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Abstract: Background: New Zealand was one of the first countries to adopt an elimination strategy
based on a four-tier Alert Level system that included strict lockdowns at levels three and four. The
lockdowns meant shutting out external social networks and being confining to individual household
‘bubbles’ only. This presented challenges for minority Pasifika communities in New Zealand as their
cultural values are based on social bonding, interconnectedness, community engagement and caring
for each other. The aim of this research was to conduct a small-scale pilot study to test and refine the
study design and identify the major challenges faced by Pasifika communities in relation to accessing
health, social and mental services while in lockdown. Methods: This exploratory study was designed
using an online anonymous questionnaire survey targeting people who identified as Pasifika. A
total of eighty-seven respondents were included in our analyses following the questionnaire survey.
Results: Five main barriers to accessing health, social and mental health services during lockdowns
were identified; (1) unavailability of or limited services; (2) fear of contracting the virus; (3) perception
of high costs associated with seeking medical assistance; (4) transportation difficulties; and (5) lack
of time. Almost a quarter of the respondents reported losing their jobs, 80% indicated a decline in
their household income and more than half experienced some form of psychosocial distress while in
lockdown. Conclusions: The findings of this research highlight existing challenges faced by Pasifika
communities in adequately accessing essential services. Future research can focus on the key barriers
to access identified in this research to gain a deeper understanding of services and its interaction with
Pasifika communities during lockdowns.
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1. Introduction

The World Health Organisation declared the COVID-19 outbreak a global public health
emergency on 30 January 2020 [1]. As of February 2023, there have been approximately
672 million cases and just under seven million deaths globally due to the pandemic [2].
In this period, New Zealand has recorded over two million cases and approximately
2500 COVID-related deaths [2]. Countries across the world adopted different measures
and strategies to battle the COVID-19 virus, many of which were highly restrictive [1].
These measures included self-isolation or national lockdowns and quarantines, social and
physical distancing, mandatory vaccination, travel and border restrictions, use of per-
sonal protective equipment (such as masks), employing preventive hygiene behaviours
(e.g., handwashing with soap or sanitizer) and the use of contact tracing apps to report
close contacts. The global impact of the pandemic was not limited to its immediate health
effects. It had far-reaching consequences on the world economy [1]. The measures im-
plemented to mitigate the spread of the virus, such as travel bans, border closures and
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quarantines, created significant disruptions in the supply chains and the demand for goods
and services. The long and widespread break in trade and free movement around the world
meant that many local, national and international businesses and government services
could not deliver products and services at all or in a timely manner. The flow-on effect for
some businesses was to close. Countries who were reliant on outside suppliers for primary
goods and services faced unprecedented wait times, causing loss of income and jobs.

The first New Zealand case of COVID-19 was confirmed on 26 February 2020, and
on 26 March 2020, the country had moved into a strict nationwide lockdown, which
was defined as Alert Level four [3]. It had from the outset the end goal of elimination.
This was later replaced with a minimisation strategy once community transmission rates
were considered manageable. Mitigation measures implemented during the peak of the
pandemic included border control and closure, self-isolation, restricted social gatherings
and social distancing at Alert levels one and two [4]. The majority of the nation united in
its support of the government’s decision to go into lockdown for the greater good of all [5].
New Zealand was one of the first countries to adopt a stringent elimination strategy based
on a four-tier Alert Level system that was reinforced by the government’s ‘Go Hard, Go
Early’ message [4]. Alert level 1 allowed businesses, schools, workplaces, churches, sports
centres, public transport, etc., to be open or operate but COVID-19 Tracer QR codes had
to be displayed so that everyone’s movements could be traced should a case test positive
and community contacts had to be notified. At this level, there were no restrictions on the
number of people at social gatherings and no restrictions on movement across the county,
but mask wearing on planes and public transport was mandatory for people 12 years and
older unless they had a diagnosed mental health condition or disability. The assumption in
alert level 1 was that the disease is contained. Alert level 2 applied where the government
believed there to be a low risk of community transmission. At this level, social movement
was allowed with gatherings of up to 100 people only. Physical distancing, contact tracing
and mask wearing were mandatory. In Alert level 3, restrictions on movement were
intensified. People were strongly advised to remain and work from home in exclusive
‘bubbles’ but some businesses could open for trade and contactless trading services were
recommended. Mandatory mask wearing and social distancing applied. Gatherings of
only 10 people were allowed and restrictions were in place on how many staff could work
in person in any workplace. The ‘bubbles’ were made up of family or friends who were
living together or were in constant close contact with each other. Alert level 4 was the most
restrictive level. In this level, the area is declared to be in lockdown. This meant that all
people were to remain and work from home in their bubble/s. This meant no gatherings
were allowed, mask wearing was mandatory, all supplies were rationed and only essential
services (such as approved food stores, hospitals, pharmacies, petrol stations, and other
approved services or businesses) operated. However, the lockdown meant that the masses
were required to remain in small household ‘bubbles’, giving up on their liberty of freedom
to some extent. This has contributed to negative health, social and mental health outcomes
arising from an extended period of isolation in lockdowns [6–8].

