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Te aim of the study was to understand older Chinese migrants’ perceptions of social cohesion and access to health to
manage chronic diseases during the COVID-19 pandemic in Australia. Tis study employed a qualitative descriptive study
design. Participants were recruited from a Chinese community organisation in an Australian state. Data were collected via
online interviews with participants using Zoom andWeChat Apps. A semistructured interview guide informed by the social
determinants of health framework was used in the interview. Te data collection period was between August and October,
2020. Tematic analysis was used in data analysis. In total, 24 participants including 17 older Chinese migrants with
noncommunicable chronic diseases and seven family carers participated in the study. Of the 17 older Chinese migrants, 10
were male and seven were female. Teir mean age was 76 years (ranging from 65 to 86) and they spoke little English. All
seven carers were females with a mean age of 61 years (ranging from 35 to 76).Tree main themes were identifed in the study
and described as: increased loneliness, anxiety, and depression; increased difculties in accessing healthcare services; and
various experiences in telehealth. In conclusion, older Chinese-Australians who spoke little English and lived with chronic
diseases experienced the loss of their only social capital during the COVID-19 pandemic. Tey faced language barriers for
accessing and utilising primary care to manage their chronic diseases when these care services were changed into telehealth
during the COVID-19 pandemic. Findings provide a clear direction for stakeholders to take actions to address the lack of
social cohesion and health inequalities for the most vulnerable populations in the community during the COVID-19
pandemic and beyond.

1. Introduction

Noncommunicable chronic diseases (NCDs) are defned as
chronic diseases (i.e., cardiovascular diseases and diabetes)
which are treatable and can be managed well in the primary
care setting if health professionals follow the chronic disease
management guidelines and principles [1]. It is estimated
that up to 87.8% of older people live with at least one NCDs
and over 66.1% have two or more NCDs (or multimorbidity)
[2]. Moreover, they usually have age-related functional
decline; thus rely on health professionals and family carers to
assist them to coordinate or manage NCDs [3, 4]. Studies
across the global revealed that the COVID-19 pandemic not
only disproportionally afected the continuity of care for

older people with NCDs in the community but also wors-
ened health inequalities in some vulnerable groups, espe-
cially older migrant minority groups with NCDs in high-
income countries [5, 6].Tese vulnerable groups usually face
additional challenges to identify and adapt COVID-19 re-
lated changes in healthcare services due to language barriers
and unfamiliarity with the healthcare system [7, 8]. Un-
controlled NCDs in older people are associated with com-
plications, poor quality of life, and high hospital admission
rates [4, 9] and therefore add burdens to the overstretched
healthcare system during the COVID-19 pandemic. Al-
though COVID-19-related social determinants of health in
older migrant groups with NCDs are well-recognised by the
international community [5, 6], the contextual factors
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contributing to the situation remain largely unknown due to
a lack of studies on the perspectives of those afected. Tis
study addressed the gap in the research by focusing on older
Chinese migrants living with NCDs and speaking little
English in Australia.

Similar to other high-income countries, Australian
population is ageing and people aged 65 or over make up
16% of the population (or 4 million) [10]. Australia also has
37% of older people born overseas; 18% of them speak
a language other than English at home and 6% (or 245,000)
do not speak English well or cannot speak it at all [11].
Chinese-Australians are the largest ethnic minority group in
Australia accounting for 1.2 million or 5.6% of the total
population [12]. Up to 82% Chinese-Australians speak
Chinese at home [13]. Filial piety belief has a strong in-
fuence in the Chinese-Australian community and family-
based care is widely used in the care of older Chinese-
Australians [14]. A lack of neighbourhood social cohesion
exists and older Chinese migrants and their carers mainly
relied on fewer charity organisations to help them overcome
language barriers to accessing and using healthcare
services [15].

