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Abstract 

Risk communication is a key element of effective epidemic and pandemic response. The 

COVID-19 pandemic has underlined the crucial role of risk communication to guide the 

public health response during this complex, global public health emergency. Recognising 

the limited research on risk communication in public health emergencies as this applies 

to migrant and ethnic minorities, this study sought to investigate Laotian New Zealanders’ 

COVID-19 health seeking and health information seeking during Alert Level 4 or 

“lockdown” conditions in Auckland, New Zealand. 

The study applied a qualitative descriptive approach which was underpinned by 

interpretivism and adopted semi-structured interviews as the data gathering method. 

Despite the challenges of the COVID-19 pandemic, face-to-face interviews were carried 

out with 10 Laotian New Zealanders residing in Auckland in 2021. Thematic analysis and 

a coding process using NVivo software identified three main themes related to health 

seeking and health information seeking: 1) the socio-economic characteristics and family 

profile; 2) individual capability and self-beliefs; and 3) exposure to diverse information 

sources.  

The findings highlighted five important issues. These included the role of socio-economic 

factors and family profile in informing participant preferences for specific COVID-19 

health information sources. They also reflected the importance of improving certainty 

and stability in participants’ lives through work subsidies to reduce the impact of 

disrupted employment and income. Study results highlighted the relationship between 

trust in public authorities and self-efficacy in implementing public health advice, and the 

importance of preserving and protecting the stability of existing health services in times 

of public health emergency. They underlined the complex role of transboundary 

information sources and the need to manage this more effectively.  

Study results highlight the need for continuing research with migrants and ethnic 

minorities to strengthen risk communication and community engagement with these 

vulnerable, but resourceful populations. It also calls for research to examine how online 

and geographic communities influence information-seeking and healthcare seeking 

during public health emergencies. 
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Chapter 1  Introduction 

The role of risk communication in public health emergencies is well recognised (Jha et 

al., 2018). Since the introduction of the International Health Regulations (IHR) in 2007 

(World Health Organization [WHO], 2021a), there has been increased focus, first, on 

emergency risk communication and, more recently, on risk communication and 

community engagement (RCCE) as core elements of a pandemic response (Jha et al., 

2018; WHO, 2019). The central role that risk communication plays in epidemic 

management has been emphasised as one of ten areas for global action in preparing for 

future health emergencies (WHO, 2021b). It has also been underlined as key to 

improving the implementation of the IHR (WHO, 2021a). To address these priorities, 

WHO has stressed the need for systematic research on risk communication, including 

the impact of the vast amount of information on health-seeking behaviour (WHO, 2021b). 

Addressing such gaps requires concerted empirical research that includes studies on the 

risk communication experiences of culturally and linguistically diverse (CALD) 

communities during global public health emergencies such as the coronavirus disease 

2019 (COVID-19) pandemic.   

1.1 Background 

The emergence of the severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) 

in Wuhan, China, in 2019 (Zu et al., 2020), followed by its rapid escalation to pandemic 

levels by March 2020 (WHO, 2020a), has had wide-reaching global impacts. By 31 

August 2021, more than 217 million cases and 4.5 million deaths had been attributed to 

COVID-19, the official name issued by WHO for the new condition (WHO, 2020b, 2021c). 

While COVID-19 has had wide-ranging health and related economic impacts, there is 

growing evidence of its unequal effects on ethnic minority groups and Indigenous 

peoples (Hooper et al., 2020; Laurencin & McClinton, 2020; Mathur et al., 2020). These 

are attributed to multiple factors, including structural inequalities that increase health 

risks, as well as language and cultural barriers to accessing information and healthcare, 

and other forms of communication inequalities (International Organization for Migration 

[IOM], 2020). Despite the recognition that ethnic minority groups face risk communication 

barriers during public health emergencies, there has been limited research in this area 

(Munodawafa et al., 2020; Tambo et al., 2021).  

This applies even in well-resourced countries with a highly diverse population profile like 

Aotearoa New Zealand, and particularly in Auckland, New Zealand’s most populous city, 

and home to 1.7 million (Stats NZ Tatauranga Aotearoa, 2020). Auckland is the most 
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diverse, multicultural, and cosmopolitan city in New Zealand with Asians comprising 28% 

of the city’s population in 2018 (Auckland Council Research and Evaluation Unit, 2020). 

The Laotian community in Auckland, New Zealand is one Asian minority community. 

With only 1,600 people mainly located in Auckland (Stats NZ Tatauranga Aotearoa, 

2018), this almost invisible ethnic group faced specific risk communication challenges 

during New Zealand’s Alert Level 4 COVID-19 ‘lockdown’ that began in March 2020. 

Insights from this community’s experience during the lockdown period can sharpen the 

focus of future epidemic responses so they are more responsive to the needs of ethnic 

minorities. 

1.2 Key concepts in risk communication in public health emergencies 

1.2.1 Risk communication 

While the concept of risk communication is widely applied in fields beyond the health 

sector (Glik, 2007), it is a crucial term in managing public health emergencies. As part of 

the IHR (2005), risk communication represents one of the eight core capacities that 

countries must build and maintain to protect global health security (WHO, 2012a). Over 

time, however, its application in this context has broadened, shifting from an initial “top-

down” compliance focus to a more horizontal, two-way interpretation (Boholm, 2019; 

Vaezi & Javanmard, 2020).  