The COVID-19 pandemic has presented unique challenges at health, political, socio-
economic and community levels. Lockdowns have contributed to an increase in perceived
levels of loneliness, which pose a myriad of public health risks [9]. In addition, patients
with pre-existing anxiety disorders have reported heightened concern for the future and
increased difficulty in managing anxiety with restrictions implemented [10]. The effects
of lockdowns have not discriminated by age either, as young adults exhibited increased
loneliness and reduced social support during the pandemic [11,12]. Furthermore, there
is evidence to suggest that frustration emanating from adjusting to the initial period and
length of lockdowns had a negative effective on domestic violence abuse and mental
health [6,13]. Vulnerable and marginalised groups have been hit the hardest and research
from the UK suggest that Black, Asian and minority groups, together with those expe-
riencing socioeconomic depravation and health disorders, reported higher thoughts of
self-harm/suicide [14]. This demonstrates that lockdowns during pandemics and crises
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give rise to a multitude of anticipated challenges such as economic hardships, mental
health impacts, social isolation, domestic violence concerns, among others. The resulting
educational and social inequalities emphasise the importance of considering the broader
social and economic impacts beyond just disease containment.

Pasifika communities represent approximately 10% of the New Zealand demographic [15].
‘Pasifika’ is the term used throughout this article when referring to people of Pacific Islands
ethnicities. Inequalities resulting from high unemployment rates, fewer economic resources
and lower-than-average income levels have led to poor health outcomes and poor access to
healthcare [16]. There were concerns that Pacific community views were overlooked in the
initial COVID-19 response planning [17]. Social bonds, interconnectedness and community
relationships are the fundamental cultural values that underpins Pasifika people’s way of
helping each other in times of crisis. These were leveraged in the Pacific response to the
pandemic [18]. However, lockdowns worked against this very ethos as Pasifika communities
follow a collective perspective and may belong to more than one household [17,19]. Despite
the challenges, Pacific health service providers united in mobilising their resources to reach
Pasifika communities during the pandemic, but it is important to learn what worked and what
did not and how it influenced health outcomes [20].

Given the existing inequalities, it was timely to gain a better understanding of the
major barriers that hindered access to essential health, social and mental health services in
Pasifika communities during the COVID-19 pandemic. Research in New Zealand suggests
that people delayed seeking healthcare [21] and the loss of autonomy impacted individual
wellbeing during the lockdown [19]. The aim of this research was to conduct a small-
scale pilot study to test and refine the research methods, procedures and data collection
techniques to inform the development of a large-scale future research study. We were
also interested in establishing the key drivers that hindered service-seeking behaviour
specifically among Pasifika communities in New Zealand.

2. Materials and Methods

This exploratory study was designed using an ad hoc online anonymous questionnaire
survey. The questionnaire was developed with the consensus of the research team who
identified four domains of interest as a focus of the survey (Table 1). The aim of the
survey was to collect data to identify the major challenges faced by Pasifika communities
with respect to access to essential services during COVID-19 lockdowns in New Zealand.
In addition, this study would help inform methodological considerations for a future
large-scale study.