It is well-studied that efective self-management of
NCDs is built on a partnership between general practi-
tioners/nurses and people with NCDs in primary care. Te
partnership enables people with NCDs to adhere to medi-
cation, healthy lifestyles, maintain an optimistic mood, and
engage in decision-making about their treatment and care
plan [16, 17]. Older people, especially those living with
multimorbidity and geriatric conditions (i.e., falls, malnu-
trition, and incontinence) usually experience more dif-
culties in self-management of NCDs and rely on general
practitioners (GPs) and nurses in primary care to support
them to achieve self-management of NCDs, prevent acute
episodes and complications that may result in hospital
admissions and emergency department use [4, 9]. Tey also
need family carers to help them manage their health con-
ditions and organise and coordinate care services [18, 19].
However, studies revealed older people and their carers
experienced barriers to accessing to primary care during
COVID-19 lockdowns due to the closure of face-to-face care
services and underpreparation for this population to access
and use telehealth [5, 20].

Health inequalities in accessing primary care between
older people from ethnic minority groups and the main-
stream group existed in high-income countries before
COVID-19. Older people from ethnic minority groups
experienced more difculties in using primary care to
manage their NCDs [21, 22]. Factors that contributed to the
situations were multifaceted including patient, health pro-
fessional, institution, and healthcare system factors [21, 22].
Language barriers, inability to navigate the healthcare sys-
tem in older people and their carers, lack of cultural
competence in health professionals, and lack of policy and
resource interventions to address inequitable access to
primary care were constantly mentioned as main factors in
these studies. Te COVID-19 pandemic further worsened
the existing health inequities due to the rapid transition to
telehealth that required them to master the dominant

language used in the country [23, 24]. Studies on the per-
spectives of these populations regarding their special needs
and preferences in accessing and using primary care during
COVID-19 are scarce in the literature by which the op-
portunities to foster evidence-informed interventions to the
problem is reduced.

Poor mental health problems such as loneliness, de-
pression, and anxiety are highly prevalent in older people,
especially those with NCDs and functional impairments, and
are underdiagnosed [25, 26]. Mental health problems are
attributed to high-level stress and limited resources to cope
with the stress [27]. A recent systematic review confrmed
that social capitals including neighbourhood cohesion, so-
cial support, and social networks, were important resources
for older people to cope with stress and prevent them from
developing depression [25]. Among diferent social capitals,
neighbourhood cohesion is much more important for older
people to easily access in their local areas [28]. In Australia,
16% of older people reported mental health issues and the
common problems were anxiety and depression [29]. Poor
mental health not only has a detrimental impact on older
people’s capabilities in self-management of NCDs but also
has a negative efect on their physical health such as sleep
disorder and cardiac mortality, and suicide [25]. Studies
revealed that the COVID-19 pandemic worsened the mental
health of older people with NCDs [30], and reduced their
opportunity to access efective treatment for mental health
problems [5].

Older people from migrant minority groups including
Chinese, experience additional stress arising from a language
barrier and the acculturation process in the host country
[31]. Tey also have fewer resources and fewer social capitals
to cope with stress in their local community [28, 32]. In
a population-based study in the US, older Chinese migrants
showed a higher prevalence of experiencing stressful situ-
ations (32%) than their counterparts from the mainstream
culture (22%) [33]. COVID-19 worsened their existing
mental health problems such as anxiety and depression [34].
It also disrupted ethno-specifc services provided by com-
munity organisations and charity groups that helped them
access care services and health information in their preferred
language; therefore, further exacerbating existing loneliness
and anxiety [34]. However, studies on factors contributing to
the worsened mental health for older people from ethnic
minority groups in high-income countries during the
COVID-19 pandemic are scarce by which the need to ad-
dress inequalities in mental health is silenced in the
community.

Te theoretical framework that guides this study is the
WHO social determinants of health [6, 35]. We illustrate the
framework in Figure 1 and interpret the framework in the
study context as the follows. First, social determinants of
health are defned as the social factors that contribute to
health inequalities older Chinese migrants experienced in
the community. Tese social factors include but are not
limited to the social status (i.e., minority status) of healthcare
users; and the social capitals that are necessary for older
Chinese migrants to be integrated into the community
[6, 35]. Social capitals are defned as social resources (i.e.,

2 Health & Social Care in the Community



neighbourhood cohesion) generated from relationships and
social networks (online and ofine) with others that enable
them to cope with stress in the community [28, 36]. Second,
the healthcare system itself is viewed as a social determinant
of health which can contribute to health inequalities if care
services are not provided based on the right for health, but
the social status of healthcare users [3, 35]. Healthcare fa-
cilities in the healthcare system can discriminate against
people from accessing and using care services if there is
a little consideration for special care needs of older Chinese
migrants in the community [3, 35]. Tird, the social de-
terminants of health also emphasise a life-course perspective
when analysing challenges older Chinese migrants and their
carers face in managing health and their human agencies
which enable them to cope with these challenges [3, 37].