The original definition of risk communication in public health emergencies emphasised 

“the range of communication capacities required through the preparedness, response 

and recovery phases of a serious public health event to encourage informed decision 

making, positive behaviour change and the maintenance of trust” (WHO, 2014, para. 1). 

More recently, and building on lessons learned from the West Africa Ebola virus disease 

and Zika global health emergencies, WHO substantially adjusted its interpretation of risk 

communication to refer to “the real-time exchange of information, advice and opinions 

between experts, community leaders, officials and the people who are at risk, which is 

an integral part of any emergency response” (WHO, 2017, p. vii). This shift reflected the 

growing recognition that an effective emergency response required the inclusive 

involvement of experts and officials actively listening to people’s concerns, so that any 

advice given was “relevant, trusted and acceptable” (WHO, 2017, p.1). 

1.2.2 Public health emergency of international concern and pandemics 

Although the term ‘pandemic’ has been widely used by both media and the general public 

during the COVID-19 public health emergency, it lacks a uniform, globally recognised 

definition.  
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Singer et al. (2021) noted that the International Journal of the Epidemiology Association’s 

Dictionary of Epidemiology defines pandemic as “an epidemic occurring worldwide, or 

over a very wide area, crossing international boundaries and usually affecting a large 

number of people” (Porta, 2008, as cited in Singer et al., 2021, p. 1). Other definitions 

have also highlighted the transboundary character of pandemics. For instance, Morens 

et al. (2009) suggested that pandemics can be classified depending on key features such 

as wide geographic extent, high attack rates, infectiousness, disease movement, 

novelty, and severity. Similarly, Kelly (2011) viewed a pandemic as an infectious disease 

that occur globally, crossing international boundaries or existing over broad areas, and 

usually affecting a large population. This interpretation also recognised the unpredictable 

character of pandemics along with their capacity to change quickly, leading to severe 

illness or death.  

In Aotearoa New Zealand, it is described as “an epidemic of an infectious disease that 

spreads through human populations across a large region, for example, multiple 

continents or even worldwide” (The Office for Māori Crown Relations - Te Arawhiti, 2020, 

p. 5).  

In contrast to the many qualitative descriptions of a pandemic, the concept of a ‘public 

health emergency of international concern’ (PHEIC) is clearly specified. Article 1 of the 

IHR defines this as “an extraordinary event which is determined, as provided in these 

Regulations: (i) to constitute a public health risk to other States through the international 

spread of disease and (ii) to potentially require a coordinated international response” 

(WHO, 2016a, p. 9).  

Unlike a pandemic, the process for verifying and declaring a PHEIC is tightly prescribed. 

Its declaration also prompts governments who are signatories to the IHR to collectively 

activate public health measures including communication processes. This is to prevent 

further international spread of infection. In the context of the COVID-19 global public 

health emergency, the use of the term ‘pandemic’ by reputable health authorities like 

WHO was crucial for emphasising the seriousness of this global health threat. This is 

despite the fact that WHO no longer uses the term ‘pandemic’ to assign any official status 

to an infectious disease outbreak.  

1.3 Health-seeking behaviour 

The wide-ranging disruptions to mobility, employment and social interaction associated 

with a serious public health emergency have implications for the health-seeking actions 

of individuals and their families. The concept of health seeking was first proposed by 

Chrisman (1977) as “the steps taken by an individual who perceives a need for help as 

he or she attempts to solve a health problem” (p. 353). More recently, Poortaghi et al. 
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(2015) noted that health-seeking behaviour refers to actions and behaviours that 

promote maximum well-being, recovery, and rehabilitation, which could be initiated with 

or without health concerns. 

A cross-cutting theme in understanding the health-seeking process is the role that 

broader socio-cultural factors play in individual choices. For instance, MacKian (2003) 

noted that although an individual’s education and knowledge may influence health 

seeking, these are not sufficient to promote a change in behaviour. Kulbok and Cox 

(2002) also underlined the complexity and importance of factors that influence a person’s 

health-seeking behaviour, and that go beyond an individual. The importance of 

understanding these other factors was highlighted during the COVID-19 pandemic, when 

established patterns of individual health seeking were disrupted by society-wide 

‘lockdown’ rules and other restrictions that prevented face-to-face contact. 

1.4 Research context: COVID-19 in Aotearoa New Zealand 

1.4.1 Early responses: “Go hard and go early” 

In Aotearoa New Zealand, the first case of COVID-19 was reported on February 28, 2020 

(Baker et al., 2020). In March 2020, the country implemented a vigorous COVID-19 

elimination strategy, reflected in its “go hard and go early” slogan (Jamieson, 2020). 

Immediate measures adopted in March 2020 included closure of all international and 

entry ports to non-residents, and the introduction of mandatory managed isolation for 

returning citizens and permanent residents (Jefferies et al., 2020).  