2.1. Participants

The inclusion criteria were that participants needed to be of Pasifika descent. This
research was open to all genders, age groups, occupations and locations of potential
participants. Convenience sampling was used to recruit the participants. The survey was
advertised through email contacts via established Pacific community networks. Ethical
information was delivered at the beginning of the questionnaire and respondents were
requested to indicate their consent to participate before continuing with the survey. The
English language survey completed through a Qualtrics link took approximately 10–15 min
to complete. At the end of the questionnaire, participants were included into a draw to
win one of ten NZD50 vouchers (supermarket or petrol). Ethical approval to conduct this
research was granted by the University of Auckland Human Participants Ethics Committee
(reference #: 024697).

2.2. Measures

Participants reported demographic characteristics such as age, gender, ethnicity and
place of residence. Items were included to capture responses from participants about their
personal experiences during the COVID-19 pandemic in New Zealand in four domains that
included (1) barriers to services; (2) employment disruptions; (3) psychosocial impacts; and
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(4) lockdown preparedness (Table 1). The domains included items that were highlighted
in the literature as drivers of barriers to seeking health, social and mental health services.
The domains were represented by 22 multi-choice or multi-point Likert-scale items to
capture quantitative responses from participants about their personal understanding and
experiences they felt most, and their health needs based on their real-life experiences during
the COVID-19 pandemic in New Zealand

Table 1. Summary of survey domain items.

Domain Item Response Options

Barriers to
services

What barriers to accessing
health/social/mental services

did you face during
lockdown levels 3 and 4

(tick all that apply)?

1. Services were unavailable or limited during lockdown,
2. Cost of services,
3. Lack of childcare (to supervise my children at home),
4. Fear of getting COVID-19 from the community,
5. Lack of transport,
6. Cost of transport,
7. Mobility difficulties (e.g., disabled),
8. Lack of time,
9. Other (please specify),
10. (No barriers)

Employment

Have you lost your job
due to the lockdown?

1. Yes
2. No

Household income:

1. Reduced a lot,
2. Reduced a little,
3. Didn’t change,
4. Don’t know—I haven’t received any feedback,
5. Other ([please specify]);

Psychosocial
impacts

Do you think that the
pandemic has had mental
health and social impacts?

(depression, anxiety, loneliness,
suicide, family violence).

1. Harmful,
2. None,
3. Don’t know—I haven’t received any feedback

Preparedness Were you and your whanau (family)
prepared for the COVID-19 lockdowns?

1. Yes
2. No

2.3. Analysis

Descriptive statistics were generated in IBM SPSS Statistics for Windows version 27.0
(IBM Corp., Armonk, NY, USA) to report the data frequencies and percentages related to
the survey domains.

3. Results
3.1. Participant Characteristics

A total of eighty-seven respondents were included for analyses, of which 68% were
females. A total of 17 respondents started the survey but did not complete it and as such
were omitted from the final analyses. The average age was 39 years (range: 20–68) and
about 70% of respondents identified as Samoan (49%) or Tongan (22%) ethnicities. Between
two and nine percent of the participants identified as either Cook Island Māori, Niuean,
Tokelauan, Tuvaluan, Ni Vanuatu or Fijian. Furthermore, half were from Auckland, with
most respondents residing in South Auckland (74%). According to the 2018 New Zealand
Census, there were 381,642 people who identify as Pasifika [15]. This was composed
of an approximately equal male to female ratio and a median age of 23.4 years. The
largest sub-ethic group was Samoan (48%), followed by Tongan and Cook Island Māori at
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approximately 20%. All other Pasifika ethic groups were composed of numbers less than
8% and 64% of all Pasifika people who live in Auckland.

3.2. Access Barriers to Services

The three main barriers to accessing health services during COVID-19 lockdowns
were reported to be (1) unavailability of or limited services (58%); (2) fear of contracting
the virus at health facilities (54%); and (3) perception of high costs associated with seeking
medical assistance (26%). It was found that 14% of respondents reported no barriers to
accessing health services (Figure 1).
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Figure 1. Barriers accessing health services during lockdown levels three and four.

The three main barriers to accessing social services during COVID-19 lockdowns were
reported to be (1) unavailability of or limited services (46%); (2) fear of contracting the virus
(38%); and (3) transportation difficulties and lack of time (14%). It was found that 24% of
respondents reported no barriers to accessing health services (Figure 2).