2. Materials and Methods

Te aim of the study was to understand older Chinese
migrants’ perceptions of social cohesion and access to health
to manage chronic diseases during the COVID-19 pan-
demic. Tis study employed a qualitative descriptive study
design [38]. Tis design enabled researchers to conduct
interactive conversations with participants in the study area
and interpret the fndings that represent their lived expe-
riences [38].Te study report is in line with the Consolidated
criteria for Reporting Qualitative research (COREQ)
checklist (see Supplementary fle 1).

2.1. Ethical Consideration. Ethical approval was obtained
from the Social and Behavioural Research Ethics Committee
at Flinders University, Australia (approval number HEG
2111-2). A Chinese community organisation helped the
research team to deliver the study invitation to its members
via newsletters and its website. Potential participants were
instructed to contact the researcher (TQ) to confrm their
intention to participate in the study and to discuss any
concerns they might have regarding the study. Participation
in the study was voluntary, and the interview could be
terminated at any time by the participants. Written consent
to record and publish deidentifed information was obtained
from participants before the interview was undertaken.

2.2. Settings and Participants. Participants were recruited
from a Chinese community organisation in an Australian
state which had long-term research collaboration with the

research team. Te organisation provided help for older
Chinese migrants to access health and social care services.
Te inclusion criteria of older Chinese migrants were as
follows: aged 65 or over; living with one or more NCDs; no
cognitive impairment; and cannot speak or can only speak
little English. Te recruitment criteria for carers were as
follows: aged 18 or over; providing care or organising care
activities for older Chinese migrants with NCDs at least
twice a week. Participant recruitment was ceased when no
new information emerged from the interviews.

2.3. Data Collection. Data were collected via online in-
terviews using Zoom and WeChat (a social media app) as
face-to-face interviews were not possible due to the re-
strictions of social gathering during the data collection
period between August and October, 2020. Te average
interview duration was 45minutes. A bilingual research
team member (QT) conducted all interviews and took feld
notes to assist in data analysis. A semistructured interview
guide was developed based on (1) the WHO social de-
terminants of health or social factors that contribute to
health inequalities older Chinese migrants experienced in
the community and (2) our literature review (see Table 1).
Interviews were audio-recorded.

2.4. Data Analysis. Audio-recorded data were transcribed
verbatim in Chinese for data analysis to maintain the
original meanings arising from the interviews using the
participants’ frst language. Participants were given the
opportunity to review the summary of transcripts. Two
bilingual and bicultural team members (LX and QT) un-
dertook the data analysis and informed the team of the
process and outcomes. Tey also translated selected quotes
from interviews from Chinese into English to support
fndings and cross-checked the accuracy of the translation.
All team members are PhD prepared researchers and have
extensive experience and a track record in the study area and
in qualitative studies.

We applied the six-step of thematic analysis described by
Nowell et al. [39] in data analysis. First, the two bilingual and
bicultural researchers (LX and QT) immersed themselves in
interview data and ensure familiarisation with the meanings
from the interviews. Second, they conducted initial coding
independently and compared each other. Tird, they col-
lated and grouped codes based on similarities and
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Figure 1: Social determinants of health framework.
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diferences in order to identify potential concepts or themes.
Fourth, each member of the team reviewed and revised the
preliminary themes. Fifth, member checking on themes and
quotes from interviews were performed to ensure study
rigour. Diferences were discussed and resolved through
team meetings and e-mail communications. In addition,
participants and the representatives of Chinese community
organisation were given opportunities to review and revise
the fndings.

3. Results

In total, 24 participants including 17 older Chinese migrants
with NCDs and seven family carers participated in the study.
Te details of social demographic information are presented
in Table 2. Te most commonly reported NCDs were hy-
pertension, coronary heart disease, diabetes, and arthritis.
Te majority participants had two or more chronic diseases.
Of the 17 older Chinese migrants with NCDs, 10 were male
and seven were female. Te mean year of migration to
Australia was 21 years. Teir mean age was 76 years old
(ranging from 65 to 86). Five couples lived with NCDs and
cared for each other. All seven carers were females with
a mean age of 61 years old (ranging from 35–76).