The strategy was also reflected on the establishment of a National Health Coordination 

Centre and the introduction of a COVID-19 Alert System (New Zealand Ministry of 

Health, 2020; Unite Against COVID-19, 2021). This sought to manage and mitigate the 

risk of infection, in which Level 1 was the least likely to cause infection and Level 4, the 

highest level of infection (Unite Against COVID-19, 2021). With rising case numbers 

reported in March 2020, the government activated Alert Level 4 provisions from 

11:59PM, March 25, 2020, until April 27, 2020 (Elliott & Crozier, 2020). During this time 

all those in New Zealand were required to observe strict rules related to physical and 

social distancing, associating only with those in their “bubbles” (Elliott & Crozier, 2020), 

and staying at home or remaining local (Christey et al., 2020). 

1.4.2 COVID-19 response implications: Positives and negatives 

Aotearoa New Zealand’s vigorous response to the COVID-19 pandemic was positively 

acknowledged globally (Cumming, 2021). By May 10, 2020, the combined effect of strict 

border control, contact tracing and social and physical distancing resulted in a steep 

decline in COVID-19 cases and the introduction of more relaxed Alert Level 2 on May 
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14, 2020 (Jefferies et al., 2020). These achievements, however, were also accompanied 

by drawbacks in access to health services.  

For instance, White (2020) reported an increase in surgery waiting time due to the 

cancellation of elective surgeries during Alert Level 4. In addition, parental anxiety, and 

concern about accessing healthcare services reportedly led to thousands of children 

missing their measles immunisations, particularly those from Māori and Pasifika 

communities as well as migrant groups. This prompted concerns about a potential 

measles infection resurgence in New Zealand (Bradley, 2020). Other studies reported 

obstacles to acute care for children. Duncanson et al. (2021) described how hospital 

avoidance and reduced access to primary and secondary support may have 

compromised healthcare for children in up to 55 instances in May and June 2020. They 

also noted that new-born infants were at specific risk and highlighted particular difficulties 

in communicating with families where English was a second language.  

1.5 Rationale, research questions and objectives 

Effective risk communication played a crucial role in New Zealand’s COVID-19 response 

(Bloomfield, 2021; Jamieson, 2020). However, the country’s diversity of ethnic and 

language groups created real challenges for the authorities to provide accessible and 

up-to-date information (Tupou, 2021). Although Asian communities comprise 28% of 

Auckland’s population, it was only in 2021 that detailed translations of COVID-19 public 

health advice were made available in some – but not all – of the different Asian languages 

(Tupou, 2021).   

The Laotian community represents one of the less “visible” Asian ethnic groups in 

Auckland. They comprise Laotians who came to New Zealand as refugees in the late 

1970s and 1980s due to the armed conflict after the Communist Pathet Lao government 

took over the country (Liev & Chhun, 2015). In recent years, while the number of Laotians 

entering New Zealand as refugees has fallen, others continue to settle in the country 

under the family reunification scheme (Liev & Chhun, 2015).  

Currently, there are approximately 1,600 people in New Zealand's Laotian population, 

with the majority living in Auckland (Stats NZ Tatauranga Aotearoa, 2018). Even though 

Laotian New Zealanders seem to have integrated well into their new country, they still 

face obstacles that have an adverse impact on their socio-economic status. These 

include cross-cultural communication barriers, insufficient English skills, feelings of 

isolation and distress, or working in unsatisfactory employment (Liev & Chhun, 2015). 

In the context of COVID-19 and the sudden application of social and physical distancing 

rules, access to health services by this small ethnic group became even more complex 
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and difficult. Given the limited research on health-seeking behaviour by this “almost 

invisible” Asian community, the researcher sought to investigate how Laotian New 

Zealanders accessed healthcare and health information during the first COVID-19 

lockdown in Auckland, New Zealand.     

The research question which this study sought to address was: how did Laotian New 

Zealanders obtain, interpret and act on COVID-19 public health advice during Alert Level 

4 in 2020 in Auckland, New Zealand?  

This research question was addressed by five guiding objectives:  

• To identify the main sources of public health information consulted by Laotian New 

Zealanders during Alert Level 4.  

• To explore Laotian New Zealanders’ perceptions of the most significant public health 

messages they could recall during Alert Level 4. 

• To explore specific health-seeking behaviour of Laotian New Zealanders during Alert 

Level 4.  

• To identify the factors that either hindered or enabled Laotian New Zealanders’ 

understanding of public health advice and their health-seeking actions during Alert 

Level 4.  

• To make recommendations for Asian migrant health service delivery needs. 

1.6 Dissertation outline 

This dissertation comprises six chapters:  

Chapter One, the present chapter, introduces the study, including the problem context, 

rationale, and key concepts. It also describes the research gap, the research question, 

and the study’s objectives.  

Chapter Two critically reviews relevant published literature on risk communication and 

its evolution in public health emergencies, health seeking and information seeking. The 

chapter continues by focusing on the challenges face by migrant and ethnic communities 

in public health emergencies and risk communication during COVID-19. It also identifies 

the knowledge gap in previous research. 

