.243 A 

detailed description of this tool is presented in Publication 3. 

Food security questions sought to understand participants’ experiences with food 

security during the COVID-19 pandemic. A 2-item Food Insecurity (FI) tool developed 

by Hager241 was used to measure food security. The 2-item FI Screen has a sensitivity of 

97% and specificity of 83%, with good convergent and predictive validity.241 A detailed 

description of this tool is presented in Publication 3. 

Access to health care sought information regarding the participants’ chronic health 

conditions (selected from a list of 12 conditions reflecting the National health priority 

areas) and access to health care services during the pandemic. Participants were also 

asked about having a healthcare card, which is a card provided to Australians with low 

income or on government income support that allows them to access discounted 

medicines and bulk billing health services. A detailed description of this tool is presented 

in Publication 3. 

Psychosocial and behavioural questions sought to understand the preventative health 

and wellbeing behaviours that the participants adopted during COVID-19, including 

coping strategies. Preventative health and wellbeing behaviours, including coping 

strategies, were assessed using an investigator-developed 16-item tool using a 5-point 

Likert scale. 

Material circumstances questions sought to understand participants’ ability to afford 

bills, transport and medications and access to health services during the COVID-19 

pandemic. Questions about the ability to pay bills were investigator-developed questions 

using a 5-point Likert scale. These three questions were added to the 2-item FI screen. 

Affordability of transport and ability to obtain medications and access to health services 
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were also assessed through an investigator-developed 4-item question using a 5-point 

Likert scale. 

3.6.3 Crosscutting across structural and intermediary determinants 

The survey sought to understand social support and social capital, which crosscut across 

the structural and intermediary determinants. 

Social support and social capital questions sought to understand the influence of social 

support and religion on a participant’s life during the COVID-19 pandemic, drawing on 

the Oslo social support scale (OSSO-3) developed by Dalgard.240 Duko244 reports that the 

OSSO-3 scale has a Cronbach’s alpha of 0.91, which reflects excellent internal 

consistency. A detailed description of this tool is presented in Publication 3. 

3.6.4 Wellbeing 

The outcome of interest in this survey was wellbeing, and this study aimed to collect 

information on the wellbeing of the participants during COVID-19 using the 

Multicultural Quality of Life Index (10 items) developed by Mezzich.242 The 10 items in 

the index assessed ‘Physical wellbeing’, ‘Psychological/emotional wellbeing’, ‘Self-care 

and independent functioning’, ‘Occupational functioning’, ‘Interpersonal functioning’, 

‘Social emotional support’, ‘Community and services support’, ‘Personal fulfilment’, 

‘Spiritual fulfilment’ and ‘Global perception of quality of life’.242 The multicultural 

quality of life index reports a Cronbach’s alpha of 0.92, reflecting excellent internal 

consistency. This index has been used extensively to measure wellbeing and quality of 

life for people with a variety of chronic health conditions and has been used for the general 

population.245-247 While the Multicultural Quality of Life Index aligns well with other 

measures of wellbeing, such as the WHO-5 wellbeing tool and the Warwick-Edinburgh 
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Mental Wellbeing Scale,248 this index is comprehensive, not only just measuring physical 

and emotional wellbeing. A detailed description of this tool is presented in Publication 3. 

3.6.5 Validity and reliability of  survey tools 

To ensure the survey had a rigorous design and supported research integrity, meaning the 

data obtained in the survey was conducted in the most reliable and valid way,249 a variety 

of validated tools were used. The validity and reliability of a tool is integral to enhancing 

the accuracy of the evaluations made.250 The validity of a tool describes the extent to 

which that tool measures what it was intended to measure. There are four main types of 

validity: face validity, content validity, construct validity and criterion validity.251 Face 

validity refers to the subjective judgement of a construct that is how it appears in terms 

of readability, clarity of the language used and style and formatting.252 Content validity 

is an evaluation of the tool to ensure that all relevant items are included and eliminates 

items that are not relevant.252 Construct validity is the degree to which the tool is capable 

of measuring the construct or concept and comes in two forms: 1) convergent validity 

tests the degree to which two factors that are expected to be related are indeed related,251 

and 2) discriminant validity tests the extent to which variable A discriminates from the 

other variables, or more simply, tests that those constructs that should not have a 

relationship actually do not have a relationship.253 Lastly, criterion validity refers to how 

well the measure of one variable can predict the response of another variable, and can 

often be used to predict behavioural responses in another situation.254 

Reliability is concerned with the extent to which the survey tool provides a consistent and 

repeatable result. Reliability is often tested and reported using Cronbach’s alpha, which 

measures the internal consistency of a tool.251 Developed by Lee Cronbach in 1951, the 

Cronbach’s alpha is expressed as a number between 0 and 1. There is a large 
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inconsistency in the literature on what is considered an acceptable level of Cronbach’s 

alpha; however, most agree that a Cronbach’s alpha of above 0.70 is considered to 

demonstrate good internal consistency.250 It has been suggested that the internal 

consistency of brief scales is lower than those scales with more items due to the 

Cronbach’s alpha substantially depending on the number of items within the scale.250 

Sensitivity and specificity can be referred to as predictive validity, a component of 

criterion validity, and are often used in screening tests. Sensitivity is used to indicate the 

ability to detect a true positive, while specificity is used to detect a true negative.255 

3.6.6 Survey response rates 

Response rates of a survey are repeatedly used to measure not only the representativeness 

of the data but also the quality. A systematic review exploring the response rates for 

public health population-based web surveys reports a mean response rate of 40.5%.256 

Mailed-out surveys were traditionally used among social and health researchers to gather 

data on attitudes, beliefs and self-reported behaviours; however, there has been a large 

drop in this method due to declining response rates.257 In the 1970s, response rates from 

mailed-out surveys were as high as 77%; however, in the 2010s, response rates were 

demonstrated to be approximately 43% and are predicted to decline to as low as 1% in 

the 2030s, making mailed-out surveys a less viable option for researchers.257, 258 Growing 

use of global connectivity through the internet has meant that web-based surveys are an 

alternative option to mail-out surveys, especially due to the cost-effectiveness of this 

option.258 Although, it must be noted that web-based surveys are not without issues or 

challenges. While they may receive a response rate of approximately 40%, web-based 

surveys may not be representative of the population and are subject to selection bias. In 

the context of this PhD thesis and the recruitment method of a web-based survey via social 

media, it was not possible to know the number of people reached, and a response rate was 
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unable to be calculated. However, it is important to note that in week 7 of this PhD study, 

there was an increase in response rates, which coincided with a long weekend in some 

Australian states.  

3.6.7 Strategies to increase the response rate 

The following strategies were employed within this study to increase the response rate: 

Incentives are known to increase the response rate of surveys. Dillman259 highlight a 

tailored design method for cross-sectional surveys, where monetary incentives are used 

to facilitate survey participation. This PhD thesis used lottery monetary incentives, with 

participants given the opportunity to enter a draw to win 1 of 10 $50 gift vouchers on 

completion of the survey. Incentives are ethical in research if they are reasonable, not 

excessive, and proportionate to the burden of the research. Ethical review committees are 

also responsible for ensuring the incentives are free from coercion.118 

User-friendly survey design in that the appearance and design of surveys can influence 

completion rates. Therefore, to elicit increased survey completion and response rates, a 

range of survey design factors were included in the survey, such as differing question 

types, clear headings and ensuring that entire questions were visible on smartphones and 

tablets.260 

3.7 Data management 

Data produced from the survey was imported directly into Statistical Package for the 

Social Sciences (SPSS)261 version 25. Prior to undertaking the analysis, data cleaning was 

undertaken to ensure quality, such as removing duplicate and irrelevant values and 

checking for typographical errors and completeness, which included identifying and 

imputing missing values. 
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To ensure the accuracy of the data, the primary researcher (HG) conducted data cleaning 

to confirm that there were no missing data.262 Missing data can occur in surveys when 

participants cannot provide a response, they omitted a response in error or decide not to 

complete particular survey items. The absence of data can influence the results of a study 

and has the potential to lose statistical power. The data cleaning process was also checked 

by the supervisors (RF, CM). Missing data was not imputed. 

3.7.1 Data storage 

All electronic files and documents are stored on AARNET Cloudstor One Drive, cloud 

storage accessible only by the researchers on the team. This data will be stored for five 

years, after which time electronic data will be securely erased. This is in accordance with 

the Australian Code for the Responsible Conduct of Research 2007.263 

3.8 Data analysis 

A detailed description of the quantitative data analysis is presented in Publications 3 and 

4. 

The quantitative data collected was analysed by the primary researcher (HG) using both 

descriptive and inferential statistics and checked by supervisors (RF and CM). Statistical 

significance was set at a p-value < 0.05, and this is considered the point at which the 

research is scientifically important in association and effect.264 

The following analyses were undertaken: 

Post-stratification weights were calculated to match the Australian population based on 

gender, age, state, or territory using the 2016 Australian census data222 to account for 

over- or under-representation of subpopulations. This method was used because, in cross-

sectional surveys, some subpopulations are more likely than others to respond, such as a 
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particular gender or race, which can lead to under- or over-representation of certain 

subpopulation groups, introducing bias.265 One robust solution is to apply post-

stratification weights, which involves aligning the sample population with a 

representative population:265 in this research, the 2016 Australian census data. This was 

achieved through SPSS v25, and once applied, the data were statistically adjusted to 

reflect the parameters of the Australian population, therefore, making the population 

sample more representative of the total Australian population.265 

Descriptive statistics were used to summarise the data, including mean, frequency, 

standard deviation, percentage and ranges.262 Normality of the data was checked to ensure 

that the data were normally distributed, meaning that most of the data is centred around 

the mean and tapers off at each end. If the data are normally probability distributed, then 

the mean, mode and median of the distribution are all equal, meaning that mean and 

standard deviation are only required to explain an entire data set. Ensuring the normality 

of the data in this study allows for the means and standard deviations to be reported and 

for inferential statistics to be used. 

T-tests were used to calculate the differences between two means of two unrelated 

groups.262 

ANOVA, or analysis of variance, was used to test the significant differences between the 

means of three or more groups.262 

Pearson’s correlation was used to examine the relationship between different continuous 

variables and the method used to measure the association between the variables of 

interest.266 It is also used to demonstrate the strength of the association, where 1 indicates 

a strong positive relationship, – 1 indicates a strong negative relationship, and 0 indicates 

no relationship at all. 
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Multiple linear regression was used to assess the relationship between a set of two or 

more independent variables and one dependent variable. The independent variables used 

in this study were the social determinants of health, and the dependent variable was 

wellbeing. Multiple regression analysis in this study was performed using Bonferroni 

correction and used to investigate the predictors of wellbeing.267 Bonferroni correction is 

used as a method to counteract type 1 errors, that is, if conducting multiple analyses on 

the same dependent variable, there is an increased likelihood of significance being 

produced by chance. Therefore, to reduce these type 1 errors, Bonferroni correction is 

applied.267 When two or more independent variables within a multiple linear regression 

model are highly correlated, it becomes difficult to estimate the input of each variable; 

therefore, it is referred to as a collinearity problem. Multicollinearity, or collinearity 

between three or more variables, can be identified by using the Variance Inflation Factor 

(VIF) during the multiple linear regression analysis, whereby a VIF > 10 indicates 

multicollinearity. In this study, the VIF was used during multiple linear regression 

analysis to ensure there were no multicollinearity issues. 

Binary logistic regression was used to measure the relationship or association between 

the target variable (being binary, either 0 or 1) and independent predictors. In this study, 

binary logistic regression was used to determine the social determinants of health 

associated with economic wellbeing, which included income loss, employment loss, 

access to superannuation and financial ability to pay for bills during the COVID-19 

pandemic. Each of these variables was recoded to become dichotomous (‘yes’ or ‘no’) 

variables for this analysis. 

It is important to note that post-stratification was not used when conducting multiple 

linear regression and binary logistic regression in Publications 3 and 4 based on a review 

of the literature268-270 and in consultation with the university statistician. Using 
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unweighted data would provide unbiased, consistent and efficient parameter estimates, 

whereas weighted data does not provide efficient parameter estimates.270 

3.9 Phase 2: Qualitative phase 

3.9.1 Study design 

The qualitative phase of this study included conducting semi-structured interviews with 

purposively selected participants from the online survey. The purpose of this phase was 

to explore the lived experiences of Australian adults’ during COVID-19 and their 

experiences of how the social determinants of health influenced their wellbeing. A 

qualitative descriptive study was considered the most appropriate methodology for this 

research. In contrast to ethnographic or phenomenological studies, qualitative descriptive 

studies draw upon the general principles of naturalistic inquiry.271 Qualitative descriptive 

studies examine a phenomenon in its natural state, allowing for the understanding of the 

perceptions and experiences of the participants in their unique context. This study design 

is also frequently used in mixed methods studies with qualitative data used to explain the 

quantitative findings.272 This thesis used a qualitative descriptive study design whereby 

participants’ descriptions were contextually interpreted, with thematic analysis 

identifying commonalities between participants and categorising them into themes that 

best describe their experiences.273 The thematic analysis was conducted using Braun and 

Clarke’s inductive thematic approach,274 which is discussed in further detail later in this 

chapter in section 3.9.12 Data analysis. 

3.9.2 Sample and recruitment 

At the completion of the quantitative survey, participants were asked if they would be 

willing to participate in a subsequent interview via video conference or telephone. Due to 
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the geographical dispersion of the participants, face-to-face interviewing was not an 

option for this study. Data collection was conducted during the COVID-19 pandemic, and 

sporadic localised lockdowns also made face-to-face interviews impossible, even for 

those participants who were geographically proximate. If participants agreed, they were 

then invited to provide their contact details, with the assurance that this information would 

be kept separately from their survey responses and processed in the strictest of 

confidence. Potential interview participants were purposively selected from those 

participants who indicated their willingness to participate. The purposive sampling was 

conducted by an independent researcher not associated with the study. Purposive 

selection occurred to ensure that there was a representation of gender and age, both urban 

and regional areas, states and territories and socioeconomic status. 

3.9.3 Strategies to maintain confidentiality and ensure rigour 

The confidentiality of the participants was maintained through the following steps: 

1. A study code was applied to all participants who agreed to participate in the semi-

structured interviews by an independent researcher not associated with the study. 

2. A copy of the study code, name, phone number and email were kept by the 

independent researcher in a password-protected excel file. 

3. The name, email and phone numbers of all participants were then deleted from 

the original SPSS and excel files for all participants. 

4. Purposive sampling was undertaken by the primary researcher using the study 

codes. 

5. Selected study codes were then given to the independent researcher, who provided 

the primary researcher with the name, email and phone number corresponding 

with the selected study codes for the semi-structured interviews. 
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3.9.4 Purposive sampling 

Purposive sampling is used extensively in qualitative research to ensure the selection of 

‘information-rich’ participants.275 Given that this research was particularly focused on 

understanding the social determinants of health, including gender, housing, social 

support, ethnicity and food security, this was achieved by selecting participants from the 

quantitative component of this mixed methods study based on a predetermined criterion 

of varying age, gender, remoteness, socioeconomic status and state and territory of 

Australia. 

3.9.5 Data collection 

Purposely selected potential participants were contacted through their provided email 

addresses and asked if they would be willing to participate in the interviews. Potential 

participants were provided with a participant information sheet and consent form and 

asked to return the consent form prior to participation in the interview. The primary 

researcher contacted 84 participants to take part in the semi-structured interviews, four 

refused to participate, and 60 did not respond. When purposively selected participants did 

not respond or declined to participate, they were replaced with individuals matched on 

the characteristics used in the original purposive sampling. A total of 20 participants were 

interviewed using a combination of video conferencing and telephone. Interviews were 

held at a mutually agreed time, with the option of video and telephone interviews provided 

to participants. A detailed description of the data collection and data analysis is presented 

in Publications 5 and 6. 
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3.9.6 Semi-structured interviews 

Semi-structured interviews are commonly used in qualitative data collection largely due 

to their versatility and flexibility, allowing the researcher to improvise follow-up 

questions to elicit further information.276 In this study, semi-structured interviews enabled 

the interviewer to provide the participant with an environment to share their experiences 

related to each topic or question. It also provided participants with an opportunity to share 

additional experiences that they felt were relevant to the topic, specifically using their 

own words.277 The use of semi-structured interviews allowed for a much deeper 

understanding of the participants’ experiences during COVID-19 than generated by the 

survey by investigating the ‘why’ of the research question.278 

3.9.7 Development of the interview guide 

A semi-structured interview guide was informed by the results of the quantitative data, 

extant literature and expert input.277, 279 (see Figure 10). 

3.9.8 Piloting of the interview guide 

Prior to the interviews being conducted, the interview guide was reviewed by the research 

team and pilot-tested on two members of the public (these were not included in the study 

data) to assess for clarity and flow of ideas. Minimal changes were required to the gender 

probing question following the pilot testing. 

3.9.9 Conduct of the semi-structured interviews 

While video conferencing was the researcher’s preferred method to conduct the 

interviews as it provides the benefit of verbal and non-verbal cues as prompts for 

discourse,280 participants had varying degrees of internet bandwidth or had no camera 
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options available to them. Therefore, to accommodate the participants’ needs, telephone 

interviews were used where video conferencing was not possible. Semi-structured 

interviews using the telephone have previously been used effectively among general 

population groups.281 Ensuring the participants were advised to be situated in a room 

where they had some privacy, and the researcher also maintained the same, the interviews 

were conducted confidentially and free of distraction. 
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Figure 10: Interview guide and probes 

 

3.9.10 Data saturation 

Data saturation is a common strategy for determining sample size in qualitative methods. 

Data saturation occurs when no additional data is being derived, that is, the researcher 

Can you tell me a little about yourself? What do you do? 

Probes: Family life? Significant challenges in life? Significant blessings?  

Can you tell me about your experiences during COVID-19?  

Probes: Work from home? Children? Loss of employment? Was your life and health 

the same as prior to COVID-19? Biggest changes? Anything particularly distressing 

for you? 

Can you tell me a little bit about your relationships with family and friends during 

COVID-19? 

Probe: Affect wellbeing or quality of life? What were some of the good things? What 

were some of the bad things? Physical? Mental? Emotional? 

Can you tell me about any challenges you may have encountered during COVID-19?  

Probes: Employment? Health? Social support? Quality of Life? Gym close down? 

Moving to a new house? Financial? Relationship stress?  

What strategies did you use to cope with any of the challenges you faced during 

COVID-19?  

Probes: Did you have access to social support? Use alcohol/ drugs? Eat 

more/differently? Seek health professional support? 

Can you tell me about any circumstances in your life that you believe/feel impacted 

on your experience of COVID-19? 

Probes: Poverty, insecure/no employment, racism, food insecurity, local 

neighbourhood, your gender – has your experience as a man or woman or 

transgender or non-binary person different to that of other genders? Drugs/alcohol 

use? Comparison to others? 

Can you tell me about accessing health care during COVID-19?  

Probes: Alternative services? Challenges or difficulties? Telehealth use?  
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observes the same concepts and data over and over,282 indicating that saturation of the 

data has occurred, and no further sampling is required. The strategy used in this PhD was 

to ensure data saturation was achieved by using the constant comparison method 

developed by Glaser and Strauss and often used in Grounded Theory.283 Once an 

interview was conducted it was transcribed verbatim and then read and re-read by the 

PhD candidate. To understand the data, the interviews were constantly compared with 

parts of the data and assigned codes to constantly compare the similarities and differences 

within the data. This consistent approach enabled the researcher to remain embedded 

within the data, enabling the researcher to identify when no new data was being 

derived.284 Once 17 interviews had been conducted, it became apparent to the researcher 

that no new data was being derived. An additional three interviews were conducted to 

ensure data saturation had occurred. 

3.9.11 Data management and storage 

All interviews were audio-recorded using a digital audio recorder, with the permission of 

the participants, to facilitate verbatim transcription.285 Audio recording of interviews 

provided the opportunity for a relaxed atmosphere and allowed an unbiased and accurate 

account of the interviews captured as a record. All interviews were transcribed verbatim 

using a transcription service. Using a reflexive approach,286 prior to and immediately 

following the interviews, the researcher maintained field notes. Field notes incorporated 

methodological, theoretical and personal reflections, operating comparable to study data, 

to assist in achieving an analytical observation and an element of trustworthiness.286 

Audio recording, verbatim transcription of interview recordings and written interview 

notes are important steps when preparing for qualitative data analysis. This data needs to 

be precise and accurately reflect the interview experience.277 Thematic analysis demands 
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a rich and exact account of the data collected, therefore, requiring a comprehensive 

approach when transcribing interviews. This ensures that the information recorded is 

reflective of the original content.274 

Semi-structured interview transcripts were imported into NVivo 12TM,287 with data 

accuracy checked against the audio recordings and the interview notes taken by the 

researcher shortly after conducting each interview. All hard-copy documents, including 

interview notes, were stored in a locked cabinet. Electronic files are stored on AARNET 

Cloudstor or a password-protected computer. Data was only accessible to researchers 

involved in this study, with only de-identified data stated in the reporting of this study. 

Interviews were de-identified to ensure that individuals were not linked to their data. This 

was achieved by using pseudonyms and removal of identifying aspects from the 

transcripts, such as place names. Data will be stored for a period of five years, and after 

such time, hard-copy documents will be shredded and electronic data will be securely 

erased. This is in accordance with the Australian Code for the Responsible Conduct of 

Research 2007.263 

3.9.12 Data analysis 

The qualitative data collected from the semi-structured interviews, as written transcripts 

of the audio recordings, were analysed using the thematic analysis approach as described 

by Braun and Clarke.274 An inductive thematic analysis approach was used in this study, 

whereby the researcher derived meaning from the content in the data rather than bringing 

pre-conceived ideas and notions to interpret the data, which can occur using a deductive 

approach.274 The six-phase thematic analysis required the researcher to 1) familiarise 

themselves with the data, 2) generate initial codes, 3) search for themes, 4) review the 

themes, 5) define and name the themes and finally, 6) produce a report at the completion 
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of the analysis.274 Familiarisation with the data included reading the transcript and 

listening to the audio files a minimum of twice. Key words and sentences were noted and 

highlighted in the electronic copies of the transcripts. Generation of initial codes involved 

several steps; after familiarisation of the data of one interview occurred, the broad codes 

were entered into NVivo as parent nodes. Child nodes were also created in NVivo, which 

are sub-nodes of the parent nodes demonstrating a relationship between the two. 

Searching for themes involved running a coding query and a text word query within 

NVivo to gather patterns in themes and phrases and grouping the nodes to create themes. 

Reviewing the themes included running a matrix coding query to ask a range of questions 

of the data and themed codes were explored using the tree mapping function within 

NVivo. The themes were reviewed by the research team. Defining and naming the themes 

this process involved using the tree mapping that was run within NVivo to finalise the 

themes, the final themes were decided based on consensus with the research team. 

Producing a report at the end of the analysis the analysis of the qualitative data produced 

two publications. Given the large volume and disparate data collected from the 

interviews, it was decided to report the findings of the qualitative data in two separate 

papers (Publications 5 and 6). 

3.10 Data integration 

Central to the mixed methods study design is the mixing or integration of the quantitative 

and qualitative data, building on the insights of the results that both datasets provide 

individually.192, 288 Integration in mixed methods studies provides a process for a complete 

comprehensive analysis and leads to consistency in the results.289 The quantitative and 

qualitative components in a mixed methods study are required to be integrated as either a 

logical whole or two separate sets of a whole.194 In this PhD research, integration was 
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achieved through the model described by Creswell and Creswell290 on data integration in 

mixed methods research. They propose three models of data integration specific to the 

various mixed methods designs, that is: 1) merging: suited to convergent mixed methods 

studies, 2) connection: suited to explanatory mixed methods studies, and 3) embedding: 

suited to exploratory mixed methods studies.289 Since this PhD thesis was a sequential 

explanatory mixed methods study, whereby the qualitative data were used to further 

explain the results of the quantitative phase, the connection model was used to integrate 

the data. 

3.10.1 Integration of results 

Joint displays are often used in mixed methods research as a visually juxtaposed 

representation of the quantitative and qualitative findings.289, 291 When used as a tool for 

communicating the research, a joint display explicitly integrates the quantitative and 

qualitative phases and demonstrates how they are mixed, drawing out new insights.292 

Integration of the results of this research has been presented as a joint display in Chapter 

8. Meta-inferences or fit of data integration refers to the consistency of the findings, 

leading to either a conclusion of confirmation, expansion or discordance.289, 293 

Confirmation refers to both quantitative and qualitative findings confirming the results of 

both phases, whereas expansion implies that the data has diverged and provides insight, 

or has complementary aspects, by providing a complete picture. In contrast, discordance 

refers to either the quantitative or qualitative data being incongruent or disagreeing with 

each other.289, 291 
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3.11 Ethics 

Ethical conduct in research is informed by the values of research merit and integrity, 

justice, beneficence and respect.294 Ethics approval was sought from the University of 

Wollongong Human Research Ethics Committee prior to data collection. Ethics approval 

(approval no: 2020/306) was received on 19 August 2020 (see Appendix 5). 

This research provided all potential participants with information about the study, 

including the purpose and expectations of participants. Participants were also provided 

with the contact details of the researchers so that they had an opportunity to ask questions 

regarding the study prior to partaking in it. The foreseeable risk associated with this 

research was the inconvenience of participants’ time to complete the survey or semi-

structured interview and the potential for the semi-structured interviews to cause some 

distress, which was mitigated by ensuring the participants felt comfortable. Participants 

would have been offered counselling services if they were distressed during or following 

the interview; however, it was not needed by any of the participants. In contrast, 

participants of this type of research may gain a therapeutic benefit, where participants 

derive satisfaction from being able to be self-expressive and having a chance to voice 

their opinion or experiences295 during the pandemic. Involvement in this research was 

entirely voluntary; however, due to the anonymity of the survey, participants were unable 

to withdraw their consent or data once the survey had been completed. Participants who 

consented to involvement in the semi-structured interviews were able to withdraw their 

consent and data at any time without consequence. 

3.11.1 Risks and benefits 

When conducting human research, the risks of harm must be assessed to ensure that the 

benefits of the research outweigh the risks. Ethically acceptable research occurs when the 
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benefits justify any risks to the participants.294 This research aimed to minimise any harm 

to the participants, as well as consider their welfare, with the research to provide benefits, 

if not directly to the participants, then to the wider Australian community. 

3.11.2 Consent 

Participation in this study was completely voluntary. Adults participating in the online 

survey had to, on the first page following the participant information sheet (PIS), select a 

response from a tick box to indicate that they had read the PIS and, therefore, agreed to 

participate in the survey. Completion and submission of the survey were considered 

implied consent. All survey data was anonymous; therefore, data from participants 

who wished to withdraw following the completion of the survey was not possible. 

This was made clear to all participants. 

Survey participants who agreed to be contacted further for the semi-structured interviews 

were provided with a PIS and consent form (see Appendix 6). All participants were 

provided with the option to participate at a mutually agreed time without coercion. To 

support the autonomy of the participants in deciding to partake in the study, the PIS and 

consent forms were designed to be at an appropriate level of information readability for 

the public.263 Participants were reminded that taking part in this research was voluntary 

and that they were able to withdraw from the study at any time without any consequences 

or judgement. 

3.12 Chapter conclusion 

This chapter has presented the methodology, design and methods used in this research. 

The explanatory sequential mixed methods approach has been informed by the overall 

aim of exploring the relationship between wellbeing and social determinants of health 
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among adults during the COVID-19 pandemic. A detailed description of the participant 

sampling, recruitment and setting has been specified, including Publication 2, exploring 

the feasibility of social media recruitment of a national sample. The data collection, data 

storage and management, data analysis, rigour, integration and ethics of the quantitative 

and qualitative approaches have been detailed in this chapter.  
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Chapter 4: Predictors of Wellbeing 
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4.1 Chapter introduction 

This chapter presents Publication 3, ‘Well‐being and social determinants of health among 

Australian adults: A national cross‐sectional study’. The publication addresses research 

questions 1 and 2: What is the association between wellbeing and social determinants of 

health in the Australian adult population during the COVID-19 pandemic? and What are 

the predictors of wellbeing in the Australian adult population during the COVID-19 

pandemic? Permission to include the publication in the thesis has been granted by John 

Wiley & Sons. The full text publication and permission are found in Appendix 7. This 

paper was published in Health and Social Care in the Community (Impact Factor – 2.821) 

as: 

Green H, Fernandez R, MacPhail C. Well‐being and social determinants of health among 

Australian adults: A national cross‐sectional study. Health & Social Care in the 

Community. 2022 May 13. https://doi.org/10.1111/hsc.13827  

4.2 Abstract 

The social determinants of health affect an individual’s capacity to cope during a crisis 

such as the COVID-19 pandemic which could potentially impact their wellbeing. The aim 

of this study was to examine the relationship between wellbeing and the social 

determinants of health among Australian adults during the COVID-19 pandemic. A cross-

sectional study of adults residing in Australia was conducted using SurveyMonkey 

between 20 August – 14 October 2020. Participants were recruited via social media. 