Tree main themes were identifed in the study and
described as follows: increased loneliness, anxiety, and de-
pression; increased difculties in accessing healthcare ser-
vices; and various experiences in telehealth. Tese themes
are discussed in detail in the following sections. We used “P”
and “C” to represent an older Chinese migrant participant
with NCDs and a carer participant, respectively, in the
quotes.

3.1. Increased Loneliness, Anxiety, and Depressive Symptoms.
Participants lived in suburbs over a metropolitan area and
perceived the lack of neighbourhood cohesion. Terefore,
they turned to a single Chinese welfare organisation located
in the Chinatown area to help them access healthcare ser-
vices and health-related information provided in Chinese
and to socialise with peers. Teir main connection method
with the organisation was face-to-face before COVID-19
and they lost the connection during COVID-19 lockdowns.
Te absence of social support during COVID-19 lockdowns
contributed to their sense of loneliness, anxiety, and de-
pressive symptoms as detailed in the following sections.

Participants rarely had social connections with others in
their neighbourhood: “I am not familiar with my local
community. I do not know the community planning and
services due to my poor English. I felt lonely before
(COVID-19) and now the situation is even worse (P3).”
Another participant resonated with the social isolation in the
neighbourhood: “I do not participate in community activ-
ities because I cannot speak English (P8).” However, they
would like to be part of the community: “I participate when
my son goes with me, so he can help me with interpretation
(P1).” Family members helped them with information sent
by the local council: “mum received COVID-19-related text
messages, but she cannot read it. She needs me to translate it
for her (C5).” Tese cases indicated the lack of neigh-
bourhood social cohesion.

Tey described the deterioration of neighbourhood
cohesion during the COVID-19 pandemic: “I feel I was
further marginalised during the COVID-19. I have been
forgotten by the community (P1).” Another participant
resonated similar view: “I feel I live as an exile here. I am
depressed and I do not want to live in this way for the rest of
my life (P5).” Tose who lived alone without information
provision in Chinese even experienced worse anxiety: “it is

Table 1: Te interview guide.

(1) What is the sense of community that already exists for people
in this group?
Probe question:
(i) Can you start by telling me about your community?
(ii) Who is in it? (people/groups)?
(iii) Where it is (places)?
(iv) What is important to you in/about your community?

(2) How is/has it been afected by the experience of the pandemic?
Probe questions:
(i) What happened to your community connections during the
COVID-19 pandemic?
(ii) Did anything change?
(iii)Were you able to keep in contact and do the things you like?
(iv) What did/do you do to keep your community connections
going during isolation?
(v) How did/do you look after yourself during this time?

(3) What are the implications for going forward as conditions
change post lockdown? For people in these groups? For wider
community-building?
Probe questions:
(i) What can we learn about keeping communities together
from this experience?
(ii) What were the challenges in staying connected to your
community during isolation?
(iii) If you could, how did you overcome these?
(iv) What helped or would help?

(4) What COVID-19 related racism or discrimination did you
confronted in your life during isolation?
Probe questions:
(i) What impacts did the COVID-19 related racism or
discrimination have on your daily life and care?
(ii) What did you do when you confronted COVID-19 related
racism or discrimination?

(5) Does your limited English-speaking ability afect your
community connections during isolation? If yes, how it afects
you?
Probe questions:
(i) Did you feel isolated due to your limited English-speaking
ability during isolation?
(ii) What challenges did your limited English-speaking ability
bring to your daily life?

(6) What were the difculties/challenges you experienced in your
chronic condition management during isolation?
Probe questions:
(i) What care needs were not met during the COVID-19
pandemic?
(ii) What barriers did you encounter when accessing healthcare
services, information, and resources during the COVID-19
pandemic?
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hard for me to seek help and obtain COVID-19 information
because I do not speak English. I am scared and anxious
because I do not know what it is happening (Patient 13).”
Tey strongly suggested that “everyone needs to know
COVID-19 information as everyone could be infected re-
gardless of the race, age, religion, and language they speak
(C7).”