Chapter Three clarifies the study’s methodology which is a qualitative descriptive 

approach. This chapter presents the study paradigm, research design and measures 

taken to ensure both academic rigour and compliance with research ethics requirements.  
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Chapter Four provides the findings and outcomes of this study after analysing data 

gathered from interviews with Laotian migrants living in Auckland.  

Chapter Five discusses the implications of the study findings, as they apply to existing 

studies and literature. It also proposes recommendations for policy and practice and 

considers the study’s strengths and limitations. 

1.7 Chapter summary 

This chapter has introduced the research background and highlighted significant themes 

that are relevant to the research topic. It has described specific gaps in existing literature 

and knowledge. The chapter also introduced the research question with its objectives 

and presented an overview of the dissertation. 
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Chapter 2  Literature Review 

2.1 Introduction 

This study’s focus on Laotian New Zealanders’ health information seeking and 

healthcare seeking during the 2020 Alert Level 4 ‘lockdown’ required a comprehensive 

literature review. With a specific emphasis on risk communication in public health 

emergencies, this chapter addresses the challenges faced by migrant and refugee 

groups when seeking healthcare. It begins with an overview of the evolution of global 

approaches to risk communication in the context of public health emergencies, and then 

gives background information on healthcare seeking and health information seeking. It 

continues by focusing on the health-seeking implications of pandemics, especially as 

these apply to migrants and other ethnic minorities. The chapter concludes by framing 

the knowledge gap this study sought to address.     

The literature search was conducted between November 2020 and August 2021, during 

which time the researcher was able to access the Auckland University of Technology 

(AUT)'s library, Google Scholar, Scopus, and other sites for appropriate literature. A 

thorough literature search was carried out by using the terms ‘migrants’, ‘asylum 

seekers’, ‘Laotians’, ‘immigrants’, and ‘refugees’ for migrants; and ‘emergency risk 

communication’, ‘health information’, ‘healthcare-seeking behaviours’ and ‘risk 

communication’ for information seeking and healthcare-seeking behaviours; and by 

adding terms such as ‘public health emergency’, ‘international health regulations’, 

‘epidemic’, and pandemics such as H1N1, influenza, Ebola, and COVID-19 to identify 

relevant articles that included the information and healthcare-seeking behaviours of 

migrants during epidemics and pandemics. 

2.2 Evolving global approaches to risk communication in public health 

emergencies 

2.2.1 Recognition of risk communication in pandemics 

Although risk communication has long been a key element of health promotion and public 

health campaigns (Glik, 2007; Lowbridge & Leask, 2011; Reynolds & Seeger, 2005), its 

central role in the management of public health emergencies became more prominent 

with the introduction of the 2005 International Health Regulations (IHR) (Bakari & 

Frumence, 2013; WHO, 2012a). The stimulus for amending the IHR was the 2002–2004 

outbreak of Severe Acute Respiratory Syndrome (SARS) (WHO, 2012a), which 

highlighted the need to strengthen the role of global communications in actions to 

manage potential infectious diseases (Wilson et al., 2010). In parallel with this, global 

recognition of the urgency of improving risk communication action in public health crises 



9 
 

was also prompted by the 2001 anthrax attacks in the United States (US) which followed 

the 9/11 World Trade Center attack of 2001. These two events of global significance 

between 2001 and 2004 highlighted the need for strengthened risk communication in 

public health crises. As a result, WHO accelerated its efforts in advancing ‘emergency 

risk communication’ (ERC) focused on epidemics and disasters (WHO, 2017) while the 

US Centers for Disease Control and Prevention (CDC) developed its comprehensive 

guideline for ‘crisis and emergency risk communication’ (CERC) (US Department of 

Health and Human Services & CDC, 2014). 

2.2.2 Criticism of top-down approaches to risk communication  

The early definitions of ERC reflected a “top-down”, expert-oriented approach to crisis 

communication. These were reflected in WHO’s 2012 characterisation of risk 

communication as the process by which “national and local government authorities 

provide information to the public in an understandable, timely, transparent and 

coordinated manner before, during and after a crisis”, in addition to information exchange 

between scientists and public health and veterinary experts during preparedness efforts 

(WHO, 2012b, p. 4).  

The disadvantages and constraints of this conventional, hierarchical approach to risk 

communication during outbreaks became clear during 2014–2016 with the West African 

Ebola Virus Disease, and 2015–2016 with the Zika outbreaks and multi-country yellow 

fever outbreak (WHO, 2017).  

Growing awareness and criticism of these “top-down” risk communication measures 

resulted in WHO commissioning systematic reviews of both peer-reviewed and grey 

literature related to risk communication in public health emergencies. These included a 

systematic review of scientific and grey literature on integrating ERC into national and 

international public health preparedness (Jha et al., 2018). While this revealed limited 

empirical studies on the questions probed, especially from low- to middle-income 

countries, it highlighted the importance of engaging with stakeholders (Jha et al., 2018). 