The three main barriers to accessing mental health services during COVID-19 lock-
downs were reported to be (1) fear of contracting the virus (30%); (2) unavailability of or
limited services (27%); and (3) lack of time (18%). Interestingly, a high percentage (34%) of
respondents reported no barriers to accessing mental health services (Figure 3).

3.3. Employment Issues Faced by Respondents during Lockdowns

There were 23% of participants who reported to have lost their jobs during the lock-
down and 44% reported that their employment status was unaffected. Factors that would
improve employment were reported to be (1) more financial help from the government,
(27%); (2) taking up a job in a new field (21%); and (3) better employment-related policies
(15%). In addition, approximately 80% of the respondents reported a decrease in their
household income during the pandemic; decreased a lot (62%); and decreased a little (19%).
With regard to challenges experienced due to employment disruptions, the participants
reported (1) embarrassment seeking financial assistance (70%); (2) lack of awareness of the
financial assistance available (65%); and (3) being afraid to ask for financial assistance as
they did not know their rights (64%).
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Figure 3. Barriers accessing mental health services during lockdown levels three and four.

3.4. Psychosocial Wellbeing and Preparedness

More than half the respondents (Table 2) reported experiencing psychosocial chal-
lenges during the pandemic. Most thought that there were harmful effects on anxiety (67%);
loneliness (61%); depression (57%); family violence (52%); and having suicidal tendencies
(43%). Nearly half (48.4%) of respondents reported that they and their family were un-
prepared. The most common priority that was reported to be poorly planned was having
sufficient food stored (76%); adequate financial resources (62%); and medication (52%). The
most common source of help for participants reported were family, relatives and friends
(62.3%); the Ministry of Health (31.1%); and non-governmental organisations (26%).



COVID 2023, 3 1694

Table 2. Mental health and social impacts.

Impact
Response (n = 87)

n %

Depression 38 56.7
Anxiety 45 67.2

Loneliness 41 61.2
Suicide 29 43.3

Family violence 35 52.2

4. Discussion

The five main barriers to accessing health, social and mental health services during
lockdowns were (1) unavailability of or limited services; (2) fear of contracting the virus;
(3) perception of high costs associated with seeking medical assistance; (4) transportation
difficulties; and (5) lack of time. These barriers were consistently highlighted by the
respondents across each of the service delivery options. Almost a quarter of the respondents
reported losing their jobs, 80% indicated a decline in their household income and more
than half experienced some form of psychosocial distress while in lockdown.

Unavailable or limited services was a common challenge as the pandemic forced a
reset of priorities that included the postponement of elective surgeries, chronic disease
diagnostics and non-urgent medical care [22]. This is understandable given the significant
surge in infections and deaths. The World Health Organisation reported disruptions to
essential health services in 90% of the countries mainly due to workforce and financial
challenges [23]. The services that were most frequently disrupted were routine immu-
nization, noncommunicable disease (NCD) diagnosis and treatment, family planning and
contraception, treatment for mental health disorders, antenatal care and cancer diagnosis
and treatment. At New Zealand’s Auckland City Hospital, surgical admissions decreased
by 29% and surgeries reduced by 44% during the lockdown [24]. Access to services was
further exacerbated by unclear messages and the lack of information around what was
available and if people were allowed to leave their homes [19,21,25,26].

Fear of contracting the virus when presenting at healthcare facilities, perception
of high costs, and transport and time constraints may have contributed to the delayed
diagnosis and treatment of underlying conditions in Pasifika communities. It is unclear if
the delayed treatment has discouraged the community to seek healthcare assistance post-
COVID-19 lockdowns. It has been suggested that the loss of patient–clinician interaction,
the discontinuity of treatment, postponed follow-ups and its influence on the uptake of
health services need further investigation [22]. Interestingly, a survey of 1010 people in
New Zealand found that 86% of the respondents had contact with general practice services
but over half reported delaying seeking healthcare at levels three and four lockdowns [21].
The high engagement with health services in this study is contrary to our findings but it
must be noted that this study comprised only 2% of participants who identified as Pasifika
ethnicity. However, this research highlighted health services as being busy; services being
postponed, delayed or not available; and a fear of being infected with COVID-19 as the
most common reasons for delayed healthcare assistance, which support our findings.