All participants relied on the Chinese community or-
ganisation located in the Chinatown to socialise with their
peers: “the XX organisation there is my only social network
(Patient 8)”; “I meet my friends there regularly before
COVID-19 (Patient 9)”; and “I rely on XX organisation to
book GP services (Patient 3).” However, they lost the
support during COVID-19 pandemic:

Before COVID-19, I relied on staf in the XX organisation
to translate letters and information from the Government
or the local council. Now, all the COVID-19 information
sent to me is in English and I cannot read it and get help to
translate it into Chinese. I do not know what is going on
and I feel hopeless (P10).

Te lack of COVID-19 information in Chinese triggered
anxiety: “I do not understand it (COVID-19 information). I
was anxious as I did not know what was happening and
whether or not I had followed the right instructions to
protect me and others (C7).” Te lack of accurate in-
formation about COVID-19 in Chinese also afected them to
participate in COVID-19 prevention: “I do not know when
the vaccine will be available? Whether it is safe, and whether
there are side efects?” (P17). Such uncertainties may con-
tribute to reduced uptake of vaccine in this vulnerable
population.

3.2. Increased Difculties in Accessing Health Care Services.
Participants relied on others to help them access GP services.
Tey felt left behind in receiving healthcare in comparison to
the general population when face-to-face care services were
replaced with telehealth. Te increased barriers to accessing
GP had a detrimental impact on their self-management of
NCDs as detailed in the following section.

Participants heavily relied on their adult children who
were bilingual to assist them to access primary care: “mum
does not speak English and she could not get help from the
XX Chinese organisation for GP appointment due to the
closure of the ofce in the city. I help her to do this now
(C1).” However, when carers were still in paid employment,
help was reduced: “I work fulltime and I am unable to care
for her fromMonday to Friday and I feel very stressful (C5).”

Participants preferred to see bilingual GPs: “I do not go
to the GP clinic near my home as the GPs do not speak
Chinese. I usually go to Chinatown to see the GP who can
speak Chinese (P7).” However, the distance to see GPs
became an issue of concern during the COVID-19 pan-
demics: “previously, I took a bus to see my GP, but now
walking is safer. I need to walk a far distance to see my GP
(P9).” Carers also observed the changed self-management:
“mum asked me to cancel her care services as she has a fear

of being infected by COVID-19 (C6).” Avoiding GP visits
was also underpinned by a misunderstanding in NCDs
management: “in Chinese culture, we take responsibility for
managing minor health problems and see doctors if we
cannot manage the problems (P7).” Such a mis-
understanding may result in missed opportunities for timely
interventions for preventable complications.

When a usual bilingual GP was not available, partici-
pants encountered a greater difculty in accessing new GPs:
“I usually book my GP appointment in person at the clinic.
Since the Chinese-speaking GP clinic closed (unknown
reason), I have not been able to have my GP follow-ups. I
cannot go to other clinics because their stafs do not speak
Chinese (P10).” Te lack of access to a GP contributed to
worsened health: “My blood pressure has been higher than I
had before. I was so worried. I feel like I would die during the
waiting period for a suitable GP (P10).” Te increased
difculties in accessing GP added more stress to their daily
lives which afected their physical health: “it is getting harder
and harder to keep in touch with my GP. I am exhausted
physically and mentally. I was told that I needed to relax to
control my blood pressure, but I cannot (P13).” A lack of
interpreter services along with the lack of a user-friendly
booking system for GP appointments also contributed to
delayed fu vaccine shots:

I rang the receptionist to book my fu shot, but the staf
could not speak Chinese. I went to the clinic to talk to my
GP who could speak Chinese, but he was on leave. I had to
wait for him to return to work for the fu shot (P5).

Refecting on the difculties in accessing healthcare
services, they strongly suggested that “We need to be pro-
vided with easy access to interpreter services to book GP
appointments (P5)”; that “staf need to provide people such
as me who cannot speak English with instructions in my
preferred language or provide me with interpreter services in
the GP clinics (P6).”

3.3.VariousExperiences inTelehealth. Participants perceived
that healthcare service providers did not consider their
special needs in cross-cultural communication when
adapting to this new form of service. Most participants
experienced cross-cultural communication difculties in
telehealth. In addition, participants showed low digital lit-
eracy in mastering telehealth and a high risk of digital
exclusion.