In a complementary review on communicating uncertainty during public health 

emergency events, Sopory et al. (2019; 81) differentiated between “uncertainty as 

information” and “uncertainty as experience” (p. 81). They underlined that vulnerable 

groups, including those living with socio-economic pressures, already faced multiple 

uncertainties in their day-to-day experience and that uncertainty around a public health 

emergency was just one of many concerns (Sopory et al., 2019).  

A third review (Toppenberg-Pejcic et al., 2019) focused on the grey literature on Ebola, 

Zika and yellow fever produced in 2015–2016. This review recognised that many useful 

insights on risk communication during public health emergencies could be sourced from 
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high quality field or organisational reports. A central finding from this review highlighted 

the importance of local communities in communicating risk. While acknowledging the 

rising use of social media in ERC, this review also underlined the continuing value of 

“traditional modes of communication” for conveying risk information (Toppenberg-Pejcic 

et al., 2019). 

2.2.3 Emergence of risk communication and community engagement 

Insights drawn from these studies resulted in a two-step reframing of risk communication 

in public health emergencies by WHO. First, risk communication was re-framed as “the 

real-time exchange of information, advice and opinions between experts, community 

leaders, officials and the people who are at risk and … an integral part of any emergency 

response” (WHO, 2017, p. 1). This view of risk communication in public health 

emergencies was underpinned by eight principles, including creating and maintaining 

trust and communicating even in conditions of uncertainty (WHO, 2017). 

Second, building on lessons from recent emergencies and research, the approach 

extended further, becoming ‘risk communication and community engagement’ (RCCE). 

This more evolved means of reaching communities during outbreaks was first applied as 

part of the 2016 Zika Strategic Response Framework and Joint Operation Plan (WHO, 

2016b), with the intention of engaging and empowering key populations in affected and 

at-risk countries to make informed decisions to protect their health. Subsequently, the 

RCCE approach to risk communication during outbreaks has been applied in 

emergencies such as the Ebola outbreak in North Kivu (WHO, 2018) and extensively 

during the COVID-19 global response (WHO, 2020c). RCCE effectively draws together 

the focus on “real-time exchange of information, advice and opinions between experts, 

community leaders, officials and the people who are at risk” (WHO, 2017, p.1), with the 

commitment to work with diverse groups to strengthen participation and communication 

(The United Nations International Children's Emergency Fund [UNICEF], 2019). In the 

context of COVID-19, RCCE was seen as essential for promoting people-centred and 

community-led strategies to reduce the impact of the pandemic (Gilmore et al., 2020; 

WHO, 2020c). 

2.3 Health seeking and health information seeking 

2.3.1 Health seeking 

The more frequent inclusion of participatory approaches to risk communication in public 

health emergencies highlights a growing recognition of the importance of socio-

behavioural characteristics and trends in managing outbreak responses. These include 

individual perceptions of the risk or threat, the information sources people use, 

communication channels that are trusted, and perceived levels of self-efficacy (WHO, 
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2020c). Also, central to supporting at-risk communities during public health emergencies 

is understanding their usual patterns of health seeking, which are shaped by socio-

cultural, economic, and other conditions.  

First proposed by Chrisman (1977), the concept of health-seeking behaviour reflects a 

sequence of steps taken by individuals who identify a need for help as they seek to solve 

a health problem. The health-seeking process typically involves five steps, namely: 

symptom definition, illness-related shifts in role behaviour, lay consultation and referral, 

treatment actions, and adherence (Chrisman, 1977). In this conceptualisation, cultural 

factors and forces are viewed as keys in the early stages of the process, while social 

influences, relationships, and responsibilities shape its latter stages. Chrisman (1977) 

suggests that these reflect the move from a focus on symptom definition, towards illness-

related shifts in-role behaviour, and which result in changes in social obligations and 

commitments. 

Health information seeking represents a process related to health seeking. This is 

particularly the case given the recent rapid growth and global expansion of information, 

communication, and technology capabilities. Although there is still no uniformly 

recognised definition for health-information-seeking behaviours, Zimmerman and Shaw 

Jr. (2020) viewed it as “an active or purposeful behaviour undertaken by an individual 

with the objective of finding information about health” (p. 176).  

In the context of risk communication during public health emergencies, the concepts of 

health-seeking and health information seeking are crucial as they focus attention on how 

individuals and communities navigate through both disrupted health systems and, as 

evident during the COVID-19 pandemic, through an ‘infodemic’ of rapidly changing and 

sometimes conflicting information (Islam et al., 2020).   

A useful model that provides more specific insights on individual health seeking is the 

Health Belief Model (HBM). First conceptualised by social scientists at the US Public 

Health Service in the 1950s (Rosenstock, 1974), this framework has been widely used 

to explain health-related behaviours and to guide health programmes and initiatives 

(Glanz et al., 2008).  

2.3.2 Health Belief Model 

The HBM is a conceptual framework that helps explain how an individual’s beliefs about 

a health condition as well as those on the benefits/drawbacks of proposed action shape 

his/her behaviour. Central to the model are five belief categories: an individual’s 

susceptibility to and severity of disease, and their influence on threat perceptions, 

perceived benefits (of action), perceived barriers (to action), and perceived self-efficacy 

(Glanz et al., 2008). Although the original HBM did not incorporate self-efficacy or 
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modifying factors such as age, gender and ethnicity, these key dimensions were added 

later (Glanz et al., 2008).   

Figure 1  

Health Belief Model components and linkages 

Note. Reproduced from Glanz et al. (2008, p. 49). 

Figure 1 depicts the HBM, illustrating how these factors are interlinked to explain 

individual behaviour in relation to health and illness. The HBM has been applied to a 

wide range of contexts and conditions, including research on health behaviours in the 

US during COVID-19 (Guidry et al., 2021). This study indicated that while the HBM is not 

a perfect model for addressing the COVID-19 pandemic, its constructs should still be 

considered as guiding principles for public health communication strategies in the areas 

of preventive measure campaign design and pandemic planning (Guidry et al., 2021). 

This is examined further in section 5.3.2. 

2.4 Public health emergencies – Focus on migrant and ethnic minority 
communities 

2.4.1 Increased risk faced by migrant communities 

During disease outbreaks, migrant communities are viewed as more vulnerable than 

their host communities (McAuliffe et al., 2020). This is due to the presence of health 

disparities among minority communities who have migration backgrounds. There are 

many factors contributing to these disparities, including issues of culture, the duration of 

their stay, generation status, communication skills, and their personal beliefs (Charania 
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et al., 2019). As in many other crises or disease outbreaks, migrants are at risk of 

experiencing the indirect and direct impacts of infection.  

In the context of public health threats, numerous factors can limit their ability to prevent 

infection, obtain adequate healthcare, and manage the economic, social, and 

psychological impacts of illness. These are wide-ranging and can include living and 

working conditions, lack of understanding of migrants’ cultural and language diversity, 

xenophobia, migrants’ limited knowledge, and networks, as well as their access to rights 

and the level of their inclusion in their host communities (IOM, 2020). A recent study 

examined this issue in greater depth during the COVID-19 pandemic. The study 

illustrated the complex interplay of factors contributing to health inequities faced amongst 

communities with migrant and refugee backgrounds. These factors included uncertain 

living and working conditions due to lockdown and economic downturn, lack of social 

protection and welfare assistance regarding health care utilisation, being stranded and 

loss of status induced further economic hardship and insecurity (Twigg et al., 2021). 

Thus, there is a need to adopt migrant-inclusive approaches particularly during health 

emergencies to address migrants’ specific conditions of vulnerability (Twigg et al., 2021). 

2.4.2 Communication challenges and barriers 

There is also evidence that racial and ethnic minority populations face the likelihood of 

worse health outcomes during and after disasters and public health emergencies 

(Hooper et al., 2020; Laurencin & McClinton, 2020). This is in part due to limited access 

to accurate risk information (Abuelgasim et al., 2020).  

Important obstacles to effective risk communication include cultural and language 

barriers, social and economic conditions, and distrust of government authorities 

(Abuelgasim et al., 2020). Cultural and linguistic barriers specifically represent major 

challenges to risk communication in times of public health emergencies. For instance, 

Vaughan and Tinker (2009) noted that some minority communities prefer to rely on their 

friends, families, or relatives instead of the public information sources for emergency 

preparedness advice. This may also influence their perceptions and preparedness for 

emergency events. In addition, language barriers can also affect the translation and 

interpretation of important messages. This can lead to the inaccurate or inappropriate 

use of information with negative implications for migrant groups, despite their increased 

vulnerability (Vaughan & Tinker, 2009).  

In this context, trust in government authorities is a central element for strengthening the 

credibility of public risk messaging. “Trust refers to the assured reliance on others to act 

in one’s interests with responsibility, capability, honesty, equity and transparency and is 

critical to facilitating adherence to appropriate preparedness and response actions” 
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(Siddiqui et al., 2011, p. 3). Trust is often influenced by various factors such as personal 

experience, culture, beliefs, and language proficiency. Among minorities, particularly 

those who are refugees, undocumented, or fleeing immigrants, trust is likely to be low if 

they have no clear notions of what is right and wrong. Low levels of trust in the 

government and other agencies or service providers may also adversely affect the 

preparedness of minorities in times of emergency (Coltart et al., 2017). 

2.5 Risk communication challenges during COVID-19 

The COVID-19 pandemic has both highlighted already recognised risk communication 

challenges in public health emergencies and added new dimensions. The rapid growth 

of social-media-driven misinformation is one example. For instance, during the current 

COVID-19 pandemic, Islam et al. (2020) noted that as people were receiving information 

from multiple sources, communication efforts have been made harder. This is due to an 

‘infodemic’ that can create confusion and misinformation among the public (Islam et al., 

2020). The authors define an ‘infodemic’ as “an overabundance of information—some 

accurate and some not—that makes it hard for people to find trustworthy sources and 

reliable guidance when they need it” (Islam et al., 2020, p. 1). The seriousness of 

misinformation was underlined by the UN Secretary-General who referred to pandemic-

related rumours as a “global enemy” (Islam et al., 2020). Cinelli et al. (2020) also argued 

that misinformation can affect the effectiveness of public health policies and pandemic 

countermeasures, which is why it is crucial to monitor and control these factors in order 

to minimise fear, anxiety or stigma during a pandemic. 

In one illustrative study on the use of social media during the COVID-19 pandemic, 

Yassin et al. (2021) reported that social media platforms like Facebook can be used to 

notify the public about important information, spread awareness and promote preventive 

measures. This helped to minimise losses and improve the effectiveness of the 

response. However, the study also indicated that although social media is a tool that can 

help spread awareness about a virus, it can also have negative effects (Yassin et al., 

2021). This research revealed that Jordanians were highly aware of the detrimental 

effects of social media and its role in distorting information. They were also very likely to 

avoid sharing questionable news with their social media acquaintances, and most of the 

study participants reporting that they were very cautious and followed the rules and 

regulations of the Ministry of Health (Yassin et al., 2021). 

In other recent research on risk communication during the COVID-19 pandemic, Wang 

et al. (2020) investigated the effects of risk communication and behavioural responses 

on the attitudes and behaviours of Chinese adults. Their results indicated that most 

respondents said they engaged in preventive behaviours due to the messages they 
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received. Study results suggest that being exposed to risk communication messages 

was positively associated with being able to prevent illness, while believing in 

misinformation was negatively associated with wearing a mask in public (Wang et al., 

2020). However, the study also cautioned that male respondents, minorities, and those 

who were older with lower socio-economic status or had lower education levels and lived 

in rural areas were less likely to have high exposure to risk communication messages 

(Wang et al., 2020). 

Uneven access to risk communication for groups such as migrants and ethnic minorities 

is increasingly recognised as an area of concern. For instance, in a systematic review of 

health risk communication during the H1N1 and COVID-19 pandemics, Berg et al. (2021) 

noted that, despite rising use of social media, migrant and ethnic minority groups 

reported needing trusted spokespersons who were able to provide them with 

personalised information. Consistent with other studies, the review highlighted the need 

for greater attention to the risk communication needs of linguistic and ethnic minorities 

(Jha et al., 2018). In addition, Tambo et al. (2021) identified emerging gaps in prevailing 

global approaches to risk communication and community engagement. This specifically 

includes “reconceptualising” the notion of community engagement, recognising that, 

during COVID-19, “online communities were found to be as or even more influential than 

geographic communities” (Tambo et al., 2021, p. 49). 

2.6 Laotian health seeking in COVID-19 – Addressing knowledge gaps 

Improving risk communication in public health emergencies in culturally diverse cities 

like Auckland requires an understanding of the problems faced by its different ethnic 

groups. Although Laotian refugees first settled in New Zealand in the late 1970s and 

1980s, 40 years later the Laotian community still lacks visibility in healthcare service 

delivery. This was evidenced during the COVID-19 pandemic where the Asian translation 

service translated important messages into eleven Asian languages, that still excluded 

Lao (Tupou, 2021). This gap is also clear globally in the limited amount of research on 

the health of Laotian migrants in general. While there is published literature focused on 

the health experience of Hmong refugees from Laos following their resettlement, the 

literature search yielded only a handful of articles that addressed Lao migrant health-

seeking in general. 

One 1989 study on healthcare-seeking behaviour in the US revealed that while some 

Laotian refugees were aware of western concepts of disease aetiology, this did not play 

a major role in shaping their understanding about disease treatment and management 

(Brainard & Zaharlick, 1989). The study also showed that Laotian refugees had the 

highest rates of hospitalisation and clinic visits across all Southeast Asian refugees, and 
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that they were more likely to use resettlement agency services than those from other 

Southeast Asian countries. This research indicated that they were less likely to rely on 

traditional healers or treatments, but tended to rely on Western biomedical care, even if 

they had minor health problems (Brainard & Zaharlick, 1989). A more recent study of 

health-seeking for respiratory illness in Laos reinforced this finding. It reported that sick 

people in peri-urban areas preferred private clinics and pharmacies as their first 

treatment choice (Mayxay et al., 2013). The authors mapped the health seeking process, 

comparing peri-urban and rural participants (see Figure 2, below).   

Figure 2  
 
Process mapping of Laotian health-seeking behaviours in rural and peri-urban areas 
 

 

Note: Reproduced from Mayxay et al. (2013, p. 9).  

Despite such studies, research on Laotian health seeking remains limited, both as this 

applies to migrant groups, and in relation to epidemics risk communication in public 

health emergencies. This study sought to address this gap by investigating how Laotian 

New Zealanders obtained, interpreted and acted on COVID-19 public health advice 

during Alert Level 4 in 2020 in Auckland, New Zealand.   
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2.7 Chapter summary 

This chapter has critically reviewed relevant published literature on risk communication 

and its evolution in public health emergencies, as well as health-seeking and health 

information-seeking. It has focused on the challenges face by migrant and ethnic 

communities in public health emergencies and examined risk communication during 

COVID-19. It has also identified the knowledge gap in previous research. This content is 

revisited in Chapter 5, the discussion. 

 

  

  



18 

Chapter 3  Methodology 

3.1 Introduction 

The risk communication knowledge domain involves numerous fields and disciplines. 

This particularly applies to risk communication during pandemic events for ethnic 

minorities like the Laotian community in Auckland. This chapter provides the research 

rationale for a qualitative descriptive (QD) study and the paradigm applied. It also 

presents the research design as well as the ethics approval process. 

3.2 The rationale for a qualitative descriptive study 

A QD approach was applied in this study. Sandelowski (2000) stated that a QD study is 

a useful methodological approach that assists researchers in exploring experience-

related problems as well as examining participants’ perceptions, attitudes, barriers, or 

concerns. This type of research is also well suited for ‘why’, ‘how’ and ‘what’ questions 

for various purposes such as the identification of motives, theories, and concepts related 

to human behaviour, in which the main objective is to generate hypotheses and formulate 

theories (Neergaard et al., 2009) 

The research question “How did Laotian New Zealanders obtain, interpret and act on 

COVID-19 public health advice during Alert Level 4 in 2020 in Auckland New Zealand?” 

fits well with a QD approach. It is also suitable because a QD approach enables 

researchers to describe a phenomenon in a way that is straightforward and helps in 

identifying the various feelings and understandings of individuals (Lambert & Lambert, 

2012). This approach can also be used to describe events that have happened, as well 

as the relationships between them. Sandelowski (2000) and Neergaard et al. (2009) also 

argued that QD studies are more focused on uncovering participant experiences than 

trying to study participants in person. 

There is a great depth of understanding possible in a simple QD study when the 

researcher and participants share a similar language. In this study, as the researcher is 

also from Laos, he shared the same country of origin and language as the Laotian New 

Zealanders he interviewed. This helped strengthen his in-depth understanding of the 

social and cultural context of this community and made it possible to conduct interviews 

in the Lao language.  

3.3 Research paradigm 

The research paradigm in this study is underpinned by interpretivism. Creswell (2014) 

stated that a worldview or paradigm is a conceptual construct that explains how we see 

the world. It can be used to explain or rationalise certain beliefs or actions which do not 
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have specifically philosophical goals. In this study, the interpretive paradigm 

underpinned research which aimed to identify the link between individuals’ attitudes and 

experiences during Alert Level 4 that affected their daily lives (Gelo et al., 2008). Through 

the interpretive paradigm, the researcher was able to obtain a deeper understanding of 

the various perspectives of the participants and different interpretations of health seeking 

during COVID-19. This approach also allowed the researcher to formulate his 

interpretations of the participants’ opinions and meanings based on the information 

collected (Grant & Giddings, 2002).  

With respect to this research topic, the interpretivist worldview ensured that the 

complexities and issues that members of Auckland’s Laotian community faced were 

better understood and their different perceptions and opinions represented. This 

paradigm was also appropriate for the researcher, who is Laotian and able to identify 

with many of the challenges that faced the migrant Laotian community during Alert Level 

4 in Auckland.  

3.4 Research design  

3.4.1 Overview 

This study utilised a QD approach to analyse the responses and expressions of 

participants. It is considered as the least theoretical approach of all qualitative research 

(Lambert & Lambert, 2012). The study was conducted in Auckland, which is home to 

New Zealand’s largest Laotian population. Due to the complexity of the COVID-19 

pandemic whose effects extended well into the research timeframe, face-to-face data 

collection only became possible in April 2021, during Alert Level 1 (Unite Against COVID-

19, 2021). 

3.4.2 Sampling  

Purposive sampling is an approach used to select participants for a study (Etikan et al., 

2016). This technique is able to help a researcher identify individuals who are able and 

willing to provide helpful and logical information (Etikan et al., 2016). As the researcher 

had attended traditional cultural events at the Wat Lao Buddharam temple in Auckland, 

this enabled him to approach the community leaders, the Wat Lao Buddharam – 

Association Trust Board New Zealand, and potential participants for data collection for 

the purpose of this research.  

The study applied three main participant inclusion criteria. These were Laotian ethnic 

identity, immigration status as either citizens or permanent residents and a residence in 

Auckland for more than five years. The rationale for these criteria was, first, to ensure 

study participants shared the same legal right to access health services in New Zealand 
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(contrasting, for instance, with Laotian migrants who had work or temporary visa status). 

Second, the choice of a five-year period in New Zealand meant that study participants 

would be expected to be largely familiar with using public services including health and 

transport services.   

The study also recruited participants who were primary healthcare decision-makers in 

their families, across a diverse range of families. These included nuclear families, 

extended families, and some primary healthcare decision-makers who lived alone. This 

research recruited 10 participants and sought to achieve a gender balance. This is 

because the primary healthcare decision-makers in Auckland’s Laotian families tend to 

be those who have better English-speaking capability. The research also sought to 

identify participants who represented both “younger” families (where the primary 

healthcare decision-maker was under 45 years old), and “older” families (where the 

primary healthcare decision maker was 45 years or over). 

3.4.3 Recruitment procedure  

The researcher first contacted Lao community leaders to arrange an initial meeting 

through the Lao temple in Auckland, New Zealand. This enabled the Lao community 

leaders to introduce the research topic and the researcher to the Lao community and 

invite community members to participate. The participation was entirely voluntary