Wellbeing was measured using the 10-item Multicultural Quality of Life Index and social 

determinants of health were measured using validated tools and investigator developed 

questions. Data were analysed using SPSS version 25. Inferential statistics, including 

https://doi.org/10.1111/hsc.13827
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independent t-test and one-way ANOVA were undertaken. Multiple regression analysis 

was used to investigate the predictors of wellbeing. In total, 1211 responses were 

received. Females accounted for 80.7% of the responses, men 16.7% and 

transgender/non-binary 2.6%. The mean age of the respondents was 43 years (SD 14.2). 

The mean score for total wellbeing was 62.58 (SD 21.22). The significant predictors of 

higher wellbeing were housing security (p = 0.000), food security (p = 0.000), social 

support (p = 0.000) and access to health care (p = 0.000). This study demonstrates that 

those with poor social support, difficulty accessing health care, insecure housing and food 

insecurity had significantly poorer wellbeing during the COVID-19 pandemic. It shows 

that the COVID-19 pandemic has exacerbated social vulnerabilities and highlights the 

need for action to address the social determinants of health and inequalities. 

Keywords: COVID-19; Pandemic; Social determinants of health; wellbeing; health 

inequalities; Sustainable Development Goals 

What is known about this topic? 

• Epidemics and pandemics can elicit both a social and economic impact on 

communities and individuals. 

• The impact can vary with some individuals and communities more susceptible to 

the effects such as loss of income and employment. 

What this paper adds? 

• Individuals with higher incomes, were employed, had postgraduate education, and 

identified as male were found to have significantly higher wellbeing during the 

pandemic. 
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• Housing security, food security, social support and access to health care are all 

important social determinants of health predictors of the wellbeing during the 

pandemic.  
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4.3 Introduction 

The emergence of SARS-Cov-2, also known as COVID-19, in Wuhan China in December 

2019 was declared a Public Health Emergency of International Concern (PHEIC) in 

January 2020.296 Global transmission of COVID-19 has caused substantial morbidity and 

mortality with governments worldwide implementing extensive public health measures 

to reduce the spread of COVID-19 including social restrictions, ‘lockdowns’, travel 

restrictions and physical distancing. In Australia, the government commenced 

implementation of such measures on 18 March 2020 with limits on the number of people 

who could gather in both indoor and outdoor settings as well as travel restrictions.297 By 

25 March 2020, the Australian Government had imposed the highest priority measures, 

with a total ban on Australians travelling overseas and closure of many businesses 

including entertainment venues, libraries, museums, leisure and recreational businesses 

and retail outlets.298 The highest priority measures implemented within Australia were in 

the response stage and compared to the previous two stages of prevention and 

preparedness.137 Additionally, the Australian government placed limits on visitors to 

households and encouraged people to work from home. In some places within Australia, 

such as Melbourne, strict lockdowns were employed which included the introduction of 

curfews and a complete lockdown of a social housing block.145 

Across the globe, restrictions imposed have resulted in a loss of social contact, reduction 

in income, loss of employment, insecurity in housing, difficulty accessing healthcare and 

food shortages.299 Individuals with limited income or financial means, such as casual 

employees who lost their employment due to restrictions imposed, people who rely on 

public transportation, and those with the inability to work from home, may have found 

social distancing and isolation a non-viable option in the context of their lives.57 

Additionally, the social isolation created by lockdowns and restricted movement of 
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people may have exacerbated or triggered mental health issues.300 The COVID-19 

pandemic and associated public health measures has the ability to amplify existing social 

and health inequalities.57 Social determinants of health, or “the circumstances in which 

people grow, live, work, and age, and the systems put in place to deal with illness. The 

conditions in which people live and die are, in turn, shaped by political, social, and 

economic forces”301 have a substantial influence on health inequalities. 

Using a contemporary notion of wellbeing, it is defined as the emotional, psychological, 

physical, financial, and spiritual wellbeing and incorporates aspects of quality of life such 

as self-fulfilment and life satisfaction.29 Structural conditions such as the social 

determinants of health have been reported to affect people’s wellbeing and quality of 

life.302 Challenges in coping with the effects of the COVID-19 pandemic and associated 

government responses are likely to not only exacerbate existing inequalities but could 

affect the wellbeing and quality of life of particular individuals or communities.303, 304 

The public health measures, while effective at assisting in reducing the spread of 

infectious diseases, have been reported to significantly impact people’s lives socially, 

psychologically, and economically during the Middle East Respiratory Syndrome 

(MERS), Severe Acute Respiratory Syndrome (SARS) and Ebola outbreaks.305, 306 These 

impacts are reported to be increased emotional distress, loneliness, loss of employment 

and stigmatisation, to name a few. Despite recent infectious disease outbreaks such as 

MERS, SARS and Ebola occurring, Australia has had very limited experience in 

managing large infectious disease outbreaks and as such, this is the first time Australia 

has been impacted, particularly in large population numbers. At the time of the study, 

there had been a total of 25,746 cases of COVID-19 within Australia and 652 deaths 

attributed to COVID-19. There were 19,080 cases and 565 deaths due to COVID-19 in 

Victoria, which was the state highly affected by COVID-19. The Northern Territory had 
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only 33 cases of COVID-19, with no deaths, likely due to lower population numbers and 

density.307 

The World Health Organizations (WHO) Commission on Social Determinants of Health 

has been used as the theoretical framework for this study. While the framework consists 

of three key elements: Socio-political; Structural determinants; and Intermediary 

determinants,47 this study will focus on the structural and intermediary determinants. The 

structural determinants referring to the structural conditions that create health inequalities 

such as income, employment status and gender, and the intermediary determinants 

referring to the downstream factors that create health inequalities such as housing, food, 

social support and the health system.47 

With COVID-19 being an emerging disease and Australia not previously experiencing 

large infectious disease outbreaks, the impact of the COVID-19 pandemic on the lives of 

adult Australians is unknown. Therefore, the aim of this study is twofold: (1) to explore 

the association between wellbeing and the social determinants of health in adults residing 

in Australia during the COVID-19 pandemic; and (2) to identify the predictors of the 

wellbeing of adults residing in Australia during the COVID-19 pandemic. 

4.4 Methods 

To explore the relationship between wellbeing and social determinants of health during 

COVID-19, we conducted a cross-sectional survey of the Australian population. All 

participants were recruited into an online survey (SurveyMonkey) using social media 

including Facebook and Instagram between 20 August and 14 October 2020. Recruitment 

incorporated two methods, firstly, through joining existing community noticeboard 

groups within Facebook and secondly, through a paid advertisement campaign through 
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Facebook. The second approach used Facebook’s advertisement platform that meant 

advertisements were run across Facebook and Instagram. A study image and link to the 

survey were posted on the existing community noticeboards in Facebook, with the same 

image and link to the survey used in the paid advertisements. A detailed description of 

the recruitment method is presented elsewhere.308 The inclusion criteria for the study were 

individuals aged 18 years and over with the ability to read English and residing in any 

state or territory within Australia. Participation in the survey was voluntary and 

participants were invited to enter a draw to win one of ten $50 gift vouchers at the end of 

the survey with winners selected randomly using SPSS version 25. The survey took 10-

20 minutes to complete. This paper is reported according to the Strengthening the 

Reporting of Observational Studies in Epidemiology (STROBE) guidelines. 

4.4.1 Measures of social determinants of health (independent variables) 

Using the WHO Commission on Social Determinants of Health Framework, data 

collected for social determinants of health variables were gender, educational attainment, 

employment status, income, social support, housing and food security, and access to 

healthcare using a variety of validated tools as well as investigator-developed questions. 

Postcodes were collected from the participants and used to determine their socioeconomic 

status based on the Socio-Economic Indexes for Areas (SEIFA) as well as the remoteness 

structure using the Accessibility and Remoteness Index of Australia (ARIA+). SEIFA 

classification within Australia is divided into quintiles with 20% of the population placed 

in each quintile.222 The median income in Australia is $49,805,309 therefore a cut-off value 

of $49,999 was used for income. As those above the median income are considered to 

have the ability to afford goods and services.310 
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Social support was assessed using the 3–item Oslo social support scale (OSSO-3).240 The 

reliability of the OSSO-3 is high with a Cronbach’s alpha of 0.91. The 2 items of the 

OSSO-3 were rated on a 5-point scale and 1 item on a 4-point scale with the sum of the 3 

scores providing the overall social support score. The maximum obtainable score was 14 

with scores 3-8 signifying poor social support, 9-11 moderate support and 12 – 14 strong 

social support. Housing security was assessed using the 10-item Housing Instability 

Index,243 with 8 items eliciting a dichotomous yes or no response, the other 2 items were 

recoded to be dichotomous. The Cronbach’s alpha for the housing instability index was 

0.70. Food insecurity was assessed using the 2-item Food Insecurity (FI) Screen.241 Each 

item was rated on a 4-point likert scale (1 = “I don’t know”, 2 = “never true”, 3 = 

“sometimes true” and 4 = “often true”). The FI Screen has a reported sensitivity of 97% 

and specificity of 83% with good convergent validity. Access to healthcare was measured 

using an investigator developed tool using 4-items “have to put off going to the 

doctor/pharmacy because you couldn’t afford to go”; “have to put off going to the 

doctor/pharmacy because of distance or transportation”; “Worry whether my medications 

would run out before you got money to buy more” and “find it was difficult to access the 

health care services (eg GP, specialist, pharmacy, medications) you needed”. Each item 

was rated on a 4-point likert scale (1 = “I don’t know”, 2 = “never true”, 3 = “sometimes 

true” and 4 = “often true”). The items were then recoded to be dichotomous (0 = “I don’t 

know” and “never true” and 1= “sometimes true” and “often true”) with higher scores 

indicating difficult access to healthcare. The items were then reverse coded for linear 

regression. 

4.4.2 Measures of wellbeing (dependent variable) 

For this study, wellbeing was assessed using the 10-item Multicultural Quality of Life 

Index.242 Wellbeing was rated on a scale of 1 (poor) to 10 (excellent) for each of the items. 
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The 10–items in the index assessed ‘Physical wellbeing’, ‘Psychological/emotional 

wellbeing’, ‘Self-care and independent functioning’, ‘Occupational functioning’, 

‘Interpersonal functioning’, ‘Social emotional support’, ‘Community and services 

support’, ‘Personal fulfilment’, ‘Spiritual fulfilment’ and ‘Global perception of quality of 

life’. Additional phrasing was used within the survey to describe each of the 10 items of 

the index as per the index creator’s instructions. ‘Physical wellbeing’ included feeling 

energetic, free of pain and physical problems; ‘Psychological/emotional wellbeing 

included feeling good, comfortable with yourself; ‘Self-care and independent 

functioning’ included carrying out daily living tasks, making own decisions; 

‘Occupational functioning’ included able to carry out work, school and homemaking 

duties; ‘Interpersonal functioning’ included able to respond and relate well to family, 

friends and groups; ‘Social emotional support’ included availability of people you can 

trust and who can offer help and emotional support; ‘Community and services support’ 

included pleasant and safe neighbourhood, access to financial, informational and other 

resources; ‘Personal fulfilment’ included experiencing a sense of balance, dignity, and 

solidarity, enjoying sexuality, the arts; ‘Spiritual fulfilment’ included experiencing faith, 

religiousness, and transcendence beyond ordinary material life; and ‘Global perception 

of quality of life’ included feeling satisfied and happy with your life in general. The total 

scale was used in this study to measure total wellbeing, with the maximum obtainable 

score for the total scale was 100, and with higher scores indicated higher wellbeing. The 

reliability of the Multicultural Quality of Life Index is high with a Cronbach’s alpha of 

0.92. 

4.4.3 Data analysis 

Statistical analysis was performed using SPSS version 25 with data exported directly from 

Survey Monkey. All instruments were scored and analysed according to instrument 
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developer guidelines. Descriptive statistics including means, frequencies, standard 

deviations, and percentages were used to summarise the data. For the purposes of this 

study the social determinants of health included were gender, educational attainment, 

employment status, income, socioeconomic status, remoteness, social support, housing 

security, food security and access to healthcare. Inferential statistics including t-test and 

one-way analysis of variance (ANOVA) using Bonferroni correction were used to assess 

the differences between wellbeing and the social determinants of health. Pearson’s 

correlations were used to assess the association between the wellbeing and social 

determinants of health. Variables that were statistically significant within the univariate 

analyses were then included in a multivariable linear regression to identify the predictors 

of wellbeing. The variables for inclusion in the multivariable linear regression were 

gender, education, income, social support, access to healthcare, food security and housing 

security. The regression model was checked for assumptions of normality, linearity, 

homoscedasticity, and absence of multicollinearity. The Beta (β) values and the 95% 

confidence intervals were calculated in the multiple regression analyses. Statistical 

significance was set at p value less than 0.05. Missing data was not imputed. 

4.4.4 Ethics approval and informed consent 

Ethics approval to conduct this study was received from the University of Wollongong 

Human Ethics Committee (2020/306). Written information regarding the aim of study, 

the voluntary nature of the participation and confidentiality of the handling of the data 

was provided to the participants electronically as the first page of the online survey. 

Participants were required to tick a box on the information screen in the online survey to 

indicate that they agreed to participate in the study. 
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4.5 Results 

4.5.1 Sociodemographic characteristics 

A total of 1211 individuals responded to the survey during the nine-week recruitment 

period. The mean age of the participants was 43 years (SD 14.2 years). Of those who 

responded, 80.7% (n=938) were female, 16.7% (n=194) were male and 2.6% (n=30) were 

non-binary or transgender. A total of 63.6% (n = 702) of individuals who responded were 

employed during the COVID-19 pandemic. (Table 6). 

4.5.2 Wellbeing and Social determinants of health 

The mean score for total wellbeing was 62.58 (SD 21.22). The mean scores for each of 

the 10-items of wellbeing were: ‘physical wellbeing’ 6.23 (SD 2.41), ‘psychological 

wellbeing’ 5.46 (SD 2.51), ‘self-care and independent functioning’ 7.21 (SD 2.53), 

‘occupational functioning’ 7.08 (SD 2.48), ‘interpersonal functioning’ 6.64 (SD 2.53), 

social-emotional support’ 6.53 (SD 2.67), ‘community and services support’ 6.78 (SD 

2.59), ‘personal fulfilment’ 5.55 (SD 2.71), ‘spiritual fulfilment’ 5.47 (SD 2.87) and 

‘global perception of quality of life’ 5.84 (SD 2.56). Housing insecurity was identified in 

25.7% (n=311) participants. An annual income of under $49,999 during the pandemic 

was reported in 32.4% (n=392) of participants. Difficulty in access to healthcare was 

identified among 58.2% (n=581) of participants. A total of 20.7% (n =240) of participants 

had completed high school education and 37.7% (n =437) of participants had completed 

a Bachelor's degree. Unemployment was reported by 29.7% (n= 328) of participants. Poor 

social support was identified by 37.7% (n=430) of participants and 22% (n = 237) of 

participants were identified as food insecure. A total of 37.9% (n= 441) participants were 

identified to be living in locations classified as the two lowest socioeconomic status 

brackets in Australia. 
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4.5.3 Associations between wellbeing and social determinants of health 

Those with housing security had significantly higher wellbeing scores (67.34, SD 19.4) 

compared to those with housing insecurity (50.91, SD 21.0) (p < 0.001). Similarly, those 

with incomes > $50,000 had significantly higher wellbeing scores (66.60, SD 19.3) 

compared to those with incomes < $49,999 (55.29, SD 22.3) (p < 0.001). Those with easy 

access to healthcare had significantly higher wellbeing scores (70.85, SD 18.4) compared 

to those with difficult access to healthcare (56.04, SD 21.1) (p<0.001). Likewise, those 

with food security had significantly higher wellbeing scores (66.70, SD 19.4) compared 

with those who are food insecure (48.18, SD 21.0) (p< 0.001). Equally, those employed 

had significantly higher wellbeing scores (65.10, SD 20.2) compared with those 

unemployed (56.70, SD 22.3) (p<0.001). With regards to education, those with a 

postgraduate qualification had significantly higher wellbeing scores (66.20, SD 19.3) 

compared to those with a vocational qualification (59.49, SD 23.3) (F test 0.007). 

Participants with strong social support had significantly higher wellbeing scores (76.00, 

SD 17.5) compared to those with moderate (65.73, SD 17.9) and poor (51.78, SD 21.3) 

social support (F test 0.001). Additionally, those with moderate social support had 

significantly higher wellbeing scores than those with poor social support. In respect to 

gender, men had significantly higher wellbeing scores (64.60, SD 21.7) compared with 

those who identified as transgender or non-binary (51.23, SD 22.2) (F test 0.011), 

however there were no significant differences in wellbeing scores between women and 

men or women and transgender or non-binary genders. There were no statistically 

significant differences between wellbeing and socioeconomic status (SEIFA) or 

wellbeing and remoteness (Table 7). 
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4.5.4 Predictors of wellbeing 

Factors including housing, income, access to healthcare, education, employment, social 

support, gender, and food security, were found to be significant in the univariate analysis 

and were included in the multivariate analysis. The multiple regression model to predict 

total wellbeing among Australian adults during the COVID-19 pandemic was significant 

and accounted for 32.7 % of the variance, R2 Adj = 0.327, F (7, 963) = 66.832, p = 0.000. 

The significant predictors of higher wellbeing were housing security (β = 0.166 95% CI 

4.96 to 10.42 p = 0.000), food security (β = 0.152 95% CI 4.63 to 10.70 p = 0.000), social 

support (β = 0.309 95% CI 7.25 to 10.46 p = 0.000) and access to health care (β = 0.183 

95% CI 5.47 to 10.22 p = 0.000) (Table 8). 

4.6 Discussion 

Confronted with the COVID-19 pandemic, national data provides the opportunity to 

identify vulnerable population groups within Australia that have been impacted by this 

emerging virus and its association with wellbeing and quality of life. Therefore, this study 

aimed to explore the relationship between wellbeing and the social determinants of health. 

Findings from this study suggest that housing security, food security, social support and 

access to health care are all important social determinants of health predictors of the 

wellbeing of adult Australians during the COVID-19 pandemic. While not predictors of 

wellbeing, people with higher incomes, were employed, had postgraduate education, and 

identified as male were found to have significantly higher wellbeing compared to their 

counterparts. However, being a cross-sectional study, causal inferences are not able to be 

drawn from this study. 
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Efforts to curb the public health impact of COVID-19 within Australia initially focused 

on reducing hospitalisations, attempting to identify unknown long term health 

consequences, morbidity and mortality from COVID-19 infections. 295 However, this 

emerging virus has revealed other serious implications that have impacted populations 

ranging from financial insecurity and social isolation to access to healthcare and food 

security. These social determinants of health are vital to maintaining the wellbeing of the 

population. Results from this study have demonstrated that approximately a third of 

participants were found to be housing insecure during the COVID-19 pandemic. 

However, with no evidence of the degree of housing insecurity in the general Australian 

population prior to the COVID-19 pandemic, it is difficult to ascertain the significance of 

this result. Despite this, a report by the Australian Housing and Urban Research Institute 

(AHURI) indicates that the pandemic has exacerbated the housing rental crisis, and 

increased the demand for social housing, and emergency accommodation.311 One of the 

predominant economic challenges of COVID-19 was the ability for people to pay for 

housing,312 primarily due to substantial job losses and economic downturn. Housing, as a 

basic human right and important social determinant of health, can threaten an individual’s 

health and wellbeing particularly when individuals are found to be housing insecure. The 

results of this study demonstrate this notion with housing insecurity a predictor of poorer 

wellbeing among participants. This is similar to a study conducted in the United States 

the found that those with housing instability reported significantly higher levels of mental 

stress compared to homeowners.313 Moreover, housing insecurity during a pandemic may 

mean individuals are homeless or living in temporary accommodation that hinders their 

ability to comply with any strategies recommended to curb the spread of COVID-19, 

potentially making them more susceptible to being infected.312 
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Despite Australia being considered a high-income country, the prevalence of food 

insecurity was identified as 22% in this study, while prior to the pandemic the prevalence 

of food insecurity within Australia ranged from 5.1% to 10.6%.314 During the COVID-19 

pandemic, food insecurity was more prevalent among Australians and could be due to 

loss of employment and housing as a result of the lockdown and other public health 

measures. This aligns with research conducted in the United States that showed that food 

insecurity in households during the pandemic doubled.315 While another study indicates 

that food insecurity within the Unites States prior to the pandemic was approximately 

11%, during the pandemic this increased to 38%.316 Additionally, the results of this study 

demonstrate that food insecurity is a predictor of poorer wellbeing, indicating that there 

is a relationship between this social determinant of health and total wellbeing or quality 

of life. These findings are similar to a study conducted in the United Kingdom (UK) 

during the pandemic demonstrating that food insecurity increased by 66.7% and was 

significantly associated with participants with a low income. Additionally, the UK study 

findings indicate that food insecurity was significantly associated with housing tenure, 

with those participants renting more likely to experience food security, therefore affecting 

their wellbeing.317 However, the findings of our study may not be representative of the 

entire Australian population due to the study design. Indeed, the findings of this study 

validate the need for action on social determinants of health not only for the current 

pandemic, but as a goal for alleviating social and health inequalities into the future. 

The economic instability created by the COVID-19 pandemic has created a loss of 

employment and income. A study conducted in Australia during the pandemic 

demonstrated a fall of 9.1% in income during the early stages of the pandemic.318 The 

results of this study found that approximately one third of participants reported being 

unemployed and similarly one third had a household income of less than $49,999 during 
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the COVID-19 pandemic. While this study shows that there was an association between 

unemployment and poorer wellbeing and low income and poorer wellbeing, these were 

not found to be predictors of total wellbeing. 

As a life-threatening disease, COVID-19 can create significant anxiety and stress within 

the population. The anxiety and stress are compounded by job loss, food and housing 

insecurity. Social support has been identified as an important factor to overcome stress 

and anxiety.319 However, this study has highlighted that almost 40% of participants had 

poor social support during the COVID-19 pandemic in Australia. Social support is 

reported in the literature to have the ability to increase resilience and strengthen internal 

resources.320 Therefore, a lack of social support will inhibit an individual’s ability to cope 

during the pandemic. The OSSO-3 social support scale used in this study is recommended 

for population-based surveys and measured participants ability to receive practical and 

instrumental support from others, emotional support from others and the number of 

people they have access to for support. The findings of this study demonstrated that poor 

social support was a predictor of poorer wellbeing. Comparably, a population-based study 

conducted in Austria showed that participants with higher levels of social support during 

the pandemic was associated with higher wellbeing.321 The findings of our study indicate 

that there may be an increased need for psychological services both short and long term 

to combat the impact of the pandemic on individuals with poor social support. Moreover, 

consideration of alternate ways of managing lockdowns and isolation enabling the 

meeting of both social and disease prevention objectives. Allowing individuals time and 

opportunity to rearrange their living situations prior to imposing lockdowns to counter 

the negative impacts of a loss of social support and isolation. 

Often the neglected social determinant of health, having access to healthcare is central to 

reducing health inequalities. Results from this study demonstrate that almost 60% of 
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participants had difficulty accessing healthcare during the pandemic, this could be a result 

of geographical location, an inability to afford health care associated costs, or increased 

need for health care services such as mental health. Prior to COVID-19, the evidence on 

the prevalence of difficulty accessing healthcare in Australia is limited and varies, with 

one study in 2018 reporting 21% of Australians experienced two or more barriers to 

accessing primary health care. While data from the Australian Institute of Health and 

Welfare (AIHW) from 2016-2017 indicates 7.6% of the Australian population reports 

barriers to access to healthcare including consultation with a medical specialist or General 

Practitioner (GP) and medical imaging and pathology tests.322Access to healthcare, as a 

self-rated measure in this study, was targeted at affordability issues and general access 

barriers to primary healthcare, and not a measure of urgency of health need. Despite 

Australia having a universal health insurance scheme, Medicare, which aims to provide 

access to a range of health services at little or no cost, equitable access to healthcare for 

many Australians is lacking.323 Some general practices can charge upfront payments 

declining the use of bulk billing, which may result in some Australians not being able to 

attend due to affordability. Dentistry and some allied health services are not covered 

under Medicare, therefore only accessible to those privately insured or those from wealthy 

areas.318 This study has identified that there were affordability issues related to access to 

healthcare during the pandemic, however this maybe an existing social determinant of 

health prior to the pandemic or it could indicate an exacerbation of this social determinant 

during the pandemic. In response to the COVID-19 pandemic, the Australian Government 

injected funds into the telehealth scheme, previously limited to rural and remote 

communities, to enable access to healthcare.324 However, the literature indicates that 

Australians experienced challenges and barriers to the use of the telehealth service 

including communication and expressing themselves as well as not being available to 
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have a physical consultation.325 Indeed, this study reveals that Australians with difficult 

access to health care have poorer wellbeing compared to those with easy access to 

healthcare, with this being a measure of affordability to access health care. These findings 

highlight the unequal distribution of power and resources and emphasise the need to 

address the social determinants of health more than ever before. 

While the pandemic has demonstrated a continued impact of the social determinants of 

health on the population’s wellbeing, it has also highlighted the need for government and 

non-government organisations (NGOs) to address these social and health disparities. 

Using the evidence that already exists on social determinants in addition to the newly 

created evidence from the global experience of the pandemic, policymakers and 

governments can use this as guidance to make investments to mitigate social and health 

inequalities. Such measures would be to design and implement policies to alleviate 

housing stress and instability, increasing the number of social housing facilities and 

affordable housing options. Regarding access to healthcare, effective mental health 

coverage is required not just immediately but for the longer term. Furthermore, 

governments need to strengthen access to public healthcare by increasing the availability 

of resources particularly to those with limited resources to access. Improving employment 

conditions, such as benefits for those casually employed or mandating against long term 

casual workforce and rising the social government support benefits and payments, as well 

as basic income support programs should be adopted to address income and employment 

issues that exacerbate social and health inequalities. Addressing income and employment 

issues will also assist in tackling the food security problems that have been identified in 

this study. Finally, the government, policymakers and NGOs need to take responsibility 

for innovating social protection strategies and policies to protect the population now and 

into the future and such strategies must be sustainable. The first step in this process is to 
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revitalise the agenda on the United Nations (UNs) Sustainable Development Goals 

(SDGs), which recognise that ending poverty and other disparities are central to improved 

health, wellbeing, and equality. Bipartisan agreement to consider the social determinants 

of health within all policies and throughout the policy process is required, however 

without the identification of social determinants of health as an issue that needs 

addressing, this is will not be part of a political agenda. Critical to achieving policy action 

on the social determinants of health is through inter-organisational and intersectoral 

collaborations. Government agencies need to work in partnership to coordinate policy 

action on the social determinants of health, this could be achieved through a cross 

government agency. Increasing awareness of the need to address the social determinants 

of health is critical, public health professionals and researchers are key to this approach 

and can be fundamental resources for all levels of government and policymakers. It is 

expected that key findings from this study will be disseminated broadly to decision-

makers and other stakeholders to ensure action on the social determinants of health. The 

evidence could also be used to inform public health interventions aimed at community 

connectedness which will function as a useful measure to address the poor social support 

issues that have been identified in this study. 

4.6.1 Strengths and limitations 

This national study offers a wealth of information to identify the impacts of the COVID-

19 pandemic on the Australian population. A key strength of this study is that it highlights 

the social determinants of health and the relationship with wellbeing. It is also important 

to acknowledge the limitations of this study. Firstly, it must be noted that females are 

over-represented in this study and ethnicity is not representative of the Australian 

population. Strategies that could be used in future research to ensure all genders are 

represented would be to receive input from community partners to encourage recruitment 
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from event specific transgender gatherings; specifically targeting men’s groups through 

social media; and adjusting the Facebook paid recruitment campaign to target men only. 

While social media was used as the recruitment modality for this study, it must be 

recognised as a limitation, especially for those who do not have social media accounts. 

While there is often debate over the digital divide, 91% of Australians have access to the 

internet. However, using an online approach to recruit into this study is a limitation 

especially for those who lack access to technology and have low digital literacy. This 

potential digital fracture could be minimised by using a hybrid approach of online and 

telephone or mailed surveys. Moreover, there is a potential that responses may have been 

limited to individuals who viewed the pandemic as a threat to public health and hence 

more willing to respond and may over-represent those with access to online data and 

devices. The data was collected using an online self-administered survey which is known 

to be subject to responder bias. Additionally, due the study design, cross-sectional study, 

using a one-time measurement, makes it difficult to infer a causal relationship and is 

therefore a limitation of this study. 