Participants perceived discrimination: “it is too in-
convenient for me. I have to fll in and sign the form online,
but my English is not good and I cannot type either (P5).”
Tey also detailed difculties: “I barely use hand gestures or
look up the dictionary on my phone to communicate with
my GP as I usually do in face-to-face communication (P3).”
Participants also perceived that cross-cultural communi-
cation took additional time: “I felt the length of tele-
consultation was a bit shorter and rushed. I am disappointed
that GP did not spend enough time with me and my issues
have not been fully resolved (P4).” Another participant
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echoed the same experience: “I was ofered less time to
communicate with my GP and less opportunity to discuss
medications (P5).” Tey suggested that “If telehealth can be
used in conjunction with in-person visits, it would be great
(P11).”

Even participants who had bilingual GPs, still experi-
enced difculties: “my GP asked me to have a video con-
ference with him. However, I have a hearing impairment and
do not have a computer (Patient 15).” Adult children usually
helped them use telehealth: “I need to help my mother use
telehealth. She cannot manage herself (C3).” Such a situation
was echoed by a participant: “Last time, Zoom required an
update before my appointment. My English is not good and
my daughter was not at home. Unfortunately, I missed my
appointment with my GP (P10).”

However, when participants were able to overcome
a language barrier, for example having a bilingual GP or with
help from a bilingual family member, they demonstrated
proactive actions in self-management of NCDs: “I tell the GP
my blood pressures I recorded this month. . . I can recordmy
telehealth consultations. If I forget my treatment plan, I can
always trace back to the recordings (P4)” Participants also
perceived that telehealth enabled them to engage their carers
in their care: “I like telehealth because my wife can join in
me. . .she cooks for the family and it is better for her to know
what I can and cannot eat” (P7).

4. Discussion

By using a social determinants of health framework, our
study adds new understandings of factors perpetuating
health inequalities for a vulnerable group, Older Chinese-
Australians living with NCDs, during the implementation of
COVID-19 prevention policies. Factors contributing to the
situation include the loss of their only social capital; the
absence of neighbourhood cohesion to help vulnerable
groups in the community cope with increased stress during
the COVID-19 pandemic; the GP appointment booking
system and telehealth that discriminates those who speak
little English from accessing primary care.

Our fnding of an increased sense of loneliness, anxiety,
and depression in older Chinese migrants with NCDs
supports the systematic review and meta-analysis by Wu
et al. [30] that people with NCDs were at a higher risk of
developing depression and anxiety than the general pop-
ulation during COVID-19 pandemic. However, we have
detailed the mechanisms underlying the increased risk in
a Chinese ethnic minority group in a high-income countries
which have implications for taking action. A longitudinal
study in England and Spain also revealed an increased sense
of loneliness in older people with chronic diseases during the
COVID-19 pandemic [40]. However, the study did not
explore these mental health issues in ethnic minority groups.

Our fndings that older Chinese-Australians would like
to be part of the community and actively sought COVID-19
related information, indicate their capabilities to exercise
their autonomy (or human agencies) to contribute to
community cohesion. Te fnding supports a systematic
review by Noone and Yang [26] in which autonomy in older

people is a crucial attributer for them to respond to lone-
liness during the COVID-19 pandemic. However, such an
autonomy is supported by the condition that multiple
sources of social capitals are available for them to choose
from [41] and neighbourhood cohesion built on shared
value, norms, and reciprocity is the most important source
of social capital [28]. A population-based study that com-
pared the efectiveness of ofine social capital (i.e., social
networks via face-to-face interactions) and online social
capital (i.e., social networks via internet-based virtual in-
teractions) suggests that more online social capitals were
associated with less depression in groups who had less
neighbourhood capitals [36]. Tus, building online social
capitals for older people from ethnic minority groups who
share the same culture and language may compensate for the
lack of neighbourhood cohesion in coping with stress.