As discussed above, the lack of information about services available appears to be a key
factor in the uptake of services. This can be highlighted by our finding that the perceived
high cost of healthcare discouraged people from accessing services. It is important to
highlight that tertiary healthcare is provided free of charge to New Zealand residents
and citizens through the public health system, and General Practitioner (GP) services are
subsidised by the government, especially for individuals with low income. In addition,
Community Services Cards were available for people on low-income to receive subsidies
on health appointments and low-cost medical prescriptions [26]. The government also
introduced social initiatives such as hardship assistance, food grants and wage subsidies.
These initiatives would have assisted those respondents who reported job losses and
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declines in household income, if only they were aware of it. Although public health services
are free and general healthcare is subsidised, Pasifika families faced challenges in the uptake
of health services even prior to the pandemic [27]. The findings also highlighted that
Pasifika communities look to their family members for assistance and were embarrassed or
afraid to seek available social and financial assistance.

A concerning finding of this research was the relatively high percentage of respondents
reporting psychosocial distress during the lockdowns (Table 2). However, this is not uncom-
mon, as existing research have associated the erosion of social interaction [6,8,14,17,19,26]
and employment-related risk factors [7] with negative mental health outcomes during the
lockdowns. There is evidence to suggest that people who were employed during the pan-
demic experienced less mental health distress, higher psychosocial wellbeing, better quality
of life and lower levels of overall loneliness than those who were unemployed [28,29]. In
addition, the lockdowns were particularly difficult for those who lost their loved ones
during this period as there were restrictions on funeral services. Pasifika communities
could not organise family gatherings to observe deep-rooted cultural traditions. These
challenges imposed by lockdowns have been shown to have negative mental and social
outcomes on people dealing with the loss of their family members [30]. On the other hand,
34% of the respondents in our research reported no barriers to accessing mental health
services. It could be that these respondents did not need mental health services, or the
service providers were effective in assisting people. Regardless, it is essential to further
investigate what worked and what did not for Pasifika communities in terms of access to
these essential services.

This exploratory research focusses on descriptive analyses and did not aim to draw
conclusions based on inferential statistics for the association between variables. The non-
probability convenience sampling technique of this research could have introduced sam-
pling bias, leading to skewed or unrepresentative results. These limitations do not allow
us to make generalisations about the subgroups within the Pasifika demographic such as
age, gender and employment status and their associations with service access barriers. In
addition, the survey was not appropriate for potential participants with limited English pro-
ficiency and digital literacy. However, the aim of this research was to first establish the key
factors that would inform the development of future targeted in-depth research that aim
to minimise or eliminate service access barriers for Pasifika communities. Future research
should include representative sampling methods such as cluster and stratified sampling
techniques to accurately reflect the characteristics and diversity of the Pasifika community.

Future research can be strengthened by using service accessibility theoretical frame-
works to guide the study design. One such approach would be to incorporate Levesque’s
Conceptual Framework of Access to Health, which postulates five dimensions of access
and the five abilities of the population to access healthcare [31] as interrelated supply and
demand determinants. This framework is designed to provide a comprehensive perspec-
tive on access by considering various dimensions and determinants that can influence
an individual’s ability to obtain needed healthcare services. Access to services is repre-
sented by approachability; acceptability; availability and accommodation; affordability;
and appropriateness. The ability to access services is characterised by the ability to perceive;
ability to seek; ability to reach; ability to pay; and ability to engage. Our findings mainly
correspond to three dimensions: availability, accessibility and affordability. The dimensions
of accommodation and acceptability that examine the needs of diverse demographics and
cultural and social preferences would offer deeper insights into service access. Future
research can focus on the key barriers to access identified in this research underpinned by
theoretical frameworks to gain a deeper understanding of services and their interaction
with Pasifika communities during lockdowns.

5. Conclusions

The aim of this exploratory research was to conduct a small-scale pilot study to test and
refine the study design and identify the major challenges faced by Pasifika communities in
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relation to accessing health, social and mental services. We identified five key challenges
that relate to the delivery of services and ability to access services. Given that our research
identified key areas of focus, a larger representative and stratified sample would help
gain richer information on the strengths and gaps in service provision and community
engagement. This could inform policies and response strategies to promote health, social
and mental health outcomes during times of crises for Pasifika communities.
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