4.7 Conclusion 

While there is still much to learn about COVID-19, this study has highlighted the social 

determinants of health that have impacted the Australian population’s wellbeing during 

the COVID-19 pandemic. The social determinants of health, housing insecurity, food 

insecurity, difficult access to health care, poor social support are all predictors of poorer 

wellbeing among Australian adults during the pandemic. The COVID-19 pandemic is 

likely to remain a threat, not only to population health long term but also to individuals’ 

wellbeing. Importantly, further research on the long-term impacts of the pandemic on 

social determinants of health need to be conducted. This study has highlighted once again 
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the need to tackle the social determinants of health that contribute to social and health 

inequalities, particularly in terms of housing and food security as well as access to health 

care. The findings from this study also provide important insights into the social 

vulnerabilities that have been worsened as a consequence of the pandemic. However, 

further research using a longitudinal study design will be able to identify the impact of 

COVID-19 on wellbeing and social determinants of health over time. Addressing social 

determinants of health needs to become a priority for policymakers and governments and 

requires modifying the systemic and structural barriers that are central causal factors. 

These can be achieved through provision of social housing, further action on ensuring 

housing affordability, access to food subsidies including food vouchers and community 

connectedness programs. Without this, social and health inequalities will widen. 
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Table 6: Sociodemographic characteristics 

Sociodemographic characteristics* Frequency (%) Australian 

population# (%) 

Age   

18-24 118 (9.7) - 

25-39 413 (34.1) - 

40-59 464 (38.3) - 

60-74 135 (11.1) - 

75+ 7 (0.6) - 

Missing 74  

   

Gender   

Woman 938 (80.7) - 

Man 194 (16.7) - 

Transgender/non-binary 30 (2.6) - 

Missing 44  

   

Income (during COVID-19)   

Under $15000 125 (11.6) - 

$15000 - $29999 145 (13.4) - 

$30000 - $49999 122 (11.3) - 

$50000 - $74999 162 (15.0) - 

$75000 - $99999 151 (14.0) - 

$100000 - $150000 192 (17.8) - 

Over $150000 183 (16.9) - 

Missing 131  

   

Education   

Completed years 7 to 12 high school 240 (20.7) - 

Vocational 253 (21.8) - 

Bachelors 437 (37.7) - 

Postgraduate 230 (19.8) - 

Missing 51  

   

Employment (during COVID-19)   

Employed 776 (70.3) 72.2 

Unemployed 328 (29.7) 27.8 

Missing 107  

   

Living status   

Alone 178 (16.6) - 

Friends 24 (2.2) - 

Family/partner 813 (75.6) - 

Share house 55 (5.1) - 

Emergency/temporary/homeless 5 (0.4) - 

Missing 136  

   



 140 

Sociodemographic characteristics* Frequency (%) Australian 

population# (%) 

Socioeconomic status   

Lowest (most disadvantaged)  157 (13.8) 20 

Low 252 (22.1) 20 

Middle 210 (18.4) 20 

High 193 (16.9) 20 

Highest (most advantaged) 328 (28.8) 20 

Missing 71  
*Missing Data #Australian Bureau of Statistics Data 
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Table 7: Associations between social determinants of health and wellbeing 

 Total wellbeing 

 Mean (SD) P value 

Housing 

Secure 67.34 (19.4) 
<0.001 

Insecure 50.91 (21.0) 

Income 

< $15,000 to $49,999 55.29 (22.3) 
<0.001 

$50,000 + 66.60 (19.3) 

Access to healthcare 

Easy access 70.85 (18.4) 
<0.001 

Difficult access 56.04 (21.1) 

Food security 

Food secure 66.70 (19.4) 
<0.001 

Food insecure 48.18 (21.0) 

Employment 

Unemployed 56.70 (22.3) 
<0.001 

Employed 65.10 (20.2) 

 Mean (SD) F test 

Education 

High school (years 7 – 12) 61.41 (21.3) 

0.007 
Vocational 59.49 (23.3) 

Bachelor’s degree 63.13 (20.5) 

Postgraduate 66.20 (19.3) 

Social support 

Poor 51.78 (21.3) 

<0.001 Moderate 65.73 (17.9) 

Strong 76.00 (17.5) 

Gender 

Woman 62.52 (20.9) 

0.011 Man# 64.60 (21.7) 

Transgender or Non-binary# 51.23 (22.2) 

Socioeconomic status 
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 Total wellbeing 

 Mean (SD) P value 

Lowest 63.94 (22.1) 

0.305 

Low 60.09 (22.8) 

Middle 62.97 (19.9) 

High 63.08 (20.9) 

Highest 63.68 (20.2) 

Remoteness 

Major cities 63.02 (20.1) 

0.881 

Inner regional 62.01 (23.5) 

Outer regional 62.78 (21.3) 

Remote 58.42 (24.3) 

Very remote 62.37 (21.2) 

Significance between these 2 variables; Significance is between these 3 variables; #Significance is 

between these 2 variables   
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Table 8: Predictors of wellbeing 

 Unstandardized 

coefficients 

95.0% Confidence interval 

for ß 

Model ß Sig. Lower bound Upper bound 

Total wellbeing  

Constant 26.49 0.00 20.03 32.96 

Gender 1.15 0.35 -1.24 3.55 

Education 0.35 0.54 -0.76 1.45 

Income 2.34 0.07 -0.19 4.86 

Social support 8.85 0.00 7.25 10.46 

Access to health care 7.84 0.00 5.47 10.22 

Food security 7.66 0.00 4.63 10.70 

Housing security 7.70 0.00 4.96 10.43 
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Chapter 5: Economic Wellbeing 
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5.1 Chapter introduction 

This chapter presents Publication 4, ‘Association between economic wellbeing and 

ethnicity, socioeconomic status, and remoteness during the COVID‐19 pandemic’. The 

publication addresses research question 3: How has the COVID-19 pandemic impacted 

on the financial and economic wellbeing of adult populations in Australia across 

socioeconomic areas? Permission to include the publication in the thesis has been granted 

by John Wiley & Sons. The full text publication and permissions are in Appendix 8. This 

paper was published in Public Health Nursing (Impact Factor – 1.770) as: 

Green H, MacPhail C, Alananzeh I, Fernandez R. Association between economic 

wellbeing and ethnicity, socioeconomic status, and remoteness during the COVID‐19 

pandemic. Public Health Nursing. 2022 Jun 17. https://doi.org/10.1111/phn.13107  

5.2 Abstract 

Objective: The aim of this study is to explore the association between the economic 

wellbeing and ethnicity, socioeconomic status, and remoteness during the COVID-19 

pandemic. 

Design: A cross-sectional study via SurveyMonkey was conducted in Australia between 

August 2020 – October 2020. Descriptive and inferential statistics were used to analyse 

the data. 

Results: A total of 1,211 individuals responded to the survey. Income loss was 

significantly associated with those from low socioeconomic status (OR = 1.65; 95% CI 

1.01–2.68). Access of superannuation was significantly associated with those in outer 

regional (OR = 3.61; 95% CI 0.81-16.03) and low socioeconomic status (OR = 2.72; 95% 

CI 1.34-5.53). Financial inability to pay for services was significantly associated with 

https://doi.org/10.1111/phn.13107
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living in remote areas (OR = 2.26; 95% CI 0.88-5.80). Conclusions: The economic 

wellbeing of people who identify as Aboriginal and Torres Strait Islander, live in regional 

or remote areas, and reside in low socioeconomic areas have been substantially impacted 

during the pandemic. Findings call for policies to address the underlying social 

determinants of health. 

Keywords: Social determinants of health; Sustainable development goals; Economic 

wellbeing; Pandemic; Health disparities; COVID-19 
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5.3 Introduction 

As the public health burden of COVID-19 and its numerous variants, spreads globally, 

countries continue to implement public health measures to suppress transmission.326 In 

addition to health and medical actions such as symptomatic and comprehensive testing, 

contact tracing and treating infected individuals, measures to alleviate the spread of 

COVID-19 have included restrictions on human mobility, often referred to as ‘lockdown’, 

quarantining, social distancing, and cancellation of large-scale gatherings.327, 328 The aim 

of this study is to explore the association between economic wellbeing and ethnicity, 

socioeconomic status, and remoteness in adults during the COVID-19 pandemic. 

In Australia, the government, under the direction of the Australian Health Protection 

Principal Committee (AHPPC), designed various strategies and directives to manage the 

pandemic, including guidelines on the protective behaviours that should be adopted by 

the general population.329 Border controls, travel restrictions and a national lockdown 

were all public health measures that were imposed by 25 March 2020 within Australia, 

and necessitated the closure of many businesses, and encouragement of individuals to 

work from home where possible. 

While public health measures such as lockdown have shown to be effective at slowing 

the spread of infectious diseases, they do have implications for many aspects of 

individuals’ daily lives.330 Population groups that have lost employment, are unable to 

work from home and are living in poverty experience unequal impacts. As financial 

support provided by the government has been described as an economic abandonment, 

limiting an individual’s ability to pay rent, purchase food and meet utility bills.331, 332 

Indeed, the literature shows that in the early stages of the COVID-19 pandemic there were 

disparities between different population groups, with those from certain minority ethnic 
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groups, low-income earners and those living in the lowest socioeconomic status areas 

most affected.333 The resultant social, economic, and psychological impacts of the 

restrictions imposed during COVID-19 have magnified existing health and social 

inequalities. The economic consequences of lockdowns to contain infectious diseases are 

well known. As a consequence of lockdown measures due to COVID-19, job losses in 

the United States (US) reached record levels in April 2020 with the unemployment rate 

increasing to 14.7% and with some evidence suggesting it rose as high as 20%.334 During 

the Severe Acute Respiratory Syndrome (SARS) outbreak in 2003, the majority of the 

cases occurred within South East Asia and Canada.335 Evidence in the literature highlights 

the significant economic impact that SARS had in these countries with businesses closed 

and tourism non-existent. As a result, people employed in tourism, retail and hospitality 

sectors were most affected financially, through bankruptcy and job losses.335 Literature 

has also shown the detrimental effects of infectious disease outbreaks on household 

incomes.336 During the Ebola outbreak, the economic effects were vast with income losses 

in Sierra Leone reaching 30% and 35% in Liberia.336 

Throughout the US, minority ethnic population groups have particularly experienced the 

negative economic impacts of the COVID-19 pandemic. Those who identify as Asian, 

Hispanic and Black American have been demonstrated to be at higher risk of job and 

income loss and are often employed in roles that do not lend themselves to work from 

home arrangements.337 In contrast, there is a scarcity of evidence of the economic impacts 

on ethnic groups within Australia. However, a study conducted in western Sydney 

identified that unemployed culturally and linguistically diverse populations were 

perceived to experience a significantly higher impact of the COVID-19 pandemic.338 

Australia is an ethnically diverse nation, with the 2016 Australian census data revealing 

that while England was the most common birthplace following Australia,339 there has 
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been a steady increase in the proportion of migrants from China, India and the Middle 

East.339 Aboriginal and Torres Strait Islander people accounted for 2.8% of the Australian 

population in 2016 and have a much younger age profile than non-indigenous Australians, 

with a mean age of 23 years compared to 38 years for non-Indigenous Australians.340 

The impact of the COVID-19 pandemic on individuals is affected by their experience of 

the social determinants of health. Health inequalities stem from the underlying social 

determinants of health, which are defined as “the circumstances in which people grow, 

live, work, and age, and the systems put in place to deal with illness. The conditions in 

which people live and die are, in turn, shaped by political, social, and economic forces”.47 

This leads to what is often referred to as the social gradient, whereby those who are most 

disadvantaged are inclined to have the worst health.48 Those higher on the social gradient 

have greater access to food, housing, higher incomes, more employment opportunities, 

and access to health care. These social determinants of health can serve as a protective 

factor against illness and chronic disease. In contrast, those lower on the social gradient 

have limited resources and hence at greater risk of poorer health outcomes.341 When 

considered in the context of COVID-19, these individuals are most vulnerable to the 

social and economic effects of the pandemic. Social determinants of health can also 

impact on individuals’ wellbeing (physical, emotional, spiritual and psychological 

wellbeing), including their economic or financial wellbeing.29 With the rise in focus on 

the social determinants of health and being a key strategy in prevention and treatment of 

disease, public health professionals including nurses, are ideally situated to promote 

equity through health promotion initiatives, educational programs and targeted 

interventions.342 

In Australia, the government responded to the potential economic impact of the pandemic 

by introducing financial support packages to secure employment, support business and 
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mitigate loss of income.343 One such measure under this support package was to allow 

individuals to access up to $20,000 AUD from their superannuation.344 In Australia, 

superannuation is a compulsory privately funded retirement income scheme, whereby 

employers are obliged to make a compulsory contribution to all employees’ 

superannuation schemes.345 Additionally, in response to the rapid closure of many 

businesses during the lockdown, the Australian government introduced a financial 

support package called ‘Job Keeper’. Job Keeper was a payment to provide income 

support, paid to businesses and not for profit organisations of $1,500 AUD per fortnight 

to cover the cost of employee wages. Designed to support business and preserve 

employment, Job Keeper was initially implemented from 30 March to 27 September 

2020, with a second phase initiated from 28 September 2020 to 28 March 2021 with 

payment tapering over this period.346 However, it is important to note that Job Keeper 

was not available across all economic sectors and through all employers. 

While coordinating this population wide economic response may be effective for some, 

the influence nationally may not be equitable. This may especially be the case for 

individuals who live in regional and remote areas, those who reside in lower 

socioeconomic areas and certain ethnic groups. Additionally, as Australia has not 

previously experienced an infectious disease outbreak of this magnitude in the 21st 

century, it is timely to investigate the impact. 

5.4 Methods 

5.4.1 Study design 

This study is part of a larger mixed methods study consisting of both a cross-sectional 

survey and qualitative interviews, therefore the results of this study are reported in several 
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papers. This study uses the World Health Organization’s (WHO) Commission on Social 

Determinants of Health (CSDH) as the theoretical foundation.47 The structural 

determinants of health used in this study are income, employment, ethnicity, socio-

economic status and remoteness. The intermediary determinants, or the downstream 

factors that shape health, used in this study are psychosocial circumstances including 

stressors and material circumstances such as financial means to buy food and pay for 

housing.47 This paper is reported according to the Strengthening the Reporting of 

Observational Studies in Epidemiology (STROBE) guidelines. 

5.4.2 Study setting and participants 

A cross-sectional national study using an online method via SurveyMonkey was 

conducted between August 2020 – October 2020. Adults aged 18 years and over, with the 

ability to read English and residing in any State or Territory within Australia were 

recruited into the study using social media. Two methods within social media were used: 

(1) the no-cost option, which included the first author joining existing community 

noticeboard groups within Facebook; and (2) the paid option, which included placing an 

advertisement on Facebook and Instagram. In both options, a study image with a link to 

the survey was placed. With the paid option, the study image and link were sent to target 

specific groups within Facebook and Instagram. A comprehensive description of the 

recruitment process has been published elsewhere.308 Sample size calculation was derived 

by using the Australian estimated population of 25,499,844, using a 95% confidence level 

and a 3% margin of error, the sample size required for this study was 1067 participants.235 

5.4.3 Data collection 

Data were collected using SurveyMonkey, the first page of the survey included a 

participant information sheet, and participants were instructed to click the ‘yes’ box if 
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they agreed to participate in the survey and to indicate they had read the study 

information. Data were collected on participants’ demographics (age, gender, ethnicity, 

postcodes), employment status both before and during the COVID-19 pandemic, income 

before and during the COVID-19 pandemic, access to superannuation, and financial 

inability to pay for services during the COVID-19 pandemic. 

Employment status was assessed using investigator developed questions to indicate 

participants’ employment before and during the pandemic, with seven options in the 

before question of ‘fulltime’, ‘part-time’, ‘casual’, ‘retired’, ‘homemaker’, ‘unemployed’ 

and ‘student’ and nine options in the during question – the same seven options in the 

before with the addition of ‘JobKeeper’ and ‘Leave without pay’. These questions were 

then recoded to be dichotomous (employed or not employed). 

Income was assessed using investigator developed questions to nominate participants’ 

annual income before and during the pandemic, with seven income brackets. These 

income brackets were under $15,000; between $15,000 and $29,999; between $30,000 

and $49,999; between $50,000 and $74,999; between $75,000 and $99,999; between 

$100,000 and $150,000; and over $150,000. 

Access to superannuation was measured using an investigator developed question 

eliciting a dichotomous yes or no response. Financial inability to pay for services was 

assessed using a 3 -item investigator developed tool during the COVID-19 pandemic…‘I 

worried whether I could pay my electricity, gas or water bills’, ‘I worried that I may not 

have access to the internet because I had no money to pay the bill’, and ‘I worried whether 

I was able to get to the supermarket, doctors, pharmacy or work because I had no money 

to pay for transport’. Each item was rated on a 4-point Likert scale (1 = “I don’t know”, 

2 = “never true”, 3 = “sometimes true” and 4 = “often true”). The 3-items were then 



 153 

recoded to be dichotomous (0 = “I don’t know” and “never true” and 1= “sometimes true” 

and “often true”) with higher scores indicating more financial inability to pay for services. 

 Postcodes were used to indicate socioeconomic status based on the Australian Bureau of 

Statistics (ABS) and the Socio-Economic Indexes for Areas (SEIFA) and remoteness 

configuration using the ABS Accessibility and Remoteness Index of Australia (ARIA+). 

SEIFA was developed by the Australian Bureau of Statistics and is a summary measure 

of the various social and economic circumstances of suburbs and postcodes within 

Australia and are measured using a set of variables including income, education, 

occupation, and access to material and social resources.342 The survey took 10-20 minutes 

to complete, and participants were invited to enter a draw to win one of ten $50 shopping 

gift cards. Ethics approval to conduct the study was received from University of 

Wollongong Human Research and Ethics Committee approval number 2020/306. 

5.4.4 Statistical analysis 

Data were directly exported from SurveyMonkey into SPSS version 25 to perform 

statistical analysis. In the context of this analysis, the relevant social determinants of 

health were socioeconomic status using SEIFA, ethnicity, and remoteness. Economic 

wellbeing was measured by employment loss, income loss, access to superannuation and 

financial inability to pay for services. Descriptive statistics including frequencies and 

percentages were used to summarise the data. Cross-tabulations were used to compare 

economic wellbeing and social determinants of health. Binary logistic regression was 

conducted to examine the social determinants of health associated with economic 

wellbeing, which is employment loss, income loss, access to superannuation and financial 

ability to pay for services. Assumptions of logistic regression were verified including, the 

dependant variable being ordinal, independence of observations and lack of 
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multicollinearity between the independent variables. Statistical significance was set at p 

< 0.05. Due to missing data accounting for only 5%, missing data was not imputed. 

5.5 Results 

In total, 1,211 participants responded to the survey, with non-responders accounting for 

5% of missing data. Most of the participants were female 938 (80.7%) and the age range 

of the participants was between 18-90 years. Ethnicity was reflective of the Australian 

population with 53% (n=608), identifying as Caucasian (Australian, Canadian, American, 

New Zealander) (Table 9). 

5.5.1 Employment loss 

Overall, 13.7% (n=150) of all participants reported a loss of employment during the 

pandemic. Of these, the highest loss in major cities 55% (n=82). Participants in the low 

socioeconomic status reported the highest employment loss during the COVID-19 

pandemic with 26.7% (n=40). Among ethnic groups, Caucasian and European 

participants reported the highest employment loss of 57.3% (n=86), and 26.7% (n=13) 

respectively. (Table 10) 

5.5.2 Income loss 

Income loss among all participants during the pandemic was 24.1% (n=260). Of these, 

income loss in major cities was 57.7% (n=150), inner regional areas was 26.5% (n=69), 

outer Within the socioeconomic status category, income loss was highest among those in 

the low socioeconomic status with 23.8% (n=62). Among the ethnic groups, income loss 

56.9% (n=148) for Caucasians and 25.4% for Europeans. (Table 10) 
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5.5.3 Access to superannuation 

Overall, 11.9% (n=142) of all participants accessed their superannuation during the 

pandemic, of these the majority were from major cities 50% (n=71). Within the 

socioeconomic status category, the highest access to superannuation during the pandemic 

came from participants in the low socioeconomic status 35.2% (n=50). Among the ethnic 

groups, the superannuation was accessed the highest from Caucasian 54.2% (n=77) and 

European 24.6% (n=35) participants. 

5.5.4 Financial inability to pay for services 

A total of 24.9% (n=265) of all participants reported concerns over meeting their financial 

commitments during the pandemic. Financial inability to pay for services was highest in 

major cities (55.9%, n=148). Within the socioeconomic status category, concerns about 

financial inability to pay for services during the pandemic was highest among those who 

lived in the low socioeconomic status (25.3%, n= 67). Among the ethnic groups, concern 

about financial inability to pay for services was highest among Caucasian participants 

(58.1%, n=154) (Table 10). 

5.5.5 Association between the economic wellbeing and ethnicity, socioeconomic 

status, and remoteness 

During the COVID-19 pandemic those who identified as Caucasian (OR = 0.49; 95% CI 

0.27, 0.90), or other (OR = 0.40; 95% CI 0.19, 0.88) had significantly higher odds of not 

losing income compared to Europeans. Those in the low socioeconomic status category 

(OR = 1.65; 95% CI 1.01, 2.68) and those in the high socioeconomic status category (OR 

= 1.63; 95% CI 1.06, 2.51) had significantly higher odds of experiencing an income loss 

during the COVID-19 pandemic compared to those in the highest socioeconomic areas. 
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Access to superannuation during the COVID-19 pandemic was associated with a 

significantly higher odds of living in outer regional areas (OR = 3.6; 95% CI 0.81, 16.03) 

compared to those living in major cities. Living in outer regional areas, middle 

socioeconomic status category (OR = 3.55; 95% CI 1.87, 6.73), and a high socioeconomic 

status category (OR = 3.42; 95% CI 1.82, 6.42) were associated with a significantly higher 

odds of accessing superannuation during the COVID-19 pandemic. Financial inability to 

pay for services was associated with significantly higher odds of living in remote areas 

(OR = 2.26; 95% CI 0.88, 5.80) compared to major cities (Table 11). 

5.6 Discussion 

Despite the COVID-19 pandemic being initially labelled as the great equaliser, the social 

and economic impacts are unequally felt. The results of this study have demonstrated that 

employment loss was most likely to occur among those residing in regional and remote 

areas, among those within the middle socioeconomic status group and in individuals who 

ethnically identify as Caucasian or Asian. Moreover, income loss was highest in 

individuals who were from remote and inner regional areas, and from the low 

socioeconomic status category. Those who identified as Caucasian were most likely not 

to lose income during the pandemic. Furthermore, the results demonstrate that individuals 

who accessed their superannuation during the COVID-19 pandemic were most 

represented by those who lived in remote areas, resided in the low socioeconomic areas, 

and ethnically identified as Aboriginal or Torres Strait Islander. Finally, Australians who 

had concerns about the financial inability to pay for services during the COVID-19 

pandemic were individuals who lived in outer regional and remote areas, were from low 

and middle socioeconomic areas and identified as Aboriginal and Torres Strait Islander. 
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Overall, employment loss during the pandemic in this study was 13.7% and is comparable 

to research conducted in the US with employment loss reported as 15%.347 Similarly, a 

study exploring employment loss in the European Union found this to be 17%.348 The 

results of this study demonstrate that employment loss was more prevalent in outer 

regional and remote areas, with one suggested reason for this prevalence being that most 

individuals within these areas are employed in jobs that cannot be conducted from home. 

Additionally, individuals who reside in regional areas of Australia are also less likely to 

have completed high school (76%) compared to those in major cities (92.1%),349 with this 

having a significant effect on obtaining secure employment. Overall, employment rates 

in regional Australia are worse than major cities, while the population in some regional 

areas continues to grow, particularly attracting immigrants as the proportion of the 

population born overseas is higher in regional Australia than in major cities.350 This 

reflects the Australian government refugee policy to focus resettlement of refugee 

populations within regional and rural Australia,351 however reveals the lack of 

government policy to provide a safety net for migrants and refugees experiencing large 

scale negative events such as a pandemic. This aligns with the findings of this study that 

demonstrates employment loss associated with regional areas when compared to major 

cities, and that migrant and refugee populations are therefore more vulnerable to 

economic challenges. This is an important insight for public health nurses’ who care for 

individuals from regional and rural areas who will be central to identifying disparities and 

committed to the health of vulnerable populations. Precarious employment and 

population growth within regional Australia, especially among migrant and refugee 

populations, calls for policy change and action to address and generate long term 

employment options. 
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Despite the Australian government implementing the Job Keeper payment, overall 

income loss was found to be high with approximately a quarter of Australians in this study 

reporting an income loss during the pandemic. Similarly, a study in the US indicated that 

a third of individuals lost their income during the pandemic.347 Reported levels of income 

loss could be related to Job Keeper not matching an individual’s pre-pandemic income 

levels,352, 353 which would specifically be the case for individuals in high income areas or 

with higher paid employment. Moreover, Job Keeper was not provided to every sector or 

industry with some, such as higher education, excluded from this economic package.354 

The findings of this study indicate that there is a significant association between income 

loss and residing in low or high socioeconomic areas compared to those living in the 

highest socioeconomic areas, with people in low socioeconomic areas and those casually 

employed likely to be impacted more by income loss. Whereas for those who live in the 

high socioeconomic areas of Australia, income loss may be attributed to compulsory 

reductions in wages as occurred in the university sector or business owners who lost 

income due to lockdown and business closure. The aim of the Job Keeper payment was 

to provide a wage subsidy to assist businesses, with employers being paid to help retain 

their employees, however there were inherent flaws with this payment scheme.355 Firstly, 

a business had to demonstrate a turnover loss of 30% in comparison to 2019, this relied 

on the assumption that the business was in operation in 2019.356 Additionally, the scheme 

did not apply to temporary migrant workers, including individuals from New Zealand. It 

also was paid to employers to pass onto their employees, with anecdotal evidence 

suggesting that some business employers profited from this payment.353 Moreover, not 

all sectors could benefit from this scheme, such as the university sector despite staff 

having compulsory wages reduction.357 For many individuals who were self-employed, 

such as those in the music industry, a 30% turnover loss was difficult to demonstrate.352 
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While the Job keeper scheme injected a mass of public funds, this payment ceased as of 

28 March 2021,353 despite the pandemic and lockdown measures continuing. Job Keeper 

has only supported the economic wellbeing of Australians in the short term. However, 

there is an ongoing need to ensure social cash transfers are adequate and keep up with the 

rate of inflation as these are vital to ensuring Australians do not continue to live in 

poverty. Such an approach needs to be targeted and measured. 

Superannuation is a compulsory payment made by an employer on behalf of the employee 

for their retirement and only accessible to the employee at retirement or in specific 

circumstances.345 During the COVID-19 pandemic, the Australian government allowed 

Australians to temporarily access their superannuation savings if they were in financial 

distress.344 The results of this study revealed that 11.9% of Australians accessed their 

superannuation during the pandemic. Accessing superannuation was associated with 

individuals living in outer regional areas and was more prevalent among those who 

identify as Aboriginal and Torres Strait Islander. It is important to note that while some 

Australians did access their superannuation, this is dependent upon having any 

superannuation available, and is therefore not available to everyone. Accessing 

superannuation for individuals may also be associated with income loss, with 26.5% of 

those living in outer regional areas reporting income loss during the pandemic. Indeed, 

the Australian superannuation scheme is inadequate and inequitable, particularly for 

women.358 Periods of unemployment, low wages, and time out of the workforce due to 

illness or caring roles affect the capacity of Australians, especially women, to achieve 

sufficient superannuation funds.359 While the Australian government addressed the 

immediate needs of individuals during COVID-19, this was at the expense of financial 

security at a later stage in their lives. A well-structured policy and financial package are 

critical to the sustainability of a healthy society. 
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Along with employment and income loss, many Australians had concerns about meeting 

their financial commitments during the pandemic. The results of this study found that a 

quarter of Australians had concerns about the financial stability to pay for services during 

the pandemic, which is similar to a study in the US that reported 27% of individuals in 

the US frequently worried about paying their bills.360 Concerns about financial inability 

to pay for services were more prevalent among individuals who identify as Aboriginal 

and Torres Strait Islander and associated with those who live in remote areas. Although 

not statistically significant, Aboriginal and Torres Strait Islanders had a higher odds of 

employment loss during the pandemic which may have resulted in their inability to pay 

for bills during the pandemic. Recognising and taking policy action to increase 

emergency funding for bill relief specifically for Aboriginal and Torres Strait Islander 

people and those who live in remote areas, is imperative to address health inequalities. In 

Australia, with a lifetime of disempowerment and segregation, the gap between 

Aboriginal and Torres Strait Islanders and non-Indigenous populations is well 

established, with a life expectancy of 20 years less than other Australians.361 The forcible 

removal of Aboriginal and Torres Strait Islander children from their families, referred to 

as the Stolen Generation, continue to leave an impact of intergenerational trauma on 

Aboriginal and Torres Strait Islander families.362 Such trauma leads to disruptions in 

health and ability for economic participation.362 Regarding education, 38% fewer 

Aboriginal and Torres Strait Islanders complete schooling and the employment rate is 

24% lower than non-Indigenous Australians,361 thus making Aboriginal and Torres Strait 

Islander Australians potentially more vulnerable to the economic shocks of the COVID-

19 pandemic. Additionally, Aboriginal and Torres Strait Islander people are in higher 

concentration within remote areas of Australia, comprising of 15% and 49% of remote 

and very remote populations respectively.359 Therefore, the association with the financial 
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inability to pay for services and remoteness and the Aboriginal and Torres Strait Islander 

population is mediating. Furthermore, although not found to be statistically significant, 

those individuals who resided in remote areas of Australia during the pandemic were 

found to have higher odds of employment loss compared to those in major cities, which 

in turn may be the contributing factor to financial concerns during the pandemic. 

 

5.7 Implications for public health and future research 

With COVID-19 disturbing the economic framework of Australian society, it is now more 

necessary than ever that Australian emerges as a more healthy and equitable nation. 

Indeed, the findings of this study indicate that COVID-19 has presented an opportunity 

to join in solidarity and have a renewed approach to the implementation of the United 

Nations (UN) Sustainable Development Goals (SDGs). Addressing the social 

determinants of health in all policies will ensure social and health disparities do not 

continue to widen. Public health professionals, including nurses, need to focus on the 

social determinants of health, becoming involved in health promotion strategies, lobbying 

governments, educating policymakers and promoting health and social equity through 

interdisciplinary collaboration and community partnerships. A commitment to addressing 

the economic wellbeing of Australians and disparities starts with increasing income 

support payments, employment securities with a less casual workforce, recognition of 

Aboriginal and Torres Strait Islanders and their leadership, partnering with communities 

and investment in social infrastructure. Further large-scale research is required to 

understand the long-term implications of the COVID-19 pandemic on economic 

wellbeing and the social determinants of health. 
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5.8 Limitations 

While this study employed robust methods, it is important to acknowledge some 

limitations. A potential limitation and cause of recruitment bias may be the method used 

to recruit participants into this survey, as not all Australians have access to the internet or 

social media accounts, including the elderly and those financial insecure who went 

without the internet during the pandemic. However, according to the Australian and 

Communications Authority 91% of Australians have access to the internet,213 

demonstrating a high rate of accessibility. Recruitment via social media is also in keeping 

with a method that is most suitable for the lockdown periods in Australia during the 

pandemic and keeping within the budget constraints of the study. Additionally, online 

self-administered surveys are known to produce responder bias. This study also displays 

a gender bias with more participants identifying as female responding to the survey, this 

can also be said of ethnicity, with more participants who were Caucasian responding. 

Moreover, participants who felt impacted by the pandemic or perceived it as a threat may 

have been more inclined to respond. 

5.9 Conclusion 

This study has demonstrated that the economic wellbeing of people who live in regional 

or remote areas, in low socioeconomic areas and who are Aboriginal and Torres Strait 

Islander people have been impacted during the pandemic. Along with high rates of 

employment and income loss, having accessed superannuation and financial instability 

during the pandemic will have long lasted effects on these populations groups and 

potentially widen social and health inequalities. Such disparities between population 

groups, call for policies to address the underlying social determinants of health, which 

can be achieved through renewed action of the UNs Sustainable Development Goals. 
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Table 9: Demographic table 

Demographics Frequency 

(%) 

Age  

18-24 118 (9.7) 

25-39 413 (34.1) 

40-59 464 (38.3) 

60-74 135 (11.1) 

75+ 7 (0.6) 

  

Gender  

Woman 938 (80.7) 

Man 194 (16.7) 

Transgender/non-

binary 

30 (2.6) 

  

Socioeconomic 

status 

 

Lowest (most 

disadvantaged)  

157 (13.8) 

Low 252 (22.1) 

Middle 210 (18.4) 

High 193 (16.9) 

Highest (most 

advantaged) 

328 (28.8) 

  

Remoteness  

Major cities 709 (62.1) 

Inner regional 256 (22.4) 

Outer regional 112 (9.8) 

Remote 20 (1.8) 

Very remote 45 (3.9) 

  

Ethnicity  

European 332 (28.9) 

Caucasian 608 (53.0) 

Aboriginal 34 (3.0) 

Asian 98 (8.5) 

Others 75 (6.5) 
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Table 10: The relationship between economic wellbeing and remoteness, socio-

economic status, and ethnicity 

 Economic Wellbeing 

 Employment 

loss (n=150) 

 

N (%) 

Income 

loss 

(n 

=260) 

 

N (%) 

Access 

to super 

(n=142) 

 

N (%) 

Financial inability to pay for services 

(n=265) 

N (%) 

Remoteness 

Major 

cities  

82 (55.0) 150 

(57.7) 

71 

(50.0) 

148 (55.9) 

Inner 

regional 

44 (29.0) 69 

(26.5) 

44 

(31.0) 

68 (25.6) 

Outer 

regional 

18 (12.0) 27 

(10.4) 

20 

(14.0) 

38 (14.3) 

Remote 3 (2.0) 5 (1.9) 5 (3.5) 3 (1.1) 

Very 

remote 

3 (2.0) 9 (3.5) 2 (1.5) 8 (3.1) 

Socio-economic status 

Lowest 19 (12.7) 43 

(16.5) 

21 

(14.8) 

35 (13.2) 

Low 40 (26.7) 62 

(23.8) 

50 

(35.2) 

67 (25.3) 

Middle 30 (20.0) 55 

(21.2) 

31 

(21.8) 

53 (20.0) 

High 25 (16.6) 39 (15) 22 

(15.5) 

46 (17.4) 

Highest 36 (24.0) 61 

(23.5) 

18 

(12.7) 

64 (24.1) 

Ethnicity 
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 Economic Wellbeing 

European 40 (26.7) 66 

(25.4) 

35 

(24.6) 

58 (21.9) 

Caucasian 86 (57.3) 148 

(56.9) 

77 

(54.2) 

154 (58.1) 

Aboriginal 3 (2.0) 6 (2.3) 5 (3.5) 12 (4.5) 

Asian 13 (8.6) 15 

(5.8) 

13 (9.2) 23 (8.7) 

Others 8 (5.4) 25 

(9.6) 

12 (8.5) 18 (6.8) 

 

  



 166 

Table 11: Association between economic wellbeing and ethnicity, remoteness and 

socioeconomic status 

 Wald Exp (B) 

(Odds Ratio) 

95% CI P value 

Employment loss 

Ethnicity     

European (Ref) 1.53 - - 0.82 

Caucasian 0.01 1.04 0.44, 2.50 0.92 

Aboriginal 0.15 1.18 0.51, 2.75 0.70 

Asian 0.30 0.67 0.16, 2.86 0.59 

Others 0.36 1.36 0.50, 3.67 0.55 

     

Remoteness     

Major cities (ref) 3.46 - - 0.49 

Inner regional 0.61 1.63 0.48, 5.53 0.43 

Outer regional 1.62 2.26 0.81, 16.03 0.20 

Remote 2.47 2.36 0.64, 8.72 0.12 

Very remote 0.83 2.26 0.40, 13.03 0.36 

     

Socioeconomic status     

Lowest (Ref) 2.13 - - 0.71 

Low 0.17 1.14 0.61, 2.14 0.68 

Middle 0.01 1.04 0.59, 1.83 0.91 

High 1.83 1.44 0.85, 2.46 0.18 

Highest 0.13 1.11 0.63, 1.95 0.72 

     

Income loss 

Ethnicity     

European (Ref) 8.79 - - 0.07 

Caucasian 5.22 0.49 0.27, 0.90 0.02* 

Aboriginal 2.45 0.63 0.35, 1.12 0.12 

Asian 3.60 0.36 0.13, 1.03 0.06 

Others 5.29 0.40 0.19, 0.88 0.02* 
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 Wald Exp (B) 

(Odds Ratio) 

95% CI P value 

     

Remoteness     

Major cities (ref) 1.06 - - 0.90 

Inner regional 0.06 1.10 0.50, 2.45 0.81 

Outer regional 0.368 1.30 0.56, 3.00 0.54 

Remote 0.01 1.06 0.43, 2.60 0.91 

Very remote 0.19 1.34 0.36, 5.00 0.66 

     

Socioeconomic status     

Lowest (Ref) 7.66 - - 0.11 

Low 4.02 1.65 1.01, 2.68 0.04* 

Middle 0.30 1.14 0.71, 1.82 0.58 

High 4.99 1.63 1.06, 2.51 0.03* 

Highest 0.20 1.11 0.70, 1.77 0.65 

     

Access to Superannuation 

Ethnicity     

European (Ref) 2.31 - - 0.68 

Caucasian 1.36 0.62 0.28, 1.38 0.24 

Aboriginal 0.98 0.68 0.32, 1.46 0.32 

Asian 0.29 0.72 0.21, 2.41 0.60 

Others 0.01 0.95 0.38, 2.41 0.92 

     

Remoteness     

Major cities (ref) 4.45 - - 0.35 

Inner regional 1.77 2.70 0.63, 11.64 0.18 

Outer regional 2.84 3.61 0.81, 16.03 0.03* 

Remote 2.47 3.42 0.74, 15.82 0.12 

Very remote 3.13 5.06 0.84, 30.51 0.08 

     

Socioeconomic status     

Lowest (Ref) 18.82 - - 0.001* 
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 Wald Exp (B) 

(Odds Ratio) 

95% CI P value 

Low 7.67 2.72 1.34, 5.53 0.006* 

Middle 15.06 3.55 1.87, 6.73 <0.001* 

High 14.61 3.42 1.82, 6.42 <0.001* 

Highest 5.19 2.20 1.12, 4.32 0.023* 

     

Financial inability to pay for services 

Ethnicity     

European (Ref) 8.95 - - 0.62 

Caucasian 2.44 0.59 0.31, 1.14 0.12 

Aboriginal 0.10 0.90 0.49, 1.68 0.75 

Asian 0.60 1.45 0.56, 3.74 0.44 

Others 0.00 0.98 0.46, 2.10 0.95 

     

Remoteness     

Major cities (ref) 7.19 - - 0.13 

Inner regional 0.27 1.26 0.53, 2.99 0.61 

Outer regional 0.77 1.50 0.61, 3.70 0.38 

Remote 2.85 2.26 0.88, 5.80 0.04* 

Very remote 0.07 0.81 0.18, 3.70 0.79 

     

Socioeconomic status     

Lowest (Ref) 2.91 - - 0.57 

Low 0.02 0.97 0.58, 1.61 0.90 

Middle 0.12 1.08 0.69, 1.71 0.73 

High 2.20 1.39 0.90, 2.14 0.14 

Highest 0.45 1.17 0.74, 1.83 0.50 

* Indicates significant P < 0.05 
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Chapter 6: Housing and Food Insecurity  
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6.1 Chapter introduction 

This chapter presents Publication 5, ‘“I just wanted money for food”: a qualitative study 

of the experiences of Australians during the COVID-19 pandemic’. The publication 

addresses research question 4: What are the experiences of adult Australians of the impact 

the COVID-19 pandemic on food and housing security, and what effect has this had on 

their wellbeing? The publication is currently under review in Perspectives in Public 

Health. The impact factor for this journal is 3.627. 

Green, H., MacPhail, C., & Fernandez, R “I just wanted money for food”: a qualitative 

study of the experiences of Australians during the COVID-19 pandemic. Perspectives in 

Public Health. 2022. RSH-22-0381 (under review) 

6.2 Abstract: 

The emergence of the infectious disease, SARS-CoV-2, in 2019 triggered a global 

pandemic that has had profound impacts on individuals and communities across the 

world. The social and economic impacts that have occurred during the pandemic can 

disproportionally affect those already experiencing poverty or at risk of poverty. The 

social determinants of health aggravate inequalities and can adversely affect population 

wellbeing, particularly during a public health crisis such as a pandemic. This descriptive 

qualitative study explores the relationship between wellbeing and social determinants of 

health among Australian adults during the COVID-19 pandemic. Three main themes 

emerged from the analysis of the data: Food security; Housing outcomes; and 

Psychological and emotional impact. This study identified that there was a clear social 

divide between adults living in low socioeconomic areas compared with those living in 

high socioeconomic areas, with participants in low socioeconomic areas faring worse in 

terms of exacerbated social determinants of health and consequent impacts on wellbeing. 
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6.3 Introduction 

The emergence of the infectious disease, SARS-CoV-2, in 2019 triggered a global 

pandemic that has had profound impacts on individuals and communities across the 

world. In response, public health measures were globally implemented to prevent 

widespread transmission of the SARS-CoV-2 virus.363 Nationwide lockdowns and social 

distancing actions were instigated in a majority of countries. Despite lockdowns being an 

effective public health action to prevent the spread of COVID-19, they can have varying 

impacts on different populations.332, 363 The enforced lockdowns in Australia paused most 

social and economic activity, with the flow-on effect resulting in substantial loss of 

employment and income.332, 363 It is important to highlight that a fundamental risk in any 

public health crisis is the aggravation of existing health and social inequalities.364 In some 

areas of Australia, such as Melbourne, Victoria, strict lockdowns ensued on six occasions 

between 2020-2021, with more than 260 days spent in lockdown.365 A hard lockdown of 

a public housing tower in Melbourne saw marginalised populations, such as Aboriginal 

and Torres Strait Islanders and other ethnic minority groups, subject to policing and 

coercion under the disguise of public health intervention.145 New South Wales, the most 

populous state in Australia, experienced two strict lockdowns, the longest lockdown 

occurring in 2021 from 26 June – 11 October.365 There is a growing body of global 

quantitative evidence indicating that the experience in Australia is similar to other high-

income countries366 and comparable to both middle- and low-income countries.367, 368 

While some of the changes that occurred as a response to the pandemic have resulted in 

population groups losing employment, losing income, experiencing housing instability 

and losing adequate food supply, the impact of these changes is dependent upon the state 

of their pre-pandemic social determinants of health.369 Basic human needs, such as 

housing, food, income, employment, and access to health care, are collectively known as 
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the social determinants of health.370 According to the World Health Organization (WHO) 

social determinants of health ‘are the circumstances in which people are born, grow up, 

live, work and age, and the systems put in place to deal with illness. These circumstances 

are in turn shaped by a wider set of forces: economics, social policies, and politics’.30 

The social determinants of health, housing, and food, have a bi-directional relationship, 

with vulnerable populations having to spend significant proportions of their income on 

housing, leading to less money being able to be spent on food.371 While some population 

groups already experienced poor health as a consequence of the social determinants of 

health prior to the pandemic, the consequences of the COVID-19 pandemic have 

exacerbated social determinants of health. Consequently, further health inequalities are 

formed through social positioning and stratification, whereby power and distribution of 

resources are unequal, creating health differences between population groups and the 

potential for future inequitable experiences.372 

The social and economic impacts that have occurred during the pandemic can 

disproportionally affect those already experiencing poverty or at risk of poverty, such as 

those populations residing in low socioeconomic areas.372 The exacerbation of the social 

determinants of health aggravates inequalities and can adversely affect population 

wellbeing, particularly during a public health crisis such as a pandemic. The 

contemporary idea of wellbeing involves an individual’s physical, emotional, 

psychological, financial, and spiritual wellbeing and embraces elements of quality of life 

such as life satisfaction and fulfilment.373 While there is increasing quantitative literature 

on the impact of the social determinants of health during the COVID-19 pandemic, there 

is a paucity of qualitative research reflecting the lived experience of these factors. 

Therefore, this study aims to explore the experiences of Australian adults relating to the 
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impacts of the COVID-19 pandemic on social determinants of health and the effects this 

has had on their wellbeing. 

6.4 Methods 

6.4.1 Design 

This descriptive qualitative study is embedded within a sequential mixed-methods study 

exploring the relationship between wellbeing and social determinants of health among 

Australian adults during the COVID-19 pandemic. The main themes from the larger study 

have been divided into two publications. Ethics approval was received from the 

University of Wollongong Human Research Ethics Committee (HREC) approval no: 

2020/306, prior to commencing this study. 

6.4.2 Participants and recruitment 

Purposive sampling was used to identify and recruit participants into the study. 

Participants who completed an online survey as part of the larger national study provided 

their contact details to participate in an interview and were purposively selected. This 

strategy was used to recruit a comprehensive cross section of participants from across the 

Socio-Economic Indexes for Areas (SEIFA) Index of Relative Socio-economic 

Advantage and Disadvantage (IRSAD).205 The IRSAD is used to gather and collate data 

regarding the social and economic conditions of individuals by local government area and 

provides a score based on relative advantage or disadvantage, with a high score indicating 

greater socioeconomic advantage and a low score signifying greater disadvantage.205 

Using a purposive sampling approach meant that individuals from a range of IRSAD 

scores were invited to participate in the qualitative study. To ensure that contact 

information remained separate from survey information, each participant that agreed to 
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participate in the semi-structured interviews had a study code applied to their survey 

responses by an independent researcher. Following the application of the study code, all 

contact details were exported by the independent researcher into a password-protected 

excel file. Purposive sampling was conducted by the primary researcher (HG) using the 

study codes which were then provided to the independent researcher who gave the 

corresponding contact details to the primary researcher. During the recruitment process, 

the participants were contacted via email and provided with additional information 

regarding the qualitative study and a consent form. 

6.4.3 Data collection 

As this study aimed to gain a rich insight into adults’ experiences of the social 

determinants of health during the COVID-19 pandemic, one-on-one semi-structured 

interviews were the most appropriate data collection method.274 Semi-structured 

interviews allow for a deep understanding of the phenomenon being studied, by 

investigating the ‘why’ of a research question.278 A semi-structured interview guide to 

broadly explore experiences during COVID-19, circumstances that impacted their 

experience of COVID-19, coping strategies used during COVID-19, and experiences 

accessing food, and housing was informed by the results of the quantitative analysis, the 

aim of the study and a review of literature on the social determinants of health. Probing 

questions were used to generate further explanation from the participants (see Figure 11). 

Due to COVID-19 pandemic restrictions and the geographical location of the 

participants’, one-on-one semi-structured interviews were conducted either via telephone 

or videoconference (via Zoom) at a mutually agreed time and date between March 2021 

– August 2021. All interviews were conducted by a female PhD candidate (HG) who is 

an experienced public health professional and had previous experience in qualitative 
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interviewing. Prior to commencing the interviews, study details including the study 

outline and aims that had been emailed to the participants during recruitment were 

discussed, as well as ensuring the participants understood that the interview was voluntary 

and that they could withdraw their consent at any time. All participants provided signed 

informed consent prior to the commencement of the interview, this included consent for 

audio-recording of the interview. Each one-on-one semi-structured interview was 

digitally audio-recorded, with participants assigned a unique pseudonym following the 

interview to ensure anonymity. The semi-structured interviews ranged from 30 minutes 

to 60 minutes in length. Participants were provided with a $50 shopping gift card for their 

time. A total of 20 participants were interviewed, with data saturation, the point at which 

no new information is yielded,372 thought to be achieved at 17 interviews, however, three 

more interviews were conducted as confirmation that data saturation had occurred. 
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Figure 11: Semi-structured interview questions 

 

6.4.4 Data analysis 

All interview audio recordings were transcribed verbatim using a professional 

transcription service. Data analysis was supported by NVivo version 12,287 with semi-

structured interview transcripts imported into this software. All transcripts were checked 

Can you tell me a little about yourself? What do you do? 

Probes: Family life? Significant challenges in life? Significant blessings? 

  

Can you tell me about your experiences during COVID-19?  

Probes: work from home? Children? Loss of employment? Was your life and health 

the same as prior to COVID-19? Biggest changes? Anything particularly distressing 

for you? 

 

Can you tell me a little bit about your relationships with family and friends during 

COVID-19? 

Probe: affect wellbeing or quality of life? What were some of the good things? What 

were some of the bad things? Physical? Mental? Emotional? 

 

Can you tell me about any challenges you may have encountered during COVID-

19?  

Probes: Employment? Health? Social support? Quality of Life? Gym close down? 

Moving to a new house? Financial? Relationship stress?  

 

What strategies did you use to cope with any of the challenges you faced during 

COVID-19?  

Probes: Did you have access to social support? Use alcohol/ drugs? Eat 

more/differently? Seek health professional support? 

 

Can you tell me about any circumstances in your life that you believe/feel impacted 

on your experience of COVID-19? 

Probes: Poverty, insecure/no employment, racism, food insecurity, local 

neighbourhood, your gender – has your experience as a man or woman or 

transgender or non-binary person different to that of other genders? 

Drugs/alcohol use? Comparison to others? 

 

Can you tell me about accessing health care during COVID-19?  

Probes: alternative services? Challenges or difficulties? Telehealth use?  
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for accuracy against the audio recordings by the first author. The data collected from the 

semi-structured interviews were analysed using an inductive thematic analysis approach 

as described by Braun and Clarke.274 An inductive thematic approach allows for meaning 

to be derived from the content of the data rather than the researchers’ preconceived ideas 

and notions. Inductive thematic analysis was conducted through fundamental phases: 

immersion within the data, generation of initial codes and themes, clarifying that the 

codes were logical and supported by the data, defining the themes, and developing sub-

themes and reviewing the themes for quality.274 

6.4.5 Rigour 

Rigour of this research, including trustworthiness and quality, was enhanced by using the 

four components of credibility, transferability, dependability, and confirmability 

described by Lincoln and Guba.374 Credibility was achieved by ensuring that participants 

were a diverse sample; that is from a range of geographical locations and socioeconomic 

areas. Additionally, we ensured that data saturation had occurred within each of the 

geographic locations, rather than only across the sample as a whole. Transferability was 

enhanced by ensuring the participants were geographically dispersed across Australia and 

from various socio-economic groups, as well as through the use of detailed descriptions 

of participants’ circumstances and experiences. In the context of this study, dependability 

was achieved by systematic documentation of the interpretation of the transcripts and 

theming. Lastly, confirmability was established through ongoing reflexivity and ensuring 

the interpretation of the data was representative of the participants' quotes. 

 



 179 

6.5 Results 

Twenty people (10 Female, 8 Male, 1 Non-binary and 1 Transgender) were recruited from 

various socioeconomic areas in all states and territories throughout Australia. Participants 

ranged in age from 21 years to 65 years (Table 12). Three main themes emerged from the 

analysis of the data: Food-related concerns; Housing outcomes; and Psychological and 

emotional impact. These themes are described in further detail below, with verbatim 

quotes from the participants to illustrate key themes. Quotes were selected based on best 

representation of the themes overall and where the experiences contrasted with the main 

thematic ideas.375 Figure 12 details a case study of one of the participants, demonstrating 

the interplay of the social determinants of health and wellbeing. The centre ring in figure 

is the participant’s wellbeing. The inner ring displays the leading social determinants of 

health, food, and housing that the participant experienced during the pandemic 

influencing her wellbeing. These are also the main themes of this paper. The outer ring 

shows all the other existing social determinants of health experienced by the participant, 

which are interconnected and affecting her wellbeing during the pandemic. In keeping 

with the interconnected nature of social determinants,376 the social determinants of health 

within the outer ring impact on those social determinants of health in the inner ring. 
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Table 12: Characteristics of participants 

Pseudonym  Age 

(years) 

Gender Socioeconomic 

Status (SES) 

Employment 

Status 

Living Status  

(Who they live with) 

Ethnicity State/ 

Territory 

Aaron 65 Male High Retired Wife European NSW 

Alicia 31 Female High Fulltime Husband and two children Caucasian ACT 

Clara 38 Female High Unemployed  Mum New Zealander WA 

Dominic 55 Male Low Unemployed Alone Aboriginal SA 

Emma 31 Female High Fulltime Partner American WA 

Haimi 25 Female Low Casual Share house Pakistani QLD 

Joshua 43 Male Low Fulltime Wife and two children Caucasian TAS 

Jayda 46 Female Low Student Alone Aboriginal NT 

Kailani 26 Female Low Fulltime Share house South Asian VIC 

Karlee 24 Female Low Casual/Student Share house Thai American VIC 

Mandeepa 26 Female Low Casual/Student Partner Indian QLD 

Manaia 52 Female Low Unemployed Alone New Zealander VIC 

Marcel 51 Male High Fulltime Partner Caucasian VIC 

Nick 52 Male High Fulltime Alone Caucasian ACT 

Nyah 46 Transgender Low Disability pension Alone Caucasian NSW 

Parrie 64 Male High Fulltime Mum and adult daughter Caucasian ACT 

Reuben 61 Male Low Disability pension Share house Caucasian SA 
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Sergio 35 Male High Part-time/Student Share house Serbian VIC 

Trey 40 Non-Binary High Casual Partner European VIC 

Xiuying 21 Female High Fulltime Husband Chinese NSW 
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Figure 12: Interplay of social determinants of health and wellbeing 

 

6.5.1 Food security 

Accessing food, during the COVID-19 pandemic, for most participants who resided in 

low socioeconomic areas, was described as stressful and challenging, especially when 

compared to those who resided in high socioeconomic areas. Being able to access food 

was often reported as difficult with limited financial capacity, frequently precipitated 

through loss of employment or reduced working hours as part of casual employment. 

Participants noted this struggle by stating “especially the nature of the work, - I mean, 

casual role - it was two days and five hours each, but it wasn't enough to sustain myself” 

(Mandeepa, Low SES). These financial limitations meant that most participants living in 

a low socioeconomic area within Australia experienced food-related concerns and food 
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insecurity. One participant stated “Then, with groceries, I’m budgeting it every week. I’m 

just supposed to be buying less than $50” (Kailani, Low SES). Participants who 

experienced food insecurity during the pandemic expressed feelings of helplessness and 

substantial stress, often having to ration food or skip meals as a coping strategy, with 

Karlee explaining her challenges “I would say financially, I already mentioned that but 

that was a challenge and then I think not having money to get food - I would try to eat 

one meal a day” (Karlee, Low SES). Other participants in the low socioeconomic areas 

described having to borrow money from friends or family to purchase food “Mostly it’s 

financially, because I ran out of my savings and I contacted my mum and my sister. My 

sister sent me extra money to help buy food.” (Kailani, Low SES). While most 

participants in low socioeconomic areas reflected on increased hardship in relation to food 

access, one participant who lived in a low socioeconomic area noted that the pandemic 

changed their approach to managing meals for the better “We've changed some of our 

purchasing habits. Even just that short experience of standard work from home lockdown 

has changed a lot of - we don’t buy as many meals out anymore. For lunches, there's a 

lot more packed stuff that we make or leftovers from meals” (Joshua, Low SES). 

6.5.1.1 Reliance on foodbanks 

The use of food banks and other non-government organisations to access a non-perishable 

food supply was ‘a service availed quite frequently’ during the pandemic, most 

prominently among those participants from low socioeconomic areas. Such safety nets 

ensured a consistent food supply for those most in need, with one participant saying, 

“every week there were cartons of non-perishables and some fresh produce that were 

actually delivered to me, to be shared with my partner, which was really helpful.” 

(Mandeepa, Low SES). Another participant described that they were experiencing 

financial difficulties and were unable to afford food, she explained that “For me, I just 
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wanted money for food I thought, so that's why I'd just go to the foodbank” (Haimi, Low 

SES) and was pleased that this service was available. Being able to seek the assistance of 

the foodbanks alleviated some of the food worries and insecurity experienced by 

participants, with one participant appreciative that they could “I go to the free food places, 

just to top up my cupboards.” (Dominic, Low SES). Comparatively, participants from 

higher socioeconomic areas did not have to avail themselves of the services of foodbanks 

or emergency food relief, with one participant saying, “We have been very fortunate in 

our circumstances being able to keep a house and keep a job and not have any financial 

concerns and not have to rely on food relief services” (Marcel, High SES). 

Cultural and religious groups also coordinated the delivery of foods to those within their 

communities that they knew were food insecure, dropping the food in boxes at their 

doorstep, “They [Filipino groups] sometimes give a freshly caught fish, rice, bread, pasta 

sauce, corned beef, canned goods and everything” (Kailani, Low SES). Kailani voiced 

that the food delivered by the cultural groups saved them at times “If we don’t have 

anything to put on the table, we’ll just grab the corn beef”. Other participants discussed 

a sense of community when it came to food relief and support, saying “The community 

came together. They were doing shopping for elderly and vulnerable people in my 

building and they would be ringing me or cooking for me, those sorts of things.” (Manaia, 

Low SES). Emergency food relief came in all forms including grocery gift cards, free 

meals and non-perishable food supplies, these were most often supplied by non-

government organisations and religious groups. 

However, reliance on food banks for access to a healthy food supply was relatively scarce 

among our sample, with most only being able to provide non-perishable items, meaning 

a lot of the food was of poor dietary quality. Participants described this as ‘so depressing’, 

with one communicating that “Just looking at that made me really sad. But yeah, that 
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was a challenge” (Haimi, Low SES), however, they were grateful for the support as 

without it they were unsure of how they would manage. 

6.5.1.2 Stockpiling of food supplies 

In contrast to participants living in low socioeconomic areas, participants in our sample 

within higher socioeconomic areas expressed dissimilar food concerns and were largely 

distressed by the inconvenience of their usual supplies not being available. To remedy 

this, many decided to support local hospitality businesses and ate “lots of take out. Lots 

of opulent food. Like decadent food.” (Sergio, High SES). While others in high 

socioeconomic areas had no concerns with food supply, one participant said “Getting 

food was not an issue, no, no not really at all. We're quite lucky in that we have a – we're 

financially, maybe not rich, but we're not that precarious, and we live right next door to 

a supermarket, so even during lockdown, we'd make it a regular part of our routine to 

walk the dogs down and buy our groceries. Yeah, food was not an issue.” (Trey, High 

SES) and another had a similar experience saying “We could get everything that we 

needed. There was no shortage there where we lived. In fact it's amazing to think that 

Woolworths or Coles can get toilet paper at the present time.” (Aaron, High SES). The 

majority of those within high socioeconomic areas were able to afford to stockpile food 

supplies, with one participant communicating ‘So we were always stocked up with our 

vegetables and things like that. We did go out and buy heaps of stuff, although the pasta 

- limiting to pasta and things like that, which with only the three of us, we were doing 

okay, but my sister's got four kids, so they were struggling a little bit with the limits of 

what they could buy.’ (Alicia, High SES). 

In comparison, those from lower socioeconomic areas did not have the financial ability 

to stockpile food, “We didn't stockpile, no.” (Mandeepa, Low SES), and another 
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participant had a similar experience stating, “everyone was stocking up on toilet paper 

and food and everything, and we didn't have much in our pantry” (Haimi, Low SES). 

However, for those who lived outside of urban areas and in agriculture-rich regions, fruit 

and vegetable markets continued to operate meaning there was an abundant supply of 

fresh produce. One participant explained “I mean the supermarkets ran out of the 

strangest things but yeah, I mean, one of the benefits of living out of town is you tend to 

have a lot of dry stores so that was fine and since fresh vegetables - I mean we’ve got a 

lot of agriculture around us so you get vegetable stalls and they continued to operate and 

never ran out.” (Clara, High SES). 

6.5.2 Housing outcomes 

Hand in hand with the burden of food security, many participants in our sample from low 

socioeconomic areas expressed emotional distress in relation to securing and maintaining 

adequate housing that impacted their wellbeing. 

6.5.2.1 Precariously housed 

Many participants from low socioeconomic areas experienced feelings of helplessness 

and loss of control due to their insecure housing tenure. Those who described themselves 

as being precariously housed were almost exclusively females who lived in low 

socioeconomic areas, this affected their overall quality of life during the pandemic. One 

participant talked about being verbally abused by her landlord and living in fear “I was 

in a shared house where my landlord was very abusive, verbally and just it was terrible. 

At the time I didn't know about my rights, so I was constantly scared that I would – even 

though that couldn't happen and I read about that in the news as well, but I was scared 

that I'd be kicked out of the house. So I wouldn't say anything and I was just in this house 

where there – you know, it was just a difficult situation. It was quite abusive and because 
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of COVID, I couldn't really go out much so I was just stuck in that space.” (Haimi, Low 

SES). Additionally, the landlord continually threatened to increase the rent, but without 

any employment, the participant felt she had to continue living in this threatening 

environment. 

While prior to the pandemic there was a strain on housing within Australia, this was 

precipitated during the pandemic. In our sample, participants discussed the challenges 

with one lease ending and trying to find another available private rental or share house, 

describing it as very uprooting and increasing their anxiety levels and impacting on their 

wellbeing saying “From there, the lease ran out, which was when I moved to the house-

sitting place, there was a period of time that was not covered between them, so it was 

about three weeks that I had to find a place to live. It was - the level of anxiety!” 

(Mandeepa, Low SES). One participant described having to move ‘about four times’ 

during the pandemic due to insecure housing, which took a toll on their overall wellbeing. 

Conversely, a participant who resided in her own home before the pandemic was able to 

lease her house out and move in with her mother when she lost her employment during 

the first wave of the pandemic, “So in the end what I had to do was move in with my mum 

and rent out my house. Just so that - meet the mortgage.” (Clara, High SES). Kailani 

spoke about moving to a rural town to commence a new job and the difficulty she 

experienced in finding housing. She did not have enough money to secure a short-term 

rental through Airbnb and she ended up having to find housing in the next town. This 

made further challenges for Kailani in terms of transport to work as she didn’t have a car 

“I found a place, but then I always take the bus every day for six months, I think, I was 

taking the bus. Where the bus ride, in the morning and the afternoon, only goes once. So, 

if I’m going to miss it, I won’t be able to go back home or go to work. Then in the 

afternoon, I’m waiting for two hours for the bus so that I’ll go back - when I go back 
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home.” (Kailani, Low SES). Furthermore, she also lived in fear in the shared house 

because she had to share with four males, which made her very uncomfortable and lonely, 

never having had to share with males previously. ‘Losing a sense of control’ described 

the housing situation of most participants in our sample living in low socioeconomic 

areas. 

6.5.2.2 Housing stability 

The ability to have stable and affordable housing was an experience that most participants 

who lived in high socioeconomic areas were fortunate enough to achieve. This was often 

associated with either having secure employment or owning their own home. 

Interestingly, housing stability was more evident among males in high socioeconomic 

areas, however this may be due to the number of male participants in our sample living 

in higher socioeconomic areas. Despite Trey losing income during the pandemic, he 

talked about being lucky to have secure housing “I have secure housing. My partner owns 

this house, which was a significant stress off our shoulders.” (Trey, High SES). Similarly, 

another participant, Nick was able to gain secondary employment enabling him to keep 

up with his mortgage payments, “I was able to maintain my mortgage payments on the 

house so, no it had no impact at all, the housing” (Nick, High SES). Having secure full-

time employment and financial stability also assisted in housing security, with one 

participant who had recently moved out of her family home into a rental property 

explaining “I’m being good to pay rent, I can buy things I wanted to buy, so I think it’s 

okay, and I’ve got a fulltime job as well, so yeah, it’s okay” (Xiuying, High SES). 

Residing in a high socioeconomic area and living in a rental property, Sergio entertained 

the idea of asking for a rent reduction, however felt it would not be in his favour saying 

“So the landlord could turn around and go no and actually move out because it sounds 

like you might be a financial liability to me. So we didn’t ask for rent reduction. We still 
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managed to pay rent and we were never in a situation of housing precarity. So that was 

also fortunate.” (Sergio, High SES). For some participants who had paid off their 

mortgage housing was never an issue. One participant explained that “Not long ago I 

managed to finalise my mortgage so yes I’m very lucky with that” (Marcel, High SES), 

while another stated “I’d been very fortunate, yeah, in that sense I’m a carer for my 92-

year-old mother. So I don’t live in the same house but I live on the same property, which 

we own” (Parrie, High SES). Similarly, for participants, such as Aaron, who were self-

funded retirees, housing stability was never a challenge, as he was fortunate enough to 

remain in his own his home. 

Although the majority of low-income participants were concerned about their housing 

stability, some were able to capitalise on a range of opportunities to secure their housing. 

One participant felt lucky to have a considerate landlord who assisted her substantially, 

meaning she did not have a pay rent for a period of time “So instead of paying rent I was 

able to help him with a couple of his other units because he had people move out. So I 

helped get them into condition for sale. So for doing that he gave me four months’ rent 

free.” (Manaia, Low SES). Although Jayda lost employment during the pandemic, she 

was still about to negotiate paying her mortgage meaning she had housing stability “I’m 

buying my home so I was – I’m fine [inaudible]. Fortunately, I have my own home. So 

yeah, just paying my mortgage” (Jayda, Low SES). Despite residing in a low 

socioeconomic area, participants who had existing social housing provisions in place 

were able to maintain their housing security. This was the case for Nyah who explained 

“I mean because of the disability, I’m lucky to have housing commission housing, so there 

was not change for me” (Nyah, Low SES). 
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6.5.3 Psychological and emotional impact 

The direct and indirect impacts on participants’ psychological and emotional wellbeing 

during the COVID-19 pandemic varied substantially among those who lived in low 

socioeconomic areas compared to high socioeconomic areas. Participants in all 

socioeconomic areas were psychologically or emotionally impacted during the pandemic, 

however, this impact was often experienced more by those living in low socioeconomic 

areas. 

6.5.3.1 Wellbeing and quality of life 

The many challenges faced by participants who resided within low socioeconomic areas 

during the pandemic were related not only to the uncertainty of the pandemic, but also 

dealing with social determinants of health that were exacerbated during the COVID-19 

pandemic. Challenges such as loss of employment, lack of available finances, difficulties 

in housing stability, and issues with food security only worsened the situation for many 

and directly affected their wellbeing. One participant voiced “My mental health suffered. 

I didn’t think – I had never experienced depression before, not that I noticed anyway, but 

I went into a really, really dark place when I didn’t know how I was going to pay bills 

and those sorts of things. Before I let people know my situation things just got really dark 

and it was very easy to isolate so that people didn’t know” (Manaia, Low SES). This 

experience was after she had lost her employment, as well as recently losing her partner 

in an unexpected death. Manaia expressed a deep sense of loss and fear of losing the 

private rental she had shared with her partner that had memories for her. Additionally, 

being a New Zealand citizen Manaia was ineligible for Australian Government financial 

assistance, which meant that options to address her precarious economic situation were 

limited. 
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Wellbeing and quality of life for most participants in our sample was referred to in terms 

of their mental status and to a lesser degree about exercise and healthy eating. One 

international student explained “I think my quality of life was not the best. It was quite a 

mess, very stressful time. But I think over just amplified that by [a lot], so I think it was 

really tricky. There were a lot of things I didn’t know and I think that just made it more 

stressful with COVID as well; not eating well, no money, no job, so I never really felt too 

good, so yeah. I had multiple deficiencies. I wasn’t feeling good and I think that made it 

worse as well.” (Haimi, Low SES). Many participants, especially in the lower 

socioeconomic areas, reported similar experiences of lack of financial stability, lack of 

employment, and issues with gaining housing. In particular, Kailani’s experience during 

the pandemic was worsened by her existing vulnerability and lack of financial and 

housing stability, affecting her quality of life and wellbeing substantially. Kailani shared 

“So, a lot of anxieties have been the time – a lot of crying, too, during the night. It’s just 

my boyfriend who know about it. But I felt like I’m having – I don’t know it’s like a lot of 

struggles. Inside I’m struggling. Waking up in the morning, I just feel like I just want to 

cry. I’m always thinking about the financial aspect, too. So, a lot of things are 

happening.” (Kailani, Low SES). 

Indeed, for participants who already experienced mental health issues, the pandemic took 

a particular toll on their ability to manage daily life. One participant expressed “I would 

just curl up in bed and not get out of bed and just watch TV. I didn’t really have a sense 

of day or night. I’d sleep when I was tired and be awake when I wasn’t, so that didn’t 

really help my mental health. It comforted me through, but it didn’t help me improve and 

get beyond mental health issues” (Reuben, Low SES). Reuben also stated that he felt ‘like 

a zombie’, with a very limited ability to function. Others residin’ in low socioeconomic 

areas also described a lack of ability to cope generally, saying ‘Inside I’m struggling’ to 
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express the impact of COVID-19 on mental health and wellbeing, this was often 

associated with housing and food stress, including challenges with their finances during 

the pandemic. 

While most participants described feeling negative effects on their wellbeing and quality 

of life during the pandemic, participants who resided within the highest socioeconomic 

areas of Australia discussed feeling less affected. Participants who expressed these 

sentiments had no changes in employment, were financially stable, and thrived during the 

pandemic. A female participant stated “Like, if anything, everyone was saying 2020 was 

such a shit year, but for us it was great. I was pregnant, so I loved working from home. I 

was probably really healthy, because I wasn'’t eating out or we weren'’t spending money 

and it was -– I was actually sleeping -– getting a lot of sleep and all that important stuff. 

Then obviously we had our baby, so for us 2020 was a wonderful year.” (Alicia, High 

SES). Another male participant, Marcel, expressed a similar experience in that he felt the 

benefits of being about to work from home and the ability to continue his exercise regime, 

which meant his quality of life was not affected and he enjoyed the experience of 

lockdowns, saying “I think overall I'’ve coped very well with the situation. I don’t think 

there'’s been any real challenges to me personally. […] I did maintain an exercise regime 

through much of the working -– the lockdown period. We were doing a lot of walking and 

stuff so physical fitness was good.” (Marcel, High SES). 

6.6 Discussion 

This study sought to investigate the experiences of Australian adults concerning the 

impacts of the COVID-19 pandemic on two of the social determinants of health, namely 

food supply and housing stability, while exploring if this impacted their wellbeing. This 

study identified themes that were of particular relevance for participants living in low 



 193 

socioeconomic areas, including food-related concerns, precarious housing situations and 

the impacts that these had on their psychological and emotional wellbeing. Furthermore, 

this study recognised that there was a clear divide between the experiences of those living 

in low socioeconomic areas compared with adults living in high socioeconomic areas, 

with participants in low socioeconomic areas fairing worse in terms of exacerbated social 

determinants of health and consequent impacts on wellbeing. This was noticeably 

apparent when it came to food supply and housing stability, which are critical social 

determinants of health. Interconnected as basic human needs, food and housing are the 

prerequisites for health and wellbeing.371 Those that live in poverty are also likely to 

experience both housing and food insecurity reflecting the impacts of financial 

constraints. Having to choose between paying rent or paying for food is the reality for 

low-income households, however if they were provided with affordable housing options 

then these households would have greater income to purchase food.377 It has been well 

documented in the literature that low-income families spend a considerable amount of 

their income on securing housing, so as the cost for housing increases so does food 

insecurity.371, 378 For the most part, a disadvantaged social status has made the impacts of 

COVID-19 worse for many Australians, with those already socially and economically 

vulnerable disproportionately affected by the pandemic. 

Food insecurity, defined as the inability to acquire adequate food supply,314 was 

experienced by the majority of participants who were from low socioeconomic areas in 

this study. According to the WHO Commission on Social Determinants of Health 

(CSDH) framework, social, economic, and political mechanisms define socioeconomic 

positions based on income, education, gender, ethnicity, and occupation. Socioeconomic 

positions then shape how people experience differences in vulnerability to illness and in 

exposure to a public health crisis,369 such as a pandemic. This explains how those 
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participants from a higher socioeconomic area may lose their employment during the 

pandemic, however, remain food secure. Where on the other hand, participants from low 

socioeconomic areas who lost their employment became food insecure or experienced 

worsened food security. While food security may have been a challenge for some of the 

participants within low socioeconomic areas prior to the pandemic, the pandemic has 

amplified this social determinant of health for these participants. The experience for the 

participants in this study is that they had to seek food assistance at foodbanks, and through 

non-government organisations and cultural groups, with some participants skipping meals 

and rationing their food supply. Lack of access to an adequate food supply, even if 

temporary, is associated with poor nutritional intake and can impact long term health.379 

Aligning with the literature, participants’ experience of reliance on the food banks as a 

food source in this study highlights the poor dietary quality. Food security enables optimal 

physical health and wellbeing;380 without this, individuals may suffer from ill health 

having an impact on their quality of life and overall wellbeing. 

Social determinants of health do not exist independently from one another as there are an 

abundance of factors involved, and the inequalities between socioeconomic groups arise 

in response to a range of unequal opportunities, unequal conditions and unequal 

resources.61 That is, people can be affected by a collective of social determinants of 

health, such as food insecurity, gender, ethnicity, education, and housing instability, as 

they often coincide.381 This was a key element of this participant experience in this study. 

This is portrayed in the case study of Mandeepa (Figure 12), whereby her food and 

housing insecurity is impacted by other existing social determinants of health and together 

influencing her total wellbeing. Pre-pandemic, food insecurity within Australia was 

estimated to be between 5.1%-10.6%,314 however our previous research reports that this 

increased to 22% during the pandemic.382 The increase in food insecurity during the 
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pandemic is an accumulation of social and economic disadvantage experienced by adults, 

particularly within low socioeconomic areas. Many participants experienced loss of 

employment and loss of income during the pandemic that made them economically 

vulnerable and ultimately food insecure. It is important to note that participants in this 

study that expressed food-related concerns were predominately female and from migrant 

communities. This is consistent with the global literature that demonstrates that women 

are more likely to report food insecurity, although there is limited evidence of the reasons 

for the gender difference.383, 384 One theory is that women are perhaps more likely to be 

sole parents, may be less educated, and live in poverty compared to males.385 

Additionally, there is a direct association with low income and food insecurity, with a 

study conducted in New Zealand reporting that more women are in low-income 

households than males, with a relationship between low-income households, social 

welfare and access to foodbanks.383 

The supply and demand for housing during the pandemic has uncovered the fundamental 

weaknesses within the Australian housing system.386 In this study, participants who lived 

in low socioeconomic areas experienced precarious housing, describing the impact that 

having to move multiple times during the pandemic had on their wellbeing. Participants 

also expressed their experiences of trying to secure housing in a regional area of Australia 

as challenging and losing a sense of control with lack of supply and lack of finances to 

be able to secure even short-term housing. While the Australian government initiated a 

residential tenancy support package in the early stages of the pandemic to protect tenants 

against eviction if they were unable to meet their rental payments,387 there was no 

deliberate action to increase housing availability and affordability for those with financial 

pressures or those experiencing loss of employment or income due to the pandemic. 

Australia has a chronic housing shortage, predominately affordable and secure housing, 



 196 

with the pandemic amplifying and bringing this issue to the forefront.386 The ability to 

work from home during the pandemic increased the demand for housing in regional areas 

within Australia, as the ability to work remotely no longer dictated that people live in 

metropolitan areas.388 Therefore, people with high incomes and immediate resources 

chose to occupy regional and rural locations, which in turn decreased the availability of 

housing for people who were already living in these regional areas. 

This study has highlighted that housing instability was mostly the experience of women, 

rather than men. One reason for this could be that of the ten women included in this study, 

six women resided in low socioeconomic areas, with the majority either casually 

employed or unemployed. This would have affected their ability to secure stable housing. 

Additionally, Australia’s neoliberal preference for a private rental market has led to a lack 

of affordable housing options and shrinking social housing provision, leaving many 

women coping with housing instability.389 This is likely to have been magnified during 

the pandemic, with limited housing availability and financial pressures further 

exacerbating relationship stress.390 Furthermore, in this study, of the five male 

participants who resided in high socioeconomic areas, three were in fulltime employment, 

one retired and one in part-time employment, providing them with financial means to 

secure housing. Additionally, four of these male participants either owned their own home 

or had a mortgage. It is likely these factors contributed to housing stability of males from 

high socioeconomic areas in our sample. 

The housing and food related stresses experienced by participants in this study has 

influenced their overall wellbeing, with many discussing the negative effect they had on 

their mental health; creating or worsening anxiety and depression. This is consistent with 

the findings of quantitative studies demonstrating that as food insecurity worsens, 

wellbeing deteriorates and when food insecurity is apparent it is associated with 
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depression, stress, and anxiety.391 Similarly, there is a bi-directional relationship between 

housing instability and homelessness and wellbeing, whereby stress, created by housing 

instability, can weaken an individual’s capacity to cope their affecting their overall 

wellbeing.392 Furthermore, it is evident from this study that women’s wellbeing was 

substantially impacted when compared to men. This is not unexpected, given that the 

majority of women experienced either food insecurity and/or housing instability. 

6.7 Strengths and Limitations 

A strength of this study is that the data were collected via purposively selected 

participants that allowed for a diverse sample from various socio-economic areas and 

geographical locations. Using qualitative methods allowed participants lived experiences 

to be highlighted, which was particularly important given that this is one of the few 

studies that have explored participants lived experiences of the social determinants of 

health during the COVID-19 pandemic. While every attempt was made to conduct all 

interviews through videoconference, three interviews had to be conducted over the phone, 

which meant body language and eye contact were not visible and may have impacted on 

the quality and interpretation of the data.393 This was however mitigated through careful 

listening which enabled the researcher to note change in voice tone, or rapid speech; and 

to replace nods and facial expressions that would normally demonstrate interest with 

verbal signals. In terms of generalisability, given the sample is limited by purposive 

sampling of participants the extent to which the findings are relevant to other setting and 

populations is undetermined. However, using a diverse sample encouraged discussion of 

a wide and varying experience. While the SEIFA score for the participants postcode was 

used as a proxy for socioeconomic status, it is only intended to be an indication of the 



 198 

socioeconomic status of the areas in which the participants live and not a reflection of 

their individual socioeconomic status. 

6.8 Conclusion 

This study highlights the social and economic divide of the COVID-19 pandemic 

experience and impacts. The pandemic has amplified existing social determinants of 

health experienced by those within low socioeconomic areas, particularly those who are 

female and from migrant communities, demonstrating that social and health inequalities 

are shaped by the conditions in which people are born, live and work. Overall, the 

wellbeing of participants from low socioeconomic areas decreased in response to their 

experiences and challenges with food insecurity and housing instability, highlighting the 

need for housing affordability strategies and funding of emergency food relief initiatives. 

Food access, insecurity and availability for local communities, particularly for those in 

areas with high socioeconomic disadvantage, can be improved to address some of the 

barriers associated with food security through providing café/supermarket meal vouchers, 

access to community gardens and school food programs. Housing affordability projects 

require program expansion and capacity in terms of availability, including an increase in 

supply of social and public housing. Additionally, there needs to be an increase in rental 

assistance provided to people within lower socioeconomic areas, especially those in the 

private rental market, is required to ensure they have access to affordable housing. 
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Chapter 7: Social Capital  
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7.1 Chapter introduction 

This chapter presents Publication 6, ‘Social capital and wellbeing among Australian 

adults’ during the COVID-19 pandemic: a qualitative study’. The publication addresses 

research question 5: Among adult Australians, what has been the impacts of COVID-19 

on their social capital, and what effect has this had on their wellbeing? This publication 

is currently under review in BMC Public Health. The impact factor for this journal is 

4.135. 

Green, H., Fernandez, R., Moxham, L., & MacPhail, C. Social capital and wellbeing 

among Australian adults’ during the COVID-19 pandemic: a qualitative study. BMC 

Public Health. 2022 (under review). 

7.2 Abstract 

Background: COVID-19 has created global disruption, with governments across the 

world taking rapid action to limit the spread of the virus. Physical distancing and 

lockdowns abruptly changed living conditions for many, posing specific challenges of 

social isolation and lack of connectedness due to being physically and socially isolated 

from family and friends. The aim of this study was to qualitatively explore the impact 

that existing social capital has on Australians’ experience of lockdowns during the 

COVID-19 pandemic and the effect this has had on their wellbeing and quality of life. 

Methods: Participants from various socioeconomic areas within Australia were 

purposively selected to participate in semi-structured interviews conducted via 

videoconferencing or telephone. Inductive thematic analysis of the data was undertaken. 

Results: A total of 20 participants were interviewed ranging in age from 21 to 65 years, 

including 50% (n=10) females, 40% (n=8) males, 5% (n=1) non-binary and 5% (n=1) 



 201 

transgender. Three main themes merged from the analysis of the data: No person is an 

island; Social engagement; and Loneliness and isolation. Individuals who resided in low 

socioeconomic areas, those who lived alone and had reduced social support expressed 

feelings of poorer wellbeing. 

Conclusions: This study describes the lived-experiences of the influence of the COVID-

19 pandemic on Australians’ social capital and wellbeing. The findings highlight the need 

for interventions to increase social support, social cohesion, and social connectedness, 

especially among Australians from low socioeconomic areas, to enhance their overall 

wellbeing. 

Key words: Social determinants of health; Social capital; COVID-19; Wellbeing.  
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7.3 Background 

Since emerging in December 2019 in Wuhan, China, SARS-CoV-2, otherwise known as 

COVID-19, has created global disruption, with governments across the world taking rapid 

action to limit the spread of the virus.394 As part of the concentrated effort to curb the 

increasing number of people infected with COVID-19 and to decrease the number of 

severe infections, many countries imposed nationwide lockdowns.395, 396 Massive scale 

lockdowns meant that travel was restricted, people were ordered to remain at home, 

quarantining for various regions, closure of businesses, schools and workplaces, 

reduction in public transport and work from home orders where possible.396, 397 Physical 

(social) distancing and lockdowns abruptly changed living conditions for many, posing 

specific challenges of social isolation and lack of connectedness due to being physically 

and socially isolated from family and friends. 

As a vital social determinant of health, the conditions in which individuals “are born, 

live, grown and work”,43 social capital provides a protective role in physical and mental 

health.43 Social capital incorporates three relevant features: social support, social 

networks, and social cohesion. Social support is the direct help an individual receives 

through various social relationships. Social networks describe the people who are in an 

individual’s life and the relationships that exist between them, whereas social cohesion 

refers to the strength of the relationships either within a community or with friends and 

family groups.398 In the literature, having good social support and social networks can 

safeguard against some of the negative effects of other social determinants of health such 

as poverty,399 and can lessen the vulnerability of people who are located lower on the 

social gradient.400 Despite this potential, individuals with diminished economic capacity 

are sometimes unable to avail themselves of certain social capital or are excluded from 

social networks or participation and can therefore experience a negative effect on their 
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health.401 Social capital plays a key role in shaping social and economic outcomes, and 

research has demonstrated that societies with higher social capital have higher incomes, 

are less corrupt, are healthier, and function better.402 In fact, there is a direct association 

between social capital and health, with strong social capital correlated with health 

information sharing among family members and higher self-rated overall health.403, 404 

Indeed, social capital has the ability to improve economic efficiency through coordination 

and cooperation of shared norms to grow entrepreneurial firms, engage in technological 

advances and enhance strategic alliances.402 However, it is imperative to note that varying 

levels of social capital can produce unequal impacts on social and health outcomes, as it 

means differing resources and support.405 

The concept of social capital has been contributed to by social theorists Bourdieu and 

Putnam. The oldest of the sociological frameworks is that of Pierre Bourdieu, whose 

concept of social capital is related to his ideas on social class connected through three 

dimensions of cultural, economic, and social capital.406  According to Bourdieu, social 

capital is defined as “the aggregate of the actual potential resources which are linked to 

possession of a durable network of more of less institutionalized relationships of mutual 

acquaintance or recognition”406
 From the Bourdieuan perspective, social capital occurs 

during the power function through the division of economic, cultural, and social 

resources. Social capital is used as a resource in social struggles that are conducted in 

various social arenas, whereby social relations (social class) increase the ability of the 

social actor to advance their interests (source of power).407 

Social theorist, Robert Putnam’s idea of social capital derives from norms, trust and 

networks. Putnam defines social capital as “the features of social organisations such as 

trust, norms and networks that can improve the efficiency of society facilitating 

coordinated actions” 408 (pg 167). According to Putnam, social capital is a communal 
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strength, with forms of social capital connected to the social capital of the community. 

Social capital is thought to be the property of the community connected by trust and social 

norms.409 

Within the context of the pandemic, those who are already socially disadvantaged and 

those with low social capital are more likely to have experienced detrimental effects on 

their health and wellbeing. There is a direct association between social position and stress, 

with stress a result of coping with other social determinants such as poverty, housing 

instability, unemployment, and intergenerational disadvantage.319, 410 Additionally, social 

distancing and lockdown measures in response to the pandemic have limited social 

interaction, with previous epidemics demonstrating rises in loneliness and psychological 

consequences such as anxiety and depression.396 Furthermore, the impact of lockdowns 

have seen an alarming increase in domestic violence incidents globally due to social 

isolation,411 affecting wellbeing and mental health and driven by those residing in a low 

socioeconomic areas, and among those with financial difficulties.412 

Despite there being a wealth of quantitative literature exploring the impacts of the social 

determinants of health, such as social capital, there is limited post positivist evidence 

examining the lived experiences of individuals. Therefore, this study aims to qualitatively 

explore the impacts that existing social capital had on the experiences of Australians in 

lockdowns during the COVID-19 pandemic and the effect this has had on their wellbeing 

and quality of life. 
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7.4 Methods 

7.4.1 Design 

This descriptive qualitative study is underpinned by Sandelowski’s413 classification of 

qualitative descriptive design methods, which from a philosophical perspective draws 

upon naturalistic inquiry and interpretative study designs. A qualitative descriptive 

approach provides an opportunity to explore and gather a broad insight into the 

phenomena of interest, which is particularly indicated when little is known on the topic.414 

This is pertinent in a study that aims to explore how existing social capital impacts the 

experiences of Australians during lockdowns during the COVID-19 pandemic and the 

effect this had on their wellbeing. This approach enables a rich understanding of the 

participants’ experiences and perceptions. This study is embedded within a nationwide 

mixed methods study investigating the relationship between wellbeing and social 

determinants of health among Australians during the COVID-19 pandemic. 

7.4.2 Participants and Recruitment 

Purposive sampling was used to ensure a comprehensive cross section of participants and 

representativeness of remoteness, socioeconomic status, gender, age and state and 

territory of Australia. Participants who had completed an online survey as part of the 

larger mixed methods study and agreed to participate in the qualitative component of the 

study were eligible for purposive sampling. A detailed description of the recruitment 

process for the online survey is reported in Green et al.390 To achieve remoteness 

sampling, the primary researcher (HG) used the Australian Bureau of Statistics (ABS) 

remoteness structure, Accessibility and Remoteness Index of Australia (ARIA+) that 

enables the user to target major cities, regional and remote locations. Socioeconomic 

sampling was achieved by using the ABS Socio-Economic Indexes for Areas (SEIFA) 
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Index of Relative Socio-Economic Advantage and Disadvantage (IRSAD) maps, which 

enable the primary researcher to use postcodes to select participants based on their 

socioeconomic status. The IRSAD is used to collate data on individuals’ social and 

economic conditions by local government area, providing a score of either advantage or 

disadvantage. A high score indicates greater socioeconomic advantage, and a low score 

specifies greater socioeconomic disadvantage.205 This score has been used to classify 

participants in the study as either from a high or low socioeconomic area. 

All participants that agreed to be contacted for the qualitative component of the study 

provided their contact details in the online survey, confidentiality of these participants 

was achieved by identifying them and providing a study code. Once assigned a study 

code, all contact details were removed and kept in a password protected file by an 

independent researcher. Using the sampling framework, potential participants were 

purposively selected by the primary researcher. Potential participants’ study codes were 

then provided to the independent researcher who gave the contact details of the 

corresponding study codes to the primary researcher. Potential participants were 

approached through their email addresses and were provided with information regarding 

the study and a consent form to return should they agree to participate. 

7.4.3 Data Collection 

Semi-structured interviews were deemed the most appropriate method of data collection 

to meet the study aim and to provide a broad insight into the relationship between 

wellbeing and social determinants of health among Australians during the COVID-19 

pandemic.274 Informed by the results of the quantitative analysis382, 415 and extensive 

review of the literature,390 a semi-structured interview guide was designed to investigate 

the ‘why’(see Figure 13). The semi-structured interview guide contained open-ended 
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questions such as ‘Please tell me about your experiences during COVID-19?’, and ‘Please 

tell me about any circumstances in your life that you feel impacted your experience of 

COVID-19’. Prompting questions were also used to generate further discussion and 

explanation from the participants. To assess existing social capital participants were asked 

a question regarding their relationships with friends, family and community during the 

pandemic, this then prompted further questions regarding their social support and social 

capital. Additionally, questions regarding challenges and strategies used during COVID-

19 also prompted further questions regarding social capital. The question used to explore 

the impact on participants’ wellbeing was a prompting question of ‘tell me how COVID-

19 impacted your wellbeing’, following the initial question of participants being asked to 

share any challenges they may have encountered during COVID-19. 
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Figure 13: Semi-structured interview guide 

Due to the geographical dispersion of the participants, the one-on-one semi-structured 

interviews were held either by videoconference or telephone. Despite the primary 

researcher’s preference for conducting the interviews via videoconference, some 

interviews were held on the telephone due to slow internet bandwidth or no camera 

options available to the participants. All interviews were conducted at a mutually agreed 

time and date between March 2021 – August 2021. The semi-structured interviews were 

 

Can you tell me a little about yourself? What do you do? 

Probes: Family life? Significant challenges in life? Significant blessings? 

  

Can you tell me about your experiences during COVID-19?  

Probes: work from home? Children? Loss of employment? Was your life and health 

the same as prior to COVID-19? Biggest changes? Anything particularly distressing 

for you? 

 

Can you tell me a little bit about your relationships with family and friends during 

COVID-19? 

Probe: affect wellbeing or quality of life? What were some of the good things? What 

were some of the bad things? Physical? Mental? Emotional? 

 

Can you tell me about any challenges you may have encountered during COVID-

19?  

Probes: Employment? Health? Social support? Quality of Life? Gym close down? 

Moving to a new house? Financial? Relationship stress?  

 

What strategies did you use to cope with any of the challenges you faced during 

COVID-19?  

Probes: Did you have access to social support? Use alcohol/ drugs? Eat 

more/differently? Seek health professional support? 

 

Can you tell me about any circumstances in your life that you believe/feel impacted 

on your experience of COVID-19? 

Probes: Poverty, insecure/no employment, racism, food insecurity, local 

neighbourhood, your gender – has your experience as a man or woman or 

transgender or non-binary person different to that of other genders? 

Drugs/alcohol use? Comparison to others? 

 

Can you tell me about accessing health care during COVID-19?  

Probes: alternative services? Challenges or difficulties? Telehealth use?  
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conducted by a female PhD candidate and the primary researcher on the study (HG) who 

is a public health professional with previous experience in descriptive qualitative 

interviewing. Before conducting the interviews, the study details were emailed to the 

participants, with all participants understanding that their participation was voluntary, and 

they had the option of withdrawing from the study at any time. A signed consent form 

was returned to the primary researcher prior to the commencement of the interviews. All 

semi-structured interviews were audio-recorded, with field notes taken during and 

following each interview. Each of the interviews with the participants ranged from 30 - 

60 minutes. A $50 grocery gift card was provided as a gratuity to each participant in 

recognition of their time. Semi-structured interviews continued until data saturation had 

been achieved.416 

7.4.4 Data analysis 

An inductive thematic analysis as described by Braun and Clarke274 was used to analyse 

the data. Instead of the researcher assigning their predetermined ideas, the inductive 

thematic approach allows for meaning to be originated from the content of the data. To 

ensure anonymity, each participant was provided with a pseudonym and the semi-

structured interview audio-recordings were then transcribed verbatim by a professional 

transcription service. Once transcribed, all audio-recordings were re-listened to and 

checked against the transcripts to ensure accuracy. To assist with data analysis, all 

transcripts were imported into NVivo 12. Using the inductive thematic analysis approach, 

the first step was immersion within the data, reading and re-reading the transcripts and 

listening to the audio recordings. Secondly, initial codes, meanings and patterns were 

generated. As the analysis progressed the initial codes were arranged into potential 

themes, with coded extracts collated. To ensure the potential themes remained grounded 

in the data417 and resembled the data, the coding framework was reviewed and checked 
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against the transcripts. From the themes, sub-themes were identified that described and 

summarised the data. Each theme and sub-theme were refined to ensure it reflected the 

patterns and meanings within the entire dataset. 

7.4.5 Ethical Considerations 

Ethics approval was received from the University of Wollongong Human Research Ethics 

Committee (HREC) approval no: 2020/306, prior to commencing this study. 

7.4.6 Rigour 

To ensure rigour, the criteria of trustworthiness and quality as explained by Lincoln and 

Guba374 were used. Checking the accuracy of the data and ensuring data saturation had 

occurred established the credibility. A diverse sample of participants from various 

socioeconomic areas that were geographically dispersed enabled transferability. 

Dependability was established by the research team engaging in frequent open 

discussions about the interpretation of the data. Establishing ongoing reflexivity 

throughout the research process allowed for confirmability to be achieved. 

7.5 Results 

Twenty participants were interviewed from a range of socioeconomic areas across 

Australia. Participants varied in ages from 21 to 65 years, with 50% (n=10) identifying 

as females, 40% (n=8) males, 5% (n=1) non-binary and 5% (n=1) identifying as 

transgender. Participants were geographically dispersed across all states and territories 

and from a variety of socioeconomic areas within Australia. Data analysis revealed three 

themes: No person is an island; Social engagement; and Loneliness and isolation. 

Verbatim quotes from the participants in this study have been used to illustrate the key 
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themes. Quotes used in this study were chosen based on the best representation of the 

experiences that matched the main themes. The themes are discussed in detail below. 

7.5.1 No person is an island 

Concerns regarding social connection were voiced by the majority of participants in this 

study, with lockdowns creating a social void in their lives, a desire among some for human 

touch, relationship stress among some couples, while others felt a lack of social support 

during the pandemic. Physical distance between friends and family was often expressed 

as ‘anxiety inducing’ and a challenge. 

7.5.1.1 Influence of social support 

There were clear differences in the experience of social support based on living 

arrangements and socioeconomic status at the start of the pandemic. Some participants 

expressed that they had received adequate social support, while others felt that their social 

support was distanced or taken from them, and others lacked social support altogether. 

Living in a share house provided some participants with a familial social support, with 

one participant expressing “I was really, really lucky to have a supportive familial 

relationship in my share house. So we really looked after each other. So there was that 

solidarity by all of us sharing together and we have each other and we would find ways 

to entertain ourselves.” (Sergio). Despite this type of social support considered positive, 

for some it did not replace the social support received from friends or others, saying “I 

mean, I have been described as a social butterfly and an extrovert so there was support 

but there wasn’t enough and that’s me, so yeah”. (Sergio). In contrast, being an 

international student who recently arrived in Australia while living in a share house that 

had no social interaction was difficult and isolating, with one female participant 

explaining that “They [house mates] were very stressed and we'd hardly talk to each 
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other. No one wanted to have a chat, so I think that's when I felt really isolated, because 

I was in that house all the time and I didn't have anyone to talk to” (Haimi). It was a 

particularly difficult time for those who were isolated from family and friends, feeling 

their social support was removed from them saying “It meant that I couldn't see people 

face to face, and because so many of my friends are interstate, it did mean that I was cut 

off largely from them.” (Reuben). Living in a rural area, with a lack of access to social 

support while having to endure a miscarriage was particularly challenging and distressing 

for one female participant who said “With friends, that basically just evaporated. 

Everybody was locked down and stressed and really, I lost touch with just about 

everybody. I mean, other than my mum, I had no one. That was pretty tough, to be honest, 

because in a lot of ways, when you’re in rural areas, you rely on your social supports 

rather than anything else and that just wasn’t there. I mean, it was but it’s just kind of not 

the conversations that you can really have over Facebook, you know?” (Clara). While 

Clara had support from her mum, she felt awkward discussing her grief saying, “I felt 

really awkward because she [mum] spends all day dealing with people who’ve got 

significantly worse problems so I didn’t want to add to that. So I mean, when she [mum] 

gets home, she doesn’t need to continue working. So if I was having a bad day or 

something, I just kept it to myself.” (Clara). 

However, other participants expressed receiving adequate social support and discovering 

who ‘true’ friends were. One participant said “I really found who my friends are. Some 

of them, and it was much to my annoyance at the time, but some of them just made a real 

effort to make sure that they knew I was okay and then others I now see as fair-weather 

friends, if you've heard of that term. The ones I thought were my true friends I know are 

my true friends and they were really there for me and did what they could to help.” 

(Manaia). For those that lived with their partners, they expressed sufficient social support 
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being able to connect with each other but also maintain a connection with friends. One 

participant elaborated on this saying “We are both quite capable of becoming homebodies 

if need be. We have the dogs, we're quite content with each other's company a lot of the 

time, play computer games, boardgames, talk. I wouldn't say our friendships suffered at 

all. We kept in contact with each other. I made a point of making phone calls, which we 

almost never do. We don't use telephones. But I made a point of actually ringing my 

friends, at least once a month just to check how they’re going, make sure things are fine.” 

(Trey). This was a similar experience expressed by another participant who said “I think 

my social support is pretty strong, so that’s pretty good. I’ve got friends, family, husband 

and then now I’ve got some workmates as well in the hospital because we - so that’s a lot 

of support as well.” (Xiuying). Furthermore, others felt that social support was available 

to them if they required it, with one participant saying, “I don't think I've had any 

particularly lack of support in any one direction so I suspect if there were people I needed 

to talk to I could.” (Marcel). Participants who resided in high socioeconomic areas and 

in geographic locations in which strict lockdowns were not imposed, did not experience 

the lack of social support that other participants felt, saying, “Well Canberra didn’t really 

- we didn’t go through any kind of lockdown, really. So we haven’t had that experience. 

So really, those patterns of - those social patterns and social support didn't change too 

much from our regular activities” (Parrie). 

7.5.1.2 Relationship stress 

Although some participants felt they had adequate social support, others expressed 

relationship stress due to changes in their living arrangements, other stressors and anxiety. 

This was expressed among participants, regardless of their socioeconomic status. One 

female international student expressed her concerns regarding her relationship with her 

partner saying “Because we had never lived together or had that and putting two people 
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that are in a long-distance relationship in one confined space does not really go well. 

Definitely it took a huge toll on our relationship. I was at the point where I'm like, okay. 

My thesis is dependent on him. Things are just not going okay. I'm going to have to go 

back home. Yeah, I was prepared to go back and figure out a new life, and everything.” 

(Mandeepa). While for other participants the anguish caused by border closures and fear 

of spread of COVID-19 meant that they experienced relationship tensions because of 

extreme concerns and anxiety. One female participant who had family overseas explains 

“Like, around April, May, June, it was quite - I don't know the word, but like my partner 

and I had a lot of relationship challenges as a result of me just being super-irritable and 

panicky and anxious.” (Emma). Furthermore, lockdowns and stay at home orders forced 

couples to be confined to their residence precipitating relationship stress, with couples 

arguing. One non-binary participant said “I function from day-to-day quite fine, there's 

no domestic violence. I say I'm arguing with my partner, but this is for the first time in 10 

years of a relationship. We're not serious arguing, we're not fighting. We always make 

up by the end of it. Although, I think we're both aware that it's something we need to deal 

with, it's not like we're looking at the world collapsing down around us.” (Trey). 

7.5.1.3 Loss of intimate connections 

A lack of intimate human connection during the COVID-19 pandemic was a common 

experience felt among the participants in our sample, which was most prominent among 

those who resided in low socioeconomic areas and didn’t live with a partner or were 

occupants of a share house. One international student who lived in a share house 

expressed how she missed human physical touch saying “like sometimes you just really 

crave physical touch. I just wanted someone to give me a hug. I could talk to them, but I 

just really wanted a hug, or I really wanted to just sit with someone and play boardgames, 

or just do something together.” (Haimi). While for another participant who had recently 
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lost her partner to an unexpected death and had also lost her employment due to the 

pandemic, she felt she needed the human connection and comfort of her friends stating 

“That was when I was really needing my friends. Not having a lot to do and having to try 

and find things to keep me occupied rather than getting into my own head.” (Manaia). 

The loss of human connection was associated with poorer wellbeing for many 

participants, particularly those who resided in low socioeconomic areas and among 

international students. One international female student participant explained her 

psychological wellbeing after being geographically separated from her boyfriend “Oh, 

it’s really hard. As I told you, when I went here, to Victoria, I felt like I have separation 

anxiety. Because I was crying every day, every night. Everything little thing I’ll remember 

about him when we’re together. We just sometimes really want to be with each other, 

human touch and talk about things, which we cannot do. We’re just on Zoom call. It’s 

hard.” (Kailani). This was a similar experience for Nick, who was in a long-distance 

relationship. Being geographically distanced from his partner affected his human 

connection during the pandemic, he expressed his concerns as “My partner actually lives 

interstate, it’s a bit of a long-distance relationship. The travel bans affected that 

interaction and connection. Missing out on going on holidays. We’d planned to go 

overseas and all that kind of stuff. It’s also delayed our plans about marriage and living 

together as well.” (Nick). 

For other participants, the lack of ability to leave the house beyond the restricted 5 km 

radius, was challenging especially for those who were single and used social events to 

meet potential partners. The lack of social events led to non-existent intimate human 

connections for some, with one participant expressing “I feel like that led to a lot of yeah, 

just a lack of human touch. A lack of actual engagement with my fellow human beings as 

we share this space. So that made it really difficult and socialising and having a social 
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outlet and even meeting people was just unimaginable”. (Sergio). Others used animals as 

a substitute for human connection, with Manaia elaborating “One of my friends' dogs had 

puppies, so I ended up with one of the puppies. That gave me the companionship I was 

really missing. She gave me the puppy as a foster situation but I think she knew that she 

was never going to get it back.” (Manaia). However, for Parrie who did not live with his 

partner, he felt cautious when it came to sexual intimacy due to the concerns around the 

spread of COVID-19, with him saying “Of course, health and safety is always a priority 

in that regard but I suppose intimacy has been an issue as well. With my partner. Although 

that sort of has relaxed a bit. Initially, we were very wary about all that.” (Parrie). 

7.5.2 Social engagement 

Stay at home orders limited social interaction and social engagement among participants 

in this study. Social events and outlets were almost non-existent for many during the 

height of the lockdown period and in the time following, due to fear of spread of COVID-

19. The lack of social engagement affected many participants’ wellbeing and quality of 

life, this was especially noticed by those who resided in low socioeconomic areas, lived 

alone and were from regional areas. 

7.5.2.1 Inability for social engagement that safeguards wellbeing 

The absence of any social engagement was described by participants as affecting their 

wellbeing, leaving them feeling lonely and desiring social interaction. For one 

transgender participant who lived alone in regional Australia, the community event that 

she joined on a weekly basis was cancelled, she expressed the impact this had on her 

wellbeing saying “It wasn’t too good. I mean especially because most of the time I am 

alone at home, so that as pretty much the only outing that I’d have during the week, apart 

from just going shopping. But yeah, it was a bit lonely.” (Nyah). For Reuben, who also 
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lived alone and engaged socially through interstate travel, the closure of borders meant 

that he was unable to socially interact. This had a significant impact on his wellbeing as 

he was already experiencing mental health issues, with him saying “Because I wasn't 

getting to travel, there was nothing that would give that bit of a bump in my motivation 

or my mood, so there was nothing that would break that cycle, so it [wellbeing] was worse 

from that point of view.” (Reuben). Furthermore, lack of social engagement for 

participants that lived alone in a low socioeconomic area influenced their ability to cope, 

with a male participant stating “I don’t have a huge amount of friends but just the social 

interactions that you miss. I do a weekly catch up with a group of mates. I’d go over to a 

mates place to watch some footy or car racing and stuff like that. That was all cancelled. 

That was the sort of impact but just the lack of social interaction I guess” (Nick). The 

lack of a social outlet was challenging for Manaia, whose partner had recently passed 

away, while she needed to grieve, not being able to engage with others left her lonely 

with her mental health declining. Manaia said “Yeah, and that's why I was quite lonely, 

because we had periods of time where we weren't allowed visitors.” 

7.5.2.2 Remaining connected 

While the ability to engage in physical and face to face social interaction was limited, 

many participants in this study found alternative methods to remain connected with 

family and friends, which assisted in their overall wellbeing. Many participants described 

‘catching-up’ with family using videoconferencing services such as zoom and FaceTime 

to remain connected and replicate some sort of normalcy. Remaining connected through 

technologies was an experience often expressed by participants who resided in high 

socioeconomic areas. Using zoom was a common alternative used by families with one 

male participant saying, “I remember at the beginning the lockdown in Melbourne I had 

a weekly Zoom catch up with the whole family” (Marcel). While another male participant, 
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Joshua, explains “During the actual lockdown, we set up video calls, we had group family 

calls, we were all chatting away and we'd just have in the background and the kids would 

play at each other, in a sense. We set up video calls for the kids with their cousins so that 

they would have a phone or an iPad with Facetime and be playing in their room with one 

of their cousins doing the same thing in their house” (Joshua). Alicia’s family had never 

used zoom to hold family meals together, however adopted this approach to stay 

connected during the lockdown, saying “We've never done a Zoom meeting or anything 

like that, so for that benefit it was nice. We were doing it weekly with the whole family 

and it was - we made it a bit of fun. We all did our favourite dishes and it was nice. I 

think, if anything, we probably communicated more rather than less” (Alicia). Social 

media was also a popular medium used to keep connected with friends, with one 

participant saying “Then friends as well, because of the restrictions I used to see them 

once a week as well, so now I haven’t seen them for months. Definitely do really miss 

them but we just keep in touch via social media.” (Xiuying). 

The border restrictions on overseas travel meant that being at the birth of her first 

grandchild was impossible for Manaia, however, she explains that Skype was used to 

enable her to still experience the birth in real time saying “No, I haven't met my grandchild 

yet. I would have liked to have been there for her labour too and when she came home 

with bubby. But my mother-in-law - her mother-in-law has been fantastic and they sent 

me lots of videos and I was on Skype with them while she was in labour. So I was as close 

to being there without being able to be there. I was very grateful for technology. It just 

made it a lot easier. But it will be nice when they come over and see me.” (Manaia). 

Technology and digital interaction were seen as tools for which participants were still 

able to engage and interact with friends and family, with one participant stating “Yeah 
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Messenger and Skype and WhatsApp were at the top of your priorities list. We've now got 

new family groups on Messenger.” (Aaron). 

7.5.3 Loneliness and isolation 

Loneliness throughout the lockdown periods was experienced as an outcome of lack of 

in-person social interaction. Participants felt that loneliness was due to the isolation they 

experienced due to physical distancing measures and lack of human connection, which 

was often experienced by those who reported being affected by other social determinants 

of health. Living alone was consistently raised by participants as a contributing factor to 

their loneliness, however this was often associated with the exacerbation of other social 

determinants of health, including loss of employment and loss of income. One female 

participant elaborates saying “I found Covid quite lonely. I had gone from living with my 

partner to being alone. I was dealing with grief and I found that going to work was really 

good for me. Then when there was no work not only was I dealing with grief, I was dealing 

with the fact that I wasn't entitled to any benefits at the time because I'm not an Australian 

citizen and New Zealand - my visa makes me ineligible for Centrelink [government] 

support. So things were quite stressful and dealing with grief on top of it and not being 

able to see my friends”. (Manaia). Loneliness and isolation were exacerbated for some 

participants during the pandemic, with one participant stating “Yeah, I felt pretty isolated 

and lonely. But then, as I say, I feel isolated a lot of the time, but it gets broken up 

normally.” (Reuben). Feeling socially isolated and lonely was mentioned by one female 

international student participant as stemming from the lack of social cohesion within the 

share house, saying “I think there were feelings of isolation and loneliness there too, 

because of the house situation, because I didn't get the social life as much at that point.” 

(Haimi). The isolation from social networks and social support, as well as the loneliness 

caused one participant to resort to taking drugs as a way of coping, saying “to be honest, 
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I may have broken out some of the prescription drugs that were around the house every 

so often.” (Clara). Similarly, the stress and isolation from social networks intensified 

others addiction behaviours, leading to poorer wellbeing, with one participant saying “I'm 

drinking probably the better part of a bottle of vodka a day now. That's not entirely 

lockdown, but definitely coronavirus and some of the stresses associated with that have 

exacerbated my drinking, I believe. It is definitely part of the way of coping with social 

isolation and what's happening.” (Trey) 

7.6 Discussion 

Individuals’ behaviours and social relationships are embedded within communities and 

neighbourhoods, therefore social capital provides a valuable perspective on the 

understanding of how social environments can influence health outcomes. This study 

provides new evidence for understanding the influence that multiple components of social 

capital have on the wellbeing of the Australian population during the COVID-19 

pandemic. Three themes emerged from this study, no person is an island, social 

engagement and loneliness and isolation. 

Perceived or actual access to social support provides a protective factor against negative 

life events, both in terms of psychological and physical health, enabling individuals to 

feel in control of stressful life situations.418, 419 While social support varied among 

participants in this study, most expressed concerns regarding inadequate social support 

during the pandemic. Those who lived in low socioeconomic areas, those who identified 

as female and among international students were particularly likely to note this. 

According to social scientist Putnam, in those communities that have high social capital 

individuals do things together, such as church, membership of organisations and simply, 

doing activities together such as bowling.420 A study by Borgonovi and Andrieu found 
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that communities that were able to join together to do social activities (“bowl 

collectively”) prior to the pandemic, those with high social capital, were able to do 

activities alone (“bowl alone”) to a greater extent during the COVID-19 pandemic.421 

Similarly, this study found that those with higher levels of social support were buffered 

from difficulty in coping and poor psychological wellbeing, compared to those with poor 

levels of social support. Literature examining the mental health of individuals during the 

COVID-19 pandemic found that high social support was a protective factor against stress 

relating to crises, with being female and worsening finances predictors of stress.422 

Additionally, this study found that those who resided in low socioeconomic areas 

expressed poor social support compared with those living in high socioeconomic areas 

and that residency in low socioeconomic areas was also associated with a loss of human 

connection during the pandemic. Furthermore, women and international students also 

conveyed poor social support, which could be a reflection of their social support prior to 

the pandemic as well as an exacerbation of their existing social determinants of health 

including ethnicity, employment, poverty and income. While social support was found to 

be reflective of socioeconomic status, relationship stress experienced by participants in 

this study was not associated with socioeconomic status. This finding is not consistent 

with what is found in the literature, which suggests that relationship stress during the 

pandemic was precipitated by male unemployment and social circumstances such as poor 

social support and housing insecurity.423 This is unexpected given that unemployment 

and housing insecurity are factors associated with a lower socioeconomic status, however 

maybe a reflection of the type of participants recruited into the study. 

Social engagement, immersion in community and a sense of belonging are vital for human 

wellbeing and health.424, 425 Similar to Putnam’s explanation of social capital, 

communities that demonstrate solid social connections, relationships and engagement, 
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also benefit from greater individual wellbeing.420 In this study, the lack of social 

engagement and social connections significantly impacted the wellbeing of individuals 

residing in low socioeconomic areas, those living alone and from regional areas within 

Australia. Previous studies have shown that socioeconomic status affects patterns of 

social capital and that individuals with higher incomes, education and occupational status 

are more often involved in volunteering, belong to political parties and other 

organisational groups, and therefore have higher social capital.426-428 This often reflects 

social inequalities that place constraints on the ability of and opportunities for individuals 

from lower socioeconomic areas to immerse themselves within the community. 

Having strong social capital fosters a sense of belonging and provides meaning to life, 

therefore enhancing an individual’s overall wellbeing.429 This study has found that 

individuals within Australia who resided in high socioeconomic areas were still able to 

remain social connected while enduring the isolation of lockdowns. Remaining connected 

through technology was vital for their wellbeing and ensured some sense of normalcy 

during the pandemic. Participants in this study used alternative methods to remain 

connected with their family, friends and community providing them with the necessary 

support required to assist them through the difficulties of lockdown. This echoes the 

findings of a study conducted in the United States among older people at risk of isolation 

and loneliness, which demonstrated that adoption of technology, including video calls, 

significantly reduced loneliness measures and significantly increased emotional 

wellbeing.430 It is clear from this study that having strong social support and networks 

prior to the pandemic enabled individuals to adapt to ensure their psychological wellbeing 

was maintained. However, access to and ability to pay for technologies to stay connected 

was also an important factor and may have been restricted by socioeconomic status. 
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Lack of social interaction exacerbated loneliness and isolation among those from low 

socioeconomic areas and those who lived alone prior to the pandemic. Indeed, a 

disadvantaged social status has only amplified the effects of the pandemic. To cope with 

the social isolation and loneliness of the pandemic some participants in this study resorted 

to using drugs and alcohol, further decreasing their mental wellbeing. This finding is 

consistent with US findings in the literature, which have shown that there is a direct 

relationship between loneliness and alcohol consumption, with the COVID-19 pandemic 

increasing solitary alcohol consumption.431 The same study also noted that social support 

is a protective factor for excessive alcohol consumption.431 Similarly, research from the 

US has shown that increased drug use during the pandemic was associated with elevated 

levels of loneliness and anxiety.432 This study has provided evidence demonstrating the 

mental health and wellbeing consequences that a lack of social capital and social support 

has had on vulnerable individuals during the pandemic. Additionally, research in 

Australia examining South Australian women’s experiences with alcohol consumption 

during the pandemic found that women used alcohol to relieve their anxiety and resemble 

normalcy, given the social isolation of the lockdowns.433  The results of this study add to 

the body of evidence regarding the increase in loneliness within the 21st century,434-437 not 

just during the pandemic. However, evidence-based interventions to address loneliness 

are limited. Social prescribing is one intervention that has been used throughout the UK 

to address loneliness, and this model connects an individual with a support worker for a 

short time period, to assist them in connecting with community groups and activities. 

While not primarily used for loneliness, some limited studies have demonstrated that 

social prescribing is successful in addressing loneliness.438, 439 The findings of this study 

demonstrate the need for social isolation and loneliness to be address through 

interventions such as social prescribing. It calls for renewed action on the social 
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determinants of health for the immediate and long-term future. Evidenced based 

interventions to address social support, social cohesion and loneliness are urgently 

required. 

7.7 Limitations 

The scope of this study indicates a potential for responder bias towards individuals with 

an interest in COVID-19, despite participants being purposively selected. We took steps 

to ensure a diverse sample in terms of age, gender, socioeconomic status, and 

geographical location to ensure a wide range of Australian adults’ experiences were 

received. Given the qualitative nature of this research, is the results are not intended to be 

generalisable, but instead seek to provide trustworthiness to allow readers to make their 

own assessment of transferability. While every attempt was made to interview 

participants using video conferencing, due to internet bandwidth issues, some had to be 

interviewed using the telephone. This may have limited the non-verbal communication, 

impacting on the quality of the data collection. Despite this, careful listening was used as 

a mitigation strategy enabling the researcher to note rapid speech and changes in voice 

tone. 

7.8 Conclusion 

This study provides insight into the challenges of social isolation faced by many 

Australians during the COVID-19 pandemic. The results of this study have indicated that 

a lack of social capital prior to the pandemic has led to negative impacts including 

loneliness, and social isolation resulting in poor wellbeing during the pandemic. This has 

been exacerbated by existing and amplified social determinants of health such as loss of 

employment, income, gender, remoteness, and lack of social support. The findings 
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highlight the need for interventions to increase social support, social cohesion, and social 

connectedness among Australians to enhance their overall wellbeing immediately and 

long term. Multiple and multilevel interventions aimed at a coordinated response to 

building networks that promote social participation and support among those with limited 

social capital are necessitated. This includes building social capital through involvement 

in community centres, exercise groups, partnerships with refugee leaders, neighbourhood 

programs and fostering intergenerational social capital programs. Social capital plays an 

enormous role in wellbeing and health, with this study identifying that the need for human 

connection is high therefore, interventions focussed on building social capital should be 

a priority. However, further research is required to develop optimal methods on 

implementing social capital interventions.  
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Chapter 8: Discussion and Conclusion 
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8.1 Chapter introduction 

This concluding chapter integrates the findings from this mixed method thesis exploring 

the relationship between wellbeing and the social determinants of health among 

Australian adults during the COVID-19 pandemic. It is the intention of this chapter to 

present the key findings in an integrated format and display the new knowledge generated 

through this thesis. Within this chapter, public health and policy implications of the 

research's key findings will also be discussed. Furthermore, this chapter provides 

recommendations on areas for future research and concludes with the strengths and 

limitations of the thesis. 

8.2 Aim and research questions 

This section is a reminder of the aims and research questions of this PhD thesis, which 

are previously outlined in Chapter 1. 

Aim: To investigate the relationship between wellbeing and the social determinants of 

health among adults residing in Australia during the COVID-19 pandemic. 

Research questions: 

1. What is the association between wellbeing and social determinants of health in 

the Australian adult population during the COVID-19 pandemic? 

2. What are the predictors of wellbeing in the Australian adult population during the 

COVID-19 pandemic? 

3. How has the COVID-19 pandemic impacted the financial and economic wellbeing 

of adult populations in Australia across socioeconomic areas? 
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4. What are the experiences of adult Australians of the impact of the COVID-19 

pandemic on food and housing security, and what effect has this had on their 

wellbeing? 

5. Among adult Australians, what have the impacts of COVID-19 been on their 

social capital, and what effect has this had on their wellbeing? 

8.3 Summary of the key findings 

With the emergence of a new global infectious disease, COVID-19, it was initially 

unknown how Australians’ existing social determinants of health would be affected and 

what impact this would have on their overall wellbeing. This research has provided new 

insights into the impact of social determinants of health on Australians’ capacity to cope 

during the pandemic and the consequences for their wellbeing. Three key findings have 

emerged from this research, and each is critically examined below and in the joint display 

table (see Table 13). The integration of results in this research has been achieved by 

bringing both the quantitative data and qualitative data together through a visual 

representation in a joint display table. This has drawn out new insights from this research 

beyond what the quantitative and qualitative results show separately and is a 

representation of the consistency of the findings. A detailed explanation of the integration 

methods and rationale for their use are described in Chapter 3. 
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Table 13: Joint display of findings 

Key finding Quantitative findings Qualitative findings Meta-inferences  

Food and housing 

insecurity impacts 

wellbeing 

Food and housing security 

were associated with higher 

wellbeing scores. 

 

 

Food and housing security 

were predictors of higher 

wellbeing. 

 

Housing outcomes: 

‘From there, the lease ran out, which was when I moved to 

the house-sitting place, there was a period of time that was 

not covered between them, so it was about three weeks that 

I had to find a place to live. It was – the level of anxiety!’ 

(Mandeepa). 

 

Food-related concerns: 

‘I would say financially, I already mentioned that but that 

was a challenge and then I think not having money to get 

food – I would try to eat one meal a day’ (Karlee). 

 

Psychological and emotional impact: 

‘not eating well, no money, no job, so I never really felt too 

good, so yeah. I had multiple deficiencies. I wasn’t feeling 

good and I think that made it worse as well.’ (Haimi). 

Expansion 

 

Social capital 

influences the 

ability to cope 

during the 

pandemic 

Strong social support was 

associated with higher 

wellbeing scores. 

 

 

Strong social support was a 

predictor of higher 

wellbeing. 

No person is an island: 

‘It meant that I couldn’t see people face to face, and 

because so many of my friends are interstate, it did mean 

that I was cut off largely from them. But I think it was more 

significant with the impact it had on my mental health. I 

was just in a non-functioning zombie state for that period 

of time’ (Reuben). 

 

Expansion 
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Key finding Quantitative findings Qualitative findings Meta-inferences  

‘I was really, really lucky to have a supportive familial 

relationship in my share house. So we really looked after 

each other. So there was that solidarity by all of us sharing 

together and we have each other and we would find ways 

to entertain ourselves. (…) It was terrific and helped with 

the stress and anxiety’ (Sergio) 

 

Social engagement: 

‘It wasn’t too good. I mean especially because most of the 

time I am alone at home, so that as pretty much the only 

outing that I’d have during the week, apart from just going 

shopping. But yeah, it was a bit lonely.’ (Nyah). 

 

‘We’ve never done a Zoom meeting or anything like that, 

so for that benefit it was nice. We were doing it weekly 

with the whole family and it was – we made it a bit of fun. 

We all did our favourite dishes and it was nice. I think, if 

anything, we probably communicated more rather than 

less (….) This helped with my mental wellbeing for sure.’ 

(Alicia). 

 

Loneliness and isolation: 

‘to be honest, I may have broken out some of the 

prescription drugs that were around the house every so 

often(…)That was pretty tough, to be honest, because in a 

lot of ways, when you’re in rural areas, you rely on your 
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Key finding Quantitative findings Qualitative findings Meta-inferences  

social supports rather than anything else and that just 

wasn’t there.’(Clara). 

Employment and 

income loss were 

associated with low 

socioeconomic 

status 

Australians with higher 

incomes and those that were 

employed were associated 

with higher wellbeing 

scores. 

 

Australians residing in a low 

socioeconomic area reported 

the highest employment loss 

and had significantly higher 

odds of experiencing income 

loss during the pandemic. 

Employed with a higher income: 

‘I’m being good to pay rent, I can buy things I wanted to 

buy, so I think it’s okay, and I’ve got a fulltime job as well, 

so yeah, it’s okay(…) This helps me keeping the positive 

vibes.’ (Xiuying). 

 

‘We’re quite lucky in that we have a – we’re financially, 

maybe not rich, but we’re not that precarious(….) I do 

appreciate the fact that I’m extremely privileged. All my 

normal needs have been met: housing; food; 

companionship, with my partner; companionship with my 

dogs; I was kept warm, secure. So I’ve got to say, my 

quality of life was quite good.’ (Trey) 

Confirmation 
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8.3.1 Food and housing insecurity impacts wellbeing 

Chapter 4 addressed the first and second research questions of this thesis by highlighting 

the direct association between wellbeing and food and housing. The most significant 

finding of this thesis is that food and housing insecurity during the COVID-19 pandemic 

was high among Australians and associated with diminished wellbeing. The prevalence 

of food insecurity was found to be 22%, with approximately a third of the study’s 

participants reporting housing insecurity. The findings also highlight that food and 

housing security were a predictor of higher wellbeing, demonstrating a direct relationship 

to total wellbeing, housing security (β = 0.166 95% CI 4.96 to 10.42 p = 0.000) and food 

security (β = 0.152 95% CI 4.63 to 10.70 p = 0.000). 

The qualitative study (Chapter 6) further examined the fourth research question, exploring 

the experiences of the social determinants of health of Australians during the pandemic 

and specifically exploring how access to food and housing impacted wellbeing. The 

findings expand on the quantitative findings of the thesis documented in Chapter 4. 

Difficulty in accessing food was more prevalent among Australians living in lower 

socioeconomic areas and amplified by reduced financial capacity and loss of employment 

as a result of the pandemic. Similarly, housing insecurity was predominantly associated 

with Australians living in lower socioeconomic areas and almost exclusively among 

females. Economic vulnerability through loss of employment and income, especially 

among Australians in a low socioeconomic area experiencing food and housing-related 

stress, has influenced their overall wellbeing. 

As demonstrated in the joint display (see Table 13) for this key finding that food and 

housing insecurity impacts wellbeing, there has been an expansion of knowledge from 

the quantitative results. The qualitative findings of this mixed methods research have 
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expanded on the gender differences in food and housing insecurity and the effect this has 

had on Australian adults’ wellbeing during the COVID-19 pandemic, specifically for 

women. 

8.3.2 Social capital influences the ability to cope during the pandemic 

Public health restrictions imposed to prevent the spread of COVID-19 resulted in a loss 

of social contact.440 The results from Chapters 4 and 7 addressed research questions 1, 2 

and 5 by providing evidence regarding the importance of social capital, including social 

support, in fostering wellbeing during the pandemic. It was determined that those with 

strong social support had significantly (p < 0.000) higher wellbeing scores 

(76.00, SD 17.5) compared to Australians with moderate (65.73, SD 17.9) and poor 

social support (51.78, SD 21.3). Additionally, social support was found to be a predictor 

of wellbeing, with those who had strong social support having better wellbeing 

(β = 0.309 95% CI 7.25 to 10.46 p = 0.000). 

Australians’ lived experiences of social capital during the pandemic demonstrated that 

‘no person is an island’, with most participants voicing concerns regarding a loss of social 

connection, as depicted in Chapter 7. Despite a desire for human touch and the need for 

social engagement by most participants, there were clear differences in social capital and 

social support based on living arrangements and socioeconomic status. Australians with 

existing high social capital prior to the pandemic were able to remain socially connected 

during the lockdown periods, resulting in a greater capacity to cope mentally during the 

pandemic. This was also the experience of Australians who resided in high socioeconomic 

areas as they perceived their ability to remain socially connected as regulated but still 

possible. Australians with low social capital and social support during the pandemic were 
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more likely to report resorting to drug and alcohol use to cope with the loneliness and 

isolation of the lockdowns. 

The qualitative findings of this thesis have built upon the results of the quantitative data 

in terms of social capital and social support and have provided insights into the lived 

experiences of social capital across socioeconomic areas and gender. It has explained the 

relationship between these vital social determinants of health and wellbeing during the 

COVID-19 pandemic. The expansion of knowledge for this key finding is detailed in the 

joint display in Table 13. 

8.3.3Employment and income loss were associated with low socioeconomic status 

Economic wellbeing was influenced by employment and income loss among Australians 

during the pandemic. Chapter 5 addressed research question 3 by examining the impact 

the pandemic had on the economic wellbeing of Australians across socioeconomic areas. 

The prevalence of employment and income loss among Australians during the pandemic 

was found to be 13.7% and 24.1%, respectively, in this thesis. Employment and income 

loss were found to be highest among Australians residing in low socioeconomic areas, 

26.7% and 23.8%, respectively. There was an association between economic wellbeing 

and Australians who resided in low socioeconomic areas, with those living in low 

socioeconomic areas having significantly higher odds of experiencing employment loss 

during the pandemic (OR = 1.65 95% CI 1.01, 2.68). While Chapter 4 demonstrated that 

Australians that were employed had significantly (p < 0.000) higher wellbeing scores 

(65.10, SD 20.2) compared to their unemployed counterparts (56.70, SD 22.3), this was 

not found to be a predictor of wellbeing. Similarly, Australians with higher incomes had 

significantly (p < 0.000) higher wellbeing scores (66.60, SD19.3) compared to those with 

lower incomes (55.29, SD 22.3); this was also not found to be a predictor of wellbeing. 
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Loss of employment and income during the pandemic also resulted in housing and food 

insecurities, as explained by participants in the qualitative phase, Chapter 6. This was 

particularly experienced among female participants within our sample who resided in low 

socioeconomic areas. Participants who experienced employment loss and income loss felt 

that their wellbeing substantially worsened during the pandemic as they were not only 

dealing with the uncertainties of the pandemic but also trying to cope with challenges 

such as lack of finances, inability to pay for bills or loss of employment. However, the 

wellbeing of participants who resided in high socioeconomic areas was less affected, as 

they often had the ability to work from home and remain employed. 

The key quantitative finding that employment and income loss were associated with low 

socioeconomic status has been confirmed by the qualitative results, as shown in the joint 

display (see Table 13), with the meta–inference concluded to be confirmation. 

8.4  New literature on social determinants of health and wellbeing during the 

COVID-19 pandemic 

Being an emerging infectious disease, the literature on COVID-19 and its impact on 

wellbeing and association with the social determinants of health, is a rapidly evolving 

field. The systematic review presented in Section 2.4 of this thesis was conducted with 

literature up until July 2020 and predominately includes speculative literature, as this was 

the only narrative at the time. Almost two years later, many studies have been conducted 

exploring the wellbeing and social determinants of health of populations in the context of 

the pandemic. This section reviews this new literature. 

 

While the initial review of the literature on social determinants of health and wellbeing 

during COVID-19 primarily included papers from the US, there is now an abundance of 
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studies that have been conducted globally including in Australia, UK, US, New Zealand, 

Japan, Greece, Norway, Austria, Germany, Spain and other European countries, Brazil, 

Indonesia and other low- and middle-income countries, such as Africa and India. Despite 

the variance in countries, the issues identified in each of the studies are parallel. Similar 

to the synthesized conclusion 1 in the published systematic review at 2.4, there has been 

substantial evidence within the studies150, 156, 372, 422, 432, 433, 441-450 to suggest that vulnerable 

population groups, specifically those from low income groups, lower social classes and 

those from particular racial/ethnic groups have been disproportionately affected by the 

pandemic. This includes through delay in medical care, disparities in the burden of 

disease, socioeconomic vulnerability, social isolation and loneliness, financial 

difficulties, poverty and poor mental health.150, 156, 372, 422, 432, 433, 441-450 

 

Another major finding in the review of the recent literature on the social determinants of 

health and wellbeing during the pandemic, parallels the synthesised conclusion 2 in the 

existing published systematic review at 2.4, indicating that gender inequalities and 

domestic and family violence were exacerbated by the pandemic, which resulted in poorer 

wellbeing among women. Evidence in the literature443, 448, 449, 451-461 suggests that 

lockdowns and other public health measures have meant that women are dealing with 

increased rates of poverty, greater prevalence of sexual assault and violence within the 

home, poor living conditions that create stress and precipitate relationship stress.443, 448, 

451, 456, 458 Women also report more loneliness, emotional problems and entrapment and 

an inability to seek assistance from women’s shelter’s that may normally protect them 

from harm. Additionally, gender inequalities were also evident, particularly when it came 

to parenting, with women having a disproportionate care burden and an unequal 

distribution of labor.448, 452-455, 457-460 
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Similar to the synthesised conclusion 3 within the published systematic review within this 

thesis at 2.4, another substantial finding of the review of the recent literature315, 433, 444, 445, 

449, 450, 462-468 on the wellbeing and social determinants of health during the pandemic is 

that COVID-19 is exacerbating the existing social determinants of health. Loss of income 

and employment and inequalities in social class, have led to an increase in food and 

housing insecurity and a lack of access to health care. 315, 444, 447-449, 462, 468 Social isolation 

and loneliness have resulted in an increase in alcohol consumption as a way of coping 

and other mental health issues.433, 445, 449, 463, 464, 466-468  

 

The new evidence on social determinants of health and wellbeing during the pandemic 

has built upon the mostly speculative initial evidence that was published in the existing 

systematic review in Chapter 2 of this thesis. 

8.5 Research findings in the context of the current literature 

For a high-income country, Australia had high rates of poverty prior to the pandemic, at 

approximately 13.6%.469 Poverty rates within Australia are impacted by unemployment 

rates, changes in housing costs, including rental increases for those on low incomes, 

availability of social protection and income support payments (social security rates) and 

the interconnectedness of the social determinants of health. However, the face of poverty 

is often hidden within Australia, with the dominant discourse that individuals are to blame 

for their own circumstances and responsible for their own suffering,469 rather than poverty 

being a product of social determinants and the social gradient. According to social theorist 

Weber, social inequalities have arisen from unequal access to resources, and the social 

class of an individual is determined by life chances, including access to housing, 
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education and health470 or the social determinants of health. Such inequalities can be 

derived from the intergenerational transfer of disadvantage, with children born to parents 

who are socially disadvantaged limited in terms of educational and employment 

opportunities and are found to be less healthy.54 As explained in Chapter 1, the social 

gradient refers to socioeconomic status whereby health outcomes and life expectancy 

incrementally improve the higher an individual is on the social ladder. The findings from 

this research have demonstrated that those in lower socioeconomic areas have been 

disproportionately impacted by the multiple effects of the mitigation strategies to prevent 

transmission of COVID-19 in terms of diminished wellbeing and social and economic 

impacts. 

8.5.1 Food insecurity 

In Australia, food insecurity is experienced by populations who are vulnerable, including 

those with financial constraints, low-income earners and those on insufficient 

welfare/social assistance payments.391 Food security encompasses four dimensions: 

availability of a consistent and reliable food supply, access to the financial and physical 

resources to acquire food, ability to utilise food, including safely preparing, storing and 

cooking food and transforming food into meals, and stability in the supply of food.314, 391 

Literature on food insecurity within Australia suggests the prevalence of food insecurity 

among Australian adults was approximately 4%–5% prior to the COVID-19 pandemic.471 

However, the findings of this research indicate that, during the COVID-19 pandemic, this 

figure increased to 22%. These elevated levels are likely to have been the result of 

individuals experiencing an exacerbation of other social determinants of health, 

unemployment, financial stress, loss of income, insufficient social assistance payments 

and poverty.472, 473 
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While the Australian government has social assistance payments to alleviate poverty and 

to assist individuals and families achieve a basic standard of living, for the past two 

decades, these payments have been below the poverty line.474 A number of economic 

policy measures were enacted by the Australian government in March 2020 in response 

to the potential economic impacts of the COVID-19 pandemic.357 The financial support 

packages ‘JobKeeper’ and ‘JobSeeker’ were introduced. JobKeeper was an income 

support payment paid to both businesses and not-for-profit organisations to compensate 

for employees’ wages while businesses were unable to operate. They were designed to 

preserve employment; however, not all employment sectors received this income support 

payment.346, 356 Conversely, JobSeeker was a transition from the old unemployment 

payment (Newstart or Youth Allowance) and was available to those who were 

unemployed prior to the COVID-19 pandemic and those newly unemployed due to the 

pandemic.346 However, these income support payments were only temporary, with the 

payments reduced in September 2020 and suspended in March 2021, despite parts of 

Australia still being in lockdown. While this economic response may have benefited 

some, it was not equitable nationally, with JobKeeper and JobSeeker not corresponding 

to some individuals’ pre-pandemic incomes.475 Having a higher income is not necessarily 

a proxy for food security. Unexpected changes in economic circumstances, such as those 

experienced by the participants in this research through loss of employment and loss of 

income, can create financial instability, resulting in food insecurity. Additionally, 

international students and those on temporary work visas, including New Zealand 

citizens, were exempt from receiving income support payments. Participants in the first 

qualitative study of this thesis (Chapter 6) reported this exclusion as an issue contributing 

to their food insecurity during the COVID-19 pandemic. 
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Household food insecurity has substantial health implications and can amplify existing 

health inequalities.476, 477 As with the existing literature,471, 478 the findings of this research 

revealed that food insecurity was a predictor of diminished wellbeing. Seivwright391 

reflect on this in their research on food insecurity and socioeconomic disadvantage in 

Australia, identifying that there is an association between increased food insecurity and 

reduced overall wellbeing, which may be caused by the inability to meet nutritional needs 

leading to nutritional deficiencies, creating stress and mental health issues. These findings 

are supported not only by this thesis but also by international literature. Elgar479 examined 

food insecurity and wellbeing in 160 countries and found that food insecurity was strongly 

associated with lower positive wellbeing and increased poor mental health symptoms. For 

those who are food insecure, the inability to meet nutritional needs, metabolic changes 

associated with poor nutrition and stress can lead to reduced wellbeing.480 

Much of Australia’s response to those experiencing food insecurity and its associated 

challenges occurs through informal food aid. The primary response in relation to food 

insecurity during the COVID-19 pandemic was much the same, with a large reliance on 

food banks and emergency food relief charities.481 Participants in this research attempted 

to mediate their food insecurity by seeking assistance from food banks and community 

organisations. However, as revealed by Louie,481 emergency food relief and food banks 

had an increase in demand with limited supply. Access to food relief services was 

hindered by capacity limits, the inability to acquire good quality food supplies and a lack 

of access to donations from supermarkets,314 which limited the ability of food banks to 

effectively moderate the effects of food insecurity. 

Stockpiling food and other supplies during the COVID-19 pandemic also hindered access 

to food supply. Challenges with procuring supplies during emergency or crisis situations 

are not a new phenomenon and have been discussed in the international literature. For 
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instance, during the winter storms and hurricane seasons in the United States, so-called 

‘panic buying’ or pre-disaster buying occurs, with people hoarding supplies just in 

case.482 Simandjuntak483 reflect on stockpiling during the 2012 Sandy Hurricane, 

revealing that when faced with impending disaster, human behaviour is to stockpile food 

supplies, resulting in a sales surge and limited food supply for those whose income does 

not accommodate this type of spending. Similarly, the results of this research revealed 

that those with financial capacity took the opportunity to stockpile food items. This was 

predominately those living in high socioeconomic areas. Participants who had lost their 

income, lost their employment, lived in a low socioeconomic area and were reliant on 

food banks and charities for food supply were not able to capitalise on stockpiling. 

8.5.2 Housing insecurity 

Housing affordability, including rental affordability for low-income earners, has been a 

significant challenge in Australia for the last decade.484 There are fundamental 

weaknesses in the Australian housing system created by neoliberal governmental 

approaches. Retreating from the funding of social housing, incentives to leverage private 

investment and a failure to ensure low-cost rental market options in the private rental 

market have led to housing affordability issues for Australians, especially those who are 

low-income earners.484, 485 The findings from this research have uncovered the ultimate 

failings within the Australian housing system. For example, participants from low 

socioeconomic areas in the qualitative component of this research experienced challenges 

in finding rental accommodation in regional and rural areas of Australia and were 

precariously housed. This was amplified by participants’ lack of finances and 

unemployment. The findings of this research show that housing insecurity in regional 

areas was exacerbated during COVID-19, as participants experienced a lack of supply of 

housing. Those individuals, usually from higher socioeconomic areas, who availed 
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themselves of the ability to work from home at the height of the COVID-19 pandemic, 

capitalised on the capacity to live where they wanted. This saw an increase in people 

migrating from urban areas or major cities to take up residence in regional areas of 

Australia.486 This movement compounded the housing insecurity problems in regional 

Australia, with extremely limited supply and exceptionally unaffordable housing stock 

for low-income earners and those that lost their employment, as was experienced by 

participants in this research. 

Housing is essential to provide adequate shelter, is fundamental to existence and provides 

an individual with the capacity to participate in society.487 Insufficient resources to pay 

for housing can ultimately affect an individual’s welfare. If the price of housing consumes 

a large percentage of an individual’s income, this can diminish their ability to meet other 

basic needs, such as food. Such socioeconomic deprivation means that an individual can 

be driven into poverty. Participants in this research experiencing housing insecurity were 

predominately females from low socioeconomic areas. These women were not only 

impacted by housing insecurity but also negatively impacted by other social determinants 

such as employment loss, income loss and food insecurity. Poverty during COVID-19 has 

been a significant discourse across many low- and middle-income countries and in the 

US. Research on poverty in the Australian state of South Australia during the COVID-19 

pandemic revealed that low-income earners and women were disproportionately 

affected,488 which is consistent with the findings of this research. The literature has also 

noted that,455, 489-491 although gender inequalities existed prior to the pandemic, the 

COVID-19 crisis has disproportionately impacted women in three key areas. Firstly, the 

closure of schools, childcare and unavailability of family to care for children and provide 

additional support has created an unequal distribution of care, with women 

disproportionately carrying the burden of unpaid work and domestic care.490, 491 Secondly, 
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with the labour market in turmoil and women more commonly precariously employed, 

women were at an increased risk of losing their jobs during the pandemic.455 Lastly, 

women tend to be employed in health, education and social care sectors, making them 

frontline workers and increasing their risk of exposure to COVID-19.489, 491 Such 

inequalities exacerbate worsening mental health and wellbeing for women.490 

Housing insecurity in this research was expressed as challenging, and its effects on 

participants’ wellbeing were detrimental. In the quantitative study (Chapter 4) of this 

research, it was established that housing was a predictor of wellbeing, with those that 

indicated that they were housing secure during the COVID-19 pandemic demonstrating 

higher levels of wellbeing compared to those who were housing insecure. The link 

between housing insecurity and wellbeing is reflected in the international literature,492, 493 

with a study in the US revealing that secure housing is a mediator of positive wellbeing, 

while a study in the UK found that chronic insecure housing gives rise to persistent stress, 

poor mental health and lack of control. The findings from this research substantiated this 

established international knowledge, explaining that forced housing mobility gave 

participants in Australia a sense of loss of control. 

8.5.3 Social capital 

Social capital and its positive association with health is well established in public 

health494-497 and is an important social determinant of health. On an individual level, social 

capital improves the exchange of psychosocial resources such as emotional and 

instrumental support, which in turn facilitates improved psychological health and 

wellbeing.498 This type of social support is pertinent during a public health crisis such as 

the COVID-19 pandemic because it facilitates solidarity, social cohesion and bonding 

relationships. The importance of social capital for building and maintaining resilience and 
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as a mechanism for coping has been echoed in other significant global events, such as the 

Ebola outbreak.499 Participants in this research explained that it was indeed the ability to 

remain connected during lockdowns and their social support networks that facilitated their 

individual coping. For example, participants who embraced remaining connected using 

various methods such as ‘virtual family meals’, transitioning to purposeful online 

engagement with friends and talking on the phone felt less negative impacts on their 

wellbeing compared to those who had difficulty remaining connected or did not have 

social support available. 

However, the ability to remain connected with social support networks was dependent 

upon an individual’s existing social capital and social support prior to the COVID-19 

pandemic. Notably, strong social support was a predictor for high wellbeing in this 

research (β = 0.309 95% CI 7.25 to 10.46 p = 0.000); participants with solid social 

capital and social support prior to the pandemic were able to capitalise on this during the 

pandemic. Concurring with research by Wickes’500 research on social capital during and 

following the 2011 Brisbane floods, this research demonstrates that strong social capital 

pre-disaster or pre-crisis fosters community and individual resilience during and post 

crisis. This evidences the significance of social capital as a protective factor for 

psychological health and wellbeing. Conversely, the reverse occurs when pre-crisis social 

capital is low or non-existent. This was revealed in this research, with participants who 

experienced a lack of social capital prior to the pandemic finding it challenging to 

maintain social connectedness during the lockdown periods of the COVID-19 pandemic. 

This led to loneliness and had a substantial negative impact on their wellbeing. This 

research also reveals the link between social capital and socioeconomic status, wherein 

income was also a predictor of how well participants were able to maintain socially 

connected. 
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Loneliness was on the rise in Australia prior to the COVID-19 pandemic, costing 

approximately AUD $1.7 billion in health care associated and economic costs.501 The 

findings of this research reiterate the growing concern about loneliness in Australian 

society. For instance, many participants explained that a lack of human connection and 

social interaction during the lockdown periods of the COVID-19 pandemic contributed 

to loneliness. This was often exacerbated by other social determinants of health, such as 

employment loss and income loss, and for one participant, this coincided with the 

unexpected passing of her partner. As explained in the literature, subjective loneliness 

occurs when features of social relationships are deficient and is more apparent in cultures 

that place emphasis on individualism, such as is the case in (Anglo) Australia.502 

Loneliness is associated with worsening mental health and wellbeing, and while 

situational loneliness can be associated with mortality risk, those experiencing chronic 

loneliness experience a heightened mortality risk.445 The findings of this research reveal 

that loneliness was expressed predominately by those living in low socioeconomic areas. 

While some participants in this research were able to remain connected due to their 

existing social networks prior to the pandemic, having a low socioeconomic status and 

lack of economic capital created barriers for some individuals to develop and use social 

capital.503 For example, a dependency between economic and cultural capital is essential 

to use and gather social capital; however, without social networks, this is challenging.504, 

505 Consequently, as demonstrated in the findings of this research, individuals from a low 

socioeconomic background had seemingly less social capital than those from with high 

socioeconomic status and, therefore, did not have the buffering effect on their wellbeing 

or the ability to cope, which social capital provides.504 
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8.5.4 Employment loss and income loss 

Neoliberal policies, under which profit-generating solutions to issues such as 

unemployment have been made, have resulted in Australia’s precarious labour market.506 

Over recent decades, Australia has experienced an increase in job market inequalities. 

One of the major causes of these inequalities is the casualisation of the workforce, and 

another is a skills bias.507 Technology advancements and automation of tasks have 

reduced the need for medium-skilled workers and increased the demand for highly skilled 

workers.508 Because higher skills are required to meet the demands of the labour market, 

skilled wages have increased at a higher rate than among those who are less skilled and 

who are, therefore, forced to earn lower wages.506 Furthermore, within Australia, higher-

skilled employees find it easier to find employment than those with low skills.509 

Labour markets underpinned by neoliberalism encountered significant economic 

challenges during the COVID-19 pandemic. This was observed in the results of this 

research. The quantitative study indicated that employment loss for participants in this 

study was 13.7%, while income loss was 24.1%. The casualisation of the workforce is 

thought to be responsible for the significant employment loss and income loss across 

Australia during the pandemic. The shift towards precarious employment, as indicated by 

a steep increase in casual, temporary and contract employment, has caused greater 

vulnerability to employment variations as a response to challenges such as COVID-19.510 

Employment not only shapes an individual’s lifestyle and living standards, but it also 

asserts one’s role on the social gradient.511 Findings from this research revealed that loss 

of employment and loss of income during the pandemic predominately occurred among 

individuals living in low socioeconomic areas of Australia. A study conducted in Wales 

during the pandemic revealed similar results, showing that low-skilled, low-income and 
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those from a lower social class were more negatively impacted by employment loss 

during the pandemic.512 The consequence of low-skilled workers losing their jobs can be 

a decline in the other social determinants of health, opening vulnerability to social 

deprivation and poverty. According to the literature in Australia on the labour market 

during the pandemic, not only were low-skilled workers more vulnerable to job loss but 

so too were women, who are often employed in casual and part-time roles.331, 513 

International literature indicates that women are over-represented in perilous forms of 

employment, and women in the UK, Germany and US lost their employment and income 

at a higher rate than men during the pandemic.514 Loss of employment and income is 

substantial, especially for women, because they generally earn less than men and are more 

vulnerable to job loss due to the tenure of their employment.515 This is important as 

previous research has indicated that loss of employment affects future income516 and, 

therefore, increases gender inequalities within the workplace. 

Employment is an important social determinant of health and is associated with 

wellbeing.517, 518 For example, the findings of this research indicate that those with 

employment demonstrated significantly higher wellbeing compared to those who were 

unemployed. It is established in the literature that employment loss reduces financial 

resources, disrupts social connection, precipitates a loss of one’s sense of identity and 

creates stress.519-521 Income loss associated with a loss of employment can also affect 

other important social determinants of health, such as housing, food security and social 

support. Cole522 posit in their research regarding employment and wellbeing that people 

who are employed have higher wellbeing than those who are unemployed. Additionally, 

they reflect that people’s wellbeing deteriorates the longer they are out of employment, 

making it more difficult for them to rejoin the labour market. This holds great significance 

post-pandemic and for the participants in this research. If the labour market continues to 
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be driven by neoliberal policies promoting a casualised workforce, this can be detrimental 

not only to individuals’ economic wellbeing but also to their psychological wellbeing. 

8.6 Interpretation of the findings in context with the conceptual model 

Food supply and housing are intermediary determinants according to the WHO CSDH 

conceptual framework47 and are linked to economic hardship, which flows from 

underlying social stratification and exposes individuals to ill health (see Figure 14). Using 

the WHO CSDH conceptual framework, the socioeconomic and political context that 

existed prior to and during the COVID-19 pandemic has contributed to the food and 

housing stress that has been experienced by many Australians in this study, particularly 

among women. Food and housing security, according to the WHO CSDH conceptual 

framework, directly affects an individual’s equity in health and wellbeing, which links 

back to the social and public policies of Australia.47 This feedback mechanism also affects 

the social class and socioeconomic position of an individual, much like a cyclic process. 

Therefore, for change to occur in an individual’s food and housing insecurity, this should 

be mitigated through coordination of policies and interventions that alter an individual’s 

vulnerability to the intermediary determinants, such as food and housing. 
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Figure 14: WHO CSDH conceptual framework 

Reproduced with permission from WHO,47 see Appendix 2 

 

According to the WHO CSDH conceptual framework, social capital tracks across both 

the structural and intermediary social determinants of health, labelled the crosscutting 

determinant (see Figure 14).47 Social capital is viewed as the extension of social 

relationships and influences health through the social support systems that social 

relationships provide to those who participate within them. Social capital provides the 

flow of resources through individuals’ social networks.47 The WHO CSDH conceptual 

framework as applied to this thesis increases the understanding of the role that social 

capital has in reducing loneliness, creating a sense of belonging and enhancing wellbeing. 

The WHO CSDH conceptual framework’s notion of social capital resembles Putnam’s 

conceptualisation of social capital of bonding, bridging and linking, which refers to the 

trust and cooperation of relationships, respectful relationships and social norms. The 

fundamental aspect of social capital in the WHO CSDH conceptual framework is that 

there needs to be a re-distribution of power to enable the community to gain influence 

over the policies that hinder its wellbeing.47  
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Employment and income, according to the WHO CSDH framework, are structural 

determinants of health. In each society, inequalities are produced through a social 

hierarchy, which corresponds to social class (socioeconomic position/status), 

employment status and income levels.47 Occupational status can be understood as a proxy 

for social class, and as such, individuals can be assigned a class based on their skill level, 

occupational title and income. Employment and income then reflects social standing and 

allows certain privileges, including material resources, to determine living standards and 

allow access to education, health care and better housing (see Figure 14).  Even in 

Australia, where universal access to health services is provided through Medicare, 

enhanced health care access is available to those able to afford private health cover.523 

 

8.7 Implications and recommendations for public health 

It is evident from this research that there exists a socioeconomic status variation on the 

effects on Australians’ wellbeing during the pandemic based on their existing or amplified 

experiences of the social determinants of health. Public health professionals possess the 

expertise and experience to develop health promotion strategies and public health 

interventions and advocate for policies that impact Australians in terms of social 

determinants of health that create health and social inequalities. As indicated throughout 

this research, those who reside in low socioeconomic areas are disproportionately affected 

by the pandemic through the amplification of their social determinants of health in ways 

that influence their overall wellbeing. To address the social divide, there must be a greater 

emphasis by public health organisations and professionals to lobby governments and 

increase awareness of the need to address social determinants of health across all policies. 

However, it must be noted that, globally, there have been major challenges in recognising 
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and understanding the policy process to address the complex issues of the social 

determinants of health.524 

8.7.1 Inclusion of the social determinants of health in policies 

For public health organisations and professionals to begin lobbying the government for 

the inclusion of the social determinants of health into the policy agenda, it is vital that 

they understand the policy process. Kingdon’s 1985 multiple streams model of policy 

process and change outlines how issues are introduced into the policy agenda and then 

translated into policy.524 For an issue such as the social determinants of health to receive 

priority on a government agenda, Kingdon identifies that three streams must converge 

through ‘windows of opportunity’; that is, the problem stream, policy stream and politics 

stream. The problem stream is where the role of public health organisations, researchers 

and professionals is at the forefront. Social determinants of health can only be defined as 

a ‘problem’ when they are deemed as such, requiring a consensus among key stakeholders 

(public health organisations, researchers and professionals) in bringing the specific issues 

to the attention of policymakers.525 This is often achieved through independent inquiries 

into social determinants of health or health inequalities, continued accumulation of 

evidence (including research, such as this thesis) and using media and key events or crises, 

such as the COVID-19 pandemic. Kingdon describes the policy stream as a ‘primeval 

soup’ wherein the myriad opportunities for policy action are evaluated and tightened to a 

subset of seemingly feasible options.526, 527 The third stream, the political stream, 

encompasses factors and influences within the political field, including public opinion, 

government priorities, the budgetary context, activists’ and lobby groups’ campaigns and 

pressure on local government officials. Such influences can exert a commanding effect 

on the policy agenda.527, 528 
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Through understanding the theoretical formulation of Kingdon’s model, public health 

organisations and public health professionals have a basis from which to advocate and 

develop strategies to generate attention and priority to the social determinants of health. 

The Public Health Association of Australia (PHAA) are one such organisation that has 

been the driver for effective advocacy strategies and achieving change in the political 

arena, including such issues as health equity.529 As a practical measure, public health 

professionals could be part of policy change and policy action by joining special interest 

groups that are coordinated through the PHAA, as well as being included in the 

development of policy position statements and working groups that advocate for public 

health policy.530 This requires public health research that meaningfully engages with 

current issues to form a strong evidence base on which policy change can be argued. 

8.7.2 Strategies to mitigate food insecurity 

While food insecurity may be associated with developing or low- and middle-income 

countries, nations like Australia also have people and communities that experience food 

insecurity.478 Results from this research found that Australians residing in low 

socioeconomic areas experience food insecurity, with a substantial negative impact on 

their wellbeing. One of the largest barriers to addressing food insecurity within Australia 

is that it is not routinely or consistently measured,314 and therefore, the extent of the issue 

is likely to be underestimated. 

Addressing food insecurity within the Australian context should involve public health 

professionals replicating international interventional studies used to mitigate food 

insecurity. A review conducted on household food insecurity interventions in high-

income countries found that social protection interventions such as cash transfers and 

food subsidy programs, including the US Supplement Nutrition and Assistance 
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Programme, reduced the incidence of food insecurity.531 Additionally, while only 

demonstrating limited effects, community kitchens, food banks and community shops 

also influence food insecurity. However, such interventions are limited in that they rely 

on volunteers and may not always reach people experiencing food insecurity. Other 

studies have shown subsidised café meals532 community gardens, community kitchens533 

and supermarket voucher systems to be effective measures against food insecurity.534 

Although there have been some successful attempts at these types of programmes within 

Australia, such as the Café meals program,535 social café meals536 and Healthy rewards 

choice,537 the majority have relied on charitable organisations who lack funding or are 

time-limited due to being funded by research grants. Such interventions need to be 

appropriately funded and have sufficient resources to ensure their success. Further 

intervention research and program evaluations are required to ensure that such 

interventions have established effectiveness and will, therefore, address the long-term 

needs of those within low socioeconomic areas. 

8.7.3 Interventions to address social capital and combat loneliness 

Findings from this research show that Australians with low social capital and poor social 

support have poorer wellbeing, which impacted their ability to cope during the pandemic. 

Possessing high social capital provides a protective factor against negative life events,494 

such as a public health crisis. Therefore, public health interventions aimed at increasing 

social connectedness and social cohesion are vital. There have been various public health 

intervention studies in the literature that have demonstrated how social capital has a 

positive effect on wellbeing, social connectedness and a sense of belonging. Webber et 

al.538 used a connecting people intervention (CPI) aimed at improving social capital for 

people with mental illness or a learning disability, with results demonstrating that those 

with high-fidelity exposure to the CPI model had significantly higher access to social 
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capital and perceived social inclusion than those exposed to low fidelity of the CPI model. 

Similarly, a physical exercise intervention within a workplace in Denmark demonstrated 

that group-based exercise at work increased social capital and social cohesion within 

teams.539 

Public health professionals should adopt interventions to build social capital within 

communities thought to be low in social capital. These could include social prescribing, 

community centre involvement, exercise groups and other interest groups. Social 

prescribing has been recognised as a mechanism to address socioeconomic issues, 

individual wellbeing and social inclusion.540 Social prescribing has been used in the UK 

since the early 2000s and includes a health professional aiming to enhance social 

connections by referring people to the community or social enterprise sector. This 

includes libraries, social or hobby clubs (books, arts and crafts, horticulture or dance 

groups), self-help organisations and lunch clubs.541 Social prescribing is a growing 

concept within Australia, with limited studies conducted; however, the Royal Australian 

College of General Practitioners released a roundtable report on social prescribing in 2020 

outlining the beneficial effects of social prescribing and recommended a systematic 

approach to incorporate social prescribing into the Australian health care system.542 

8.8 Implications and recommendations for policy 

The first element in the WHO CSDH conceptual framework, the socioeconomic and 

political context, broadly refers to a continuum of factors that go beyond the individual, 

such as the structural, cultural and political aspects of a social system. A focus of this 

element is the political context that is responsible for generating and maintaining social 

stratification within society.47 It is political parties and the policy positions that they adopt 

that influence a broad range of factors, which in turn impacts the distribution of funding, 
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resources and materials within society. Therefore, policy recommendations are vital to 

address social and health inequalities that are produced in response to the amplification 

of the social determinants of health and the influence these have always had on the 

wellbeing of Australians, particularly during times of crisis such as the COVID-19 

pandemic. 

8.8.1 Addressing housing affordability 

As neoliberalism in Australia drives the private rental market, this has led to a short supply 

of affordable housing options and a shrinking pool of social housing. Housing 

affordability over the last decade in Australia has declined for low-income renters and for 

some low-income homeowners.543 The challenges of affordable housing impact a 

household’s ability to pay for food, utilities, transport, health and childcare. Such 

challenges can, in turn, result in stress from financial pressure and fewer opportunities, 

leading to a decrease in quality of life and overall wellbeing.544 The findings of this thesis 

demonstrate that during the COVID-19 pandemic, about a third of all participants 

experienced housing instability. While pre-pandemic incidence figures on housing 

in/security are not available, much of the literature on housing affordability pre-pandemic 

within Australia indicates increasing concern.485, 545, 546 A greater emphasis needs to be 

placed on affordable housing strategies to address the housing insecurity that has been 

highlighted by the pandemic. Policymakers need to use evidence produced from research 

to act on the housing crisis in Australia. This includes providing increased rental 

assistance for Australians in the private rental market, particularly for those within low 

socioeconomic areas. 
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8.8.2 Recommendations to use existing policy frameworks 

Australia is currently committed to a policy framework to address the social determinants 

of health through the UN SDGs. In 2015, all 193 UN member states, including Australia, 

committed to the 2030 Agenda for Sustainable Development. The basis of this agenda is 

the 17 SDGs, which are indicator-based and contain specific and general targets that 

recognise that ending poverty and other social deprivations must coincide with strategies 

to improve health, education, economic growth and climate change.547, 548 Understood as 

a vehicle through which social determinants of health can be addressed, embracing the 

SDGs are crucial to advance health and promote wellbeing.549, 550 However, Australia has 

been comparatively slow to implement mechanisms to achieve the 2030 target on the 

SDGs, ranking below the average score of other advanced countries.551 With this in mind, 

the Australian government and policymakers need to revitalise the agenda of the UN 

SDGs through a national vision and framework to coordinate efforts. Politicians need to 

work on bringing policies in line with the global agenda to which they are signatories. In 

particular, the Australian government should promote changes to eliminate poverty (SDG 

1), end hunger and achieve food security (SDG 2), promote health and wellbeing (SDG 

3), promote inclusive economic growth and employment (SDG 8) and reduce inequality 

within Australia (SDG 10). 

One important step in achieving these SDG targets that has gained traction in Australia 

in recent years comes from the 2017 Uluru Statement from the Heart, read at the First 

Nations National Constitutional Convention, to recognise Aboriginal and Torres Strait 

Islanders in the Australian constitution.552 The outcome of the recognition of Aboriginal 

and Torres Strait Islanders in the constitution enables a First Nations voice in parliament, 

healing and truth-telling and treaties with governments that suit their socioeconomic 

situations; however, a national referendum needs to occur for this to be achieved.553 While 
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this has been a topic of discussion by Australian governments since 1988, several 

strategies, such as the implementation of expert panels, community engagements and 

referendum council consultations, have aimed to inform the public; however, to date, no 

referendum has taken place.552 Constitutional recognition of Aboriginal and Torres Strait 

Islanders will create an opportunity to reduce inequality within Australia between 

Aboriginal and Torres Strait Islanders and non-Indigenous populations.554 Additionally, 

the UN has identified universities as key to the implementation of the UN SDGs. To this 

end, many universities across Europe, the United States, the United Kingdom, Australia, 

New Zealand and Asia have implemented initiatives and have embedded the SDGs within 

the university curriculum.555 

8.8.3 Recommendations for employment and income security 

As identified in this research, the casualisation of the Australian workforce has 

contributed to the economic challenges and employment loss faced by many Australians 

during the pandemic. Casual employment is underpinned by a lack of security, being 

deployed on an ad hoc basis and with no guarantee of future work. Additionally, casual 

employment lacks paid leave entitlements (sick leave, annual leave, carers leave and 

redundancy benefits) that are typically awarded to permanent employees.556 It is also 

important to note that casual employment is often associated with income insecurity.557 

A further issue in the Australian labour market is the use of fixed term contracts, which 

are concentrated in industries such as health care, education and social assistance. These 

are particularly problematic because these industries have predominately female 

employees and, therefore, contribute to a gendered labour market disparity and the 

continued economic disadvantage of women.558 Although they may have paid leave 

entitlements, employees with fixed term contracts face higher employment insecurity as 

employers are not obligated to renew their contract once it comes to an end.559 The 
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Australian government and policymakers have a role to play in ‘pulling the policy levers’ 

to reform fixed term contracts and casualisation of the workforce. 

8.9 Recommendations for future research 

This research used a mixed methods approach aimed at developing an understanding of 

the relationship between wellbeing and the social determinants of health among 

Australians during the COVID-19 pandemic. Given that this is an emerging infectious 

disease and is currently ongoing, the full extent of the impacts of public health mitigation 

strategies and effects on wellbeing is still being established. Despite Australia’s previous 

experience of infectious disease outbreaks, including SARS and MERS, the COVID-19 

pandemic has been the largest in the twenty-first century and is, therefore, a novel event 

for Australia. While this research has shown a relationship between wellbeing and many 

of the social determinants of health, there is still much to learn about the impact of the 

pandemic. As the COVID-19 pandemic remains a threat and the impacts of mitigation 

efforts continue, the effects on both population and individuals’ wellbeing and social 

determinants of health long term need to be explored. Longitudinal studies should be 

conducted to identify the impacts of the pandemic on wellbeing and the social 

determinants of health over a longer period to contribute to knowledge in this field. 

This cross-sectional study design provided the opportunity to estimate the odds ratios of 

the study relationship between exposure and outcomes. However, a cross-sectional study 

design is an analysis at one point in time; therefore, a causal relationship is difficult to 

infer.560 Future research could include the use of quasi-experimental study designs. For 

example, this could include interventions such as these that have been conducted in the 

international literature: 1) gratitude interventions for individuals who are lonely in 

lockdown to improve mental wellbeing561 and 2) Cognitive Behaviour Therapy versus 
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Groups 4 Health (intervention to increase social belonging) for individuals in lockdown 

to improve quality of life and loneliness.562 

Future research may build on the concept of wellbeing and social determinants of health 

among different population groups within Australia. While this research employed robust 

methods appropriate to the existing lockdown measures to achieve a diverse sample of 

Australian participants, females accounted for most respondents. This is not an 

uncommon phenomenon in research, with more females participating in research than 

males. Evidence from the literature indicates that this is partially due to the way women 

are socialised; women often participate due to altruistic reasons, or in some cultures, to 

fulfil the social expectation and to please male family leaders.563 Therefore, building on 

the findings of this research, sampling to incorporate more men, non-binary and 

transgender persons needs to be explored. Social determinants of health are most likely 

to be experienced by those whose lives are characterised by intersectionality, such as 

gender, sexuality, poverty and experience of racism.564 Therefore, further research could 

also be conducted to explore the experiences of the relationship between wellbeing and 

social determinants of health among subpopulation groups within Australia, such as 

international students, LGBTQI+ people, refugees and Aboriginal and Torres Strait 

Islander populations. Additionally, future research could explore a comparison between 

states and territories with harsh public health restrictions compared to those states and 

territories within Australia that had minimal restrictions imposed. 

One of the key features of the social determinants of health is that they can and do 

coexist.564 Studying social determinants individually can miss coexisting patterns. For 

example, those living with low incomes are more likely to be exposed to food insecurity 

or housing instability, or those experiencing racism or from a specific ethnic group may 

be at a higher likelihood of low social capital. Programs and interventions that target 
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multiple determinants of health have the potential for greater impact than strategies that 

address only one adversity.564 For example, in addressing housing instability, it is critical 

that other social determinants of health, such as food insecurity, unemployment or 

financial difficulties, be taken into consideration. Therefore, further research needs to be 

conducted on the social determinants of health that have not been addressed through this 

research. 

8.10 Strengths and limitations 

A strength of this thesis is that it explored the relationship between wellbeing and social 

determinants of health during a new and emerging infectious disease outbreak. When this 

research commenced, there was very limited research conducted on the social 

determinants of health during the pandemic. Much of the early literature included in the 

text and opinion systematic review (Chapter 2) was based on expert opinion of the 

potential exacerbation of the social determinants of health and the effect on health 

outcomes, including wellbeing. At that point in time, much of the literature was emerging 

from the United States. Therefore, this research contributes to the now-growing evidence 

of the effect of the pandemic on existing social determinants of health and the impact this 

has had on overall wellbeing. It highlights the health and social inequalities that already 

exist in Australia and promotes calls for renewed action on the social determinants of 

health. 

Data for this research was drawn from a national sample, including participants from each 

state and territory and from a range of socioeconomic areas, thereby providing a diverse 

cross-section of Australians. This is a strength of the research. Additionally, the use of a 

mixed methods study design is a key strength as it allowed for a comprehensive 

understanding of the relationship between wellbeing and social determinants of health 
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during the COVID-19 pandemic. The findings from the quantitative phase of the research 

were confirmed, explained and expanded by the qualitative findings. 

As with all research, there are some limitations that need to be acknowledged, and the 

findings of this research should be interpreted with consideration of these limitations. As 

mentioned previously, using a cross-sectional study design for the quantitative phase of 

this mixed methods research makes it impossible for a causal relationship to be drawn, 

given that measurements are at one time point.560 Social media recruitment into an online 

survey was used for the quantitative phase of the research. While there are advantages to 

this method, there is also debate about the potential impacts of the digital divide in 

ensuring a representative sample.534 Australians without access to the internet, those who 

have low digital literacy and those without social media accounts may have 

unintentionally been excluded from participating in this study. However, 91% of 

Australians are reported to have access to the internet565 and the study purposively 

recruited individuals from more disadvantaged communities to ensure that less-

advantaged Australians were included in the sample. 

While robust methods were used to ensure a diverse national sample of participants, 

females were over-represented in the quantitative phase of this research. Future research 

could use targeted strategies to ensure a representative sample of all genders is included. 

A further limitation of this research is that some of the participants purposively selected 

for the qualitative phase of the research had to be interviewed over the telephone rather 

than through videoconferencing. This meant that there was no non-verbal 

communication, such as eye contact or body language occurring, which may have had an 

impact on the interpretation of the data. However, the literature suggests that there is no 

significant difference in the quality, length and substantive coding of semi-structured 

interviews conducted through videoconferencing and telephone compared to face-to-face 
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interviews. Although this potential limitation may not have significantly impacted the 

data quality, the researcher nevertheless mitigated the potential loss of non-verbal 

communication through careful listening, noting changes in voice tones and rapid 

speech.566 

8.11 Concluding remarks 

This thesis provides new evidence of the relationship between Australians’ wellbeing and 

social determinants of health during the COVID-19 pandemic. The findings highlight the 

significance of a public health crisis on Australians’ existing social determinants of health 

and the burden this has placed on their overall wellbeing during the COVID-19 pandemic. 

The findings demonstrate that those residing in low socioeconomic areas experienced 

significant food and housing insecurity, low social capital and were more likely to have 

income and employment loss that influenced their overall wellbeing during the COVID-

19 pandemic. Importantly, the interconnectedness of the social determinants of health 

experienced by some Australians has exposed the need to address poor and unfair social 

and health policies. It has highlighted the unequal distribution of power and resources 

between individuals in different socioeconomic areas and demonstrated that those with 

socioeconomic advantages were less affected by the mitigation strategies implemented 

during the pandemic. This resulted in those from higher socioeconomic areas exhibiting 

positive wellbeing despite the challenges of the pandemic. 
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licence is limited to the current edition of your publication. Future editions or a different use of 

the Licensed Materials will require additional permission from WHO. If your request includes 

translation into different languages, then non-exclusive permission is hereby granted to 

translate the Licensed Materials into the languages indicated. 

 

2. Retained Rights. Copyright in the Licensed Materials remains vested in WHO, and WHO 

retains all rights not specifically granted under this Agreement.  

 

3. Mandatory Acknowledgement. In every instance of the Licensed Use, you must make 

suitable acknowledgement of WHO, either as a footnote or in a reference list at the end of 

your publication, as follows: 

"Reprinted from Publication title, Vol /edition number, Author(s), Title of 

article / title of chapter, Pages No., Copyright (Year)." 
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In addition, If the Licensed Materials originate from the WHO web site, you must also include 

the URL reference and the date accessed. 

 

Translations of the Licensed Materials should be attributed as follows: 

"Translated with permission of the publisher from Publication title, Vol 

/edition number, Author(s), Title of article / title of chapter, Pages No., Year." 

 

4. Altering or Modifying the Licensed Materials. As part of the Licensed Use, you may 

minimally alter or adapt figures and tables in the Licensed Materials to match the style 

of your publication. Any other alteration or modification of the Licensed Materials 

(including abbreviations, additions, or deletions) may be made only with the prior 

written authorization of WHO.  

 

5. Appropriate and Prohibited Uses. You must use the Licensed Materials in a factual 

and appropriate context. You may not use the Licensed Materials in association with 

any product marketing, promotional, or commercial activities, including, without 

limitation, in advertisements, product brochures, company-sponsored web sites, annual 

reports, or other non-educational publications or distributions. 

 

6. No WHO endorsement. You shall not state or imply that WHO endorses or is affiliated 

with your publication or the Licensed Use, or that WHO endorses any entity, 

organization, company, or product.  
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7. No use of the WHO logo. In no case shall you use the WHO name or emblem, or any 

abbreviation thereof. Notwithstanding the foregoing, if the WHO name and/or emblem 

appear as an integral part of the Licensed Materials (e.g. on a map) you may use the 

name and/or emblem in your use of the License Materials, provided the name and/or 

logo is not used separately from the Licensed Materials.  

 

8. No Warranties by WHO. All reasonable precautions have been taken by WHO to 

verify the information contained in the Licensed Materials. However, WHO provides the 

Licensed Materials to you without warranty of any kind, either expressed or implied, 

and you are entirely responsible for your use of the Licensed Materials. In no event shall 

WHO be liable for damages arising from your use of the Licensed Materials.  

 

9. Your Indemnification of WHO. You agree to indemnify WHO for, and hold WHO 

harmless against, any claim for damages, losses, and/or any costs, including attorneys' 

fees, arising in any manner whatsoever from your use of the Licensed Materials or for 

your breach of any of the terms of this Agreement. 

 

10. Termination. The licence and the rights granted under this Agreement shall 

terminate automatically upon any breach by you of the terms of this Agreement. 

Further, WHO may terminate this licence at any time with immediate effect for any 

reason by written notice to you.  

 

11. Entire Agreement, Amendment. This Agreement is the entire agreement between 

you and WHO with respect to its subject matter. WHO is not bound by any additional 

terms that may appear in any communication from you. This Agreement may only be 

amended by mutual written agreement of you and WHO.  
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12. Headings. Paragraph headings in this Agreement are for reference only.  

 

13. Dispute resolution. Any dispute relating to the interpretation or application of this 

Agreement shall, unless amicably settled, be subject to conciliation. In the event of 

failure of the latter, the dispute shall be settled by arbitration. The arbitration shall be 

conducted in accordance with the modalities to be agreed upon by the parties or, in the 

absence of agreement, with the rules of arbitration of the International Chamber of 

Commerce. The parties shall accept the arbitral award as final. 

 

14. Privileges and immunities. Nothing in or relating to this Agreement shall be deemed 

a waiver of any of the privileges and immunities enjoyed by WHO under national or 

international law and/or as submitting WHO to any national court jurisdiction. 
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Appendix 6 - Participant Information Sheet (Phase 1 and Phase 2) 

 



 341 

  



 342 

Participant Information Sheet and consent form (Phase 2) 
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