We found worsened access to and using primary care
services in participants with NCDs during the COVID-19
pandemic evidenced by missed, delayed, or avoided ap-
pointments with GPs. Our fnding supports a longitudinal
study with Australian women by White et al. [20] in which
delayed appointments with GPs were up to 24% in the study
population. However, factors that contributed to the delayed
GP appointments difered between our study and the study
by White et al. [20] which require diferent solutions. In the
study by White et al. [20], delayed appointment with GP
were mainly explained as a fear of being infected with
COVID-19 in the waiting room, not seeing the problems as
severe enough, or not to want to add burden on the
healthcare system. Our study detailed that the discrimina-
tion in the healthcare system via the English-language based
appointment booking with a GP and the lack of interpreter
services for those who speak little English mainly contrib-
uted to the missed and delayed GP appointments. Con-
sidering that 6% of older Australians (or 245,000) do not
speak English well or cannot speak it at all [11], the lack of
consideration to address their special needs and preferences
in accessing primary care will perpetuate health inequalities.
Eliminating discrimination and achieving right-based pri-
mary care, require cultural competency demonstrated at all
levels of the primary care system, ranging from policy,
regulation, service delivery, and individual performance
[21, 42]. Moreover, involving the hard-to-reach populations
in the codesign of primary care services is a proper way to
meet the care needs and preferences for them [7].

Te lack of interpreter services as a main factor con-
tributing to health inequalities in primary care for ethnic
minority groups is widely recognised but remains un-
resolved in high-income countries [21, 24, 43]. Such situ-
ations are attributed to the lack of policy initiatives and
investment at the government level to address the social
determinants of health [6, 35]. To fll in the gap, ethnic
community or charity organisations played a key role in
helping those in need to navigate and access primary care
[21, 22]. However, as those social capital are fewer and were
not properly funded [15, 22], older people from ethnic
minority groups are at a high risk of losing their only source
of social capital in the community by which they are not only
disadvantaged to gain help to access primary care, but also
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participate in COVID-19 prevention in the community. A
study by Carson et al. [44] revealed that misinformation
about the COVID-19 vaccine was the main reason for the
low uptake of the COVID-19 vaccine in ethnic minority
groups. We found a lack of health information in a preferred
language in older Chinese-Australians suppressed their
proactive action to contribute to COVID-19 prevention.
Again, a codesign approach with these users and the
community organisations they belong to would address their
needs for health information.

Our fnding that older Chinese experienced difculties in
using telehealth supports the study by James et al. [8]
conducted with nurses in Australian primary care. However,
we explored the issues from users’ perspective and clarifed
that language barrier and functional impairments (i.e.,
hearing loss) in older Chinese also exacerbated the dif-
culties in accessing telehealth in addition to the inability to
master information technology as reported in the previous
study. Our study supports the study by Leite and Hodg-
kinson [45] that telehealth needs to engage the users in
codesigning in order to meet their needs and expectations.
Moreover, telehealth providers also need to actively involve
users in the whole process of service delivery including the
booking of telehealth so that they can identify and address
barriers in the service delivery [45]. Our fnding also in-
dicates that interpreter services need to be embedded into
the telehealth for users who speak little English. Considering
that interpreter involvement in telehealth takes additional
time, the length of each telehealth consultation needs to be
extended to address fair treatment for all.

4.1. Limitations. Tis study has limitations. First, our sample
population were recruited from a Chinese community or-
ganisation located in one state of Australia. Hence, the
fndings may not represent the experiences of older Chinese
migrants with NCDs in other Australian states and rural
areas. Second, Internet access was a requirement for par-
ticipating in this study using online interviews. People with
limited internet access were unlikely to participate. Tere-
fore, fndings may not represent those who have no internet
access.

5. Conclusion

Older Chinese-Australians who spoke little English and lived
with NCDs experienced the loss of their only social capital
during the COVID-19 pandemic. Tey faced language
barriers to access and utilise primary care to manage their
NCDs when these care services were changed into telehealth.
Tus, the use of telehealth without additional social support
for this vulnerable population contributed to health in-
equalities in primary care during the COVID-19 pandemic.
Discrimination based on social status in the appointment
booking system for GP care services, lack of interpreter
services along with low digital literacy contributed to the
situation. Such an undesirable community care environment
during the COVID-19 pandemics had a detrimental impact
on their mental health manifested as increased loneliness,

anxiety, and depressive symptoms. Te fndings provide
directions for policymakers, community organisations, and
healthcare providers to address factors that perpetuate
health inequalities for the most venerable populations in the
community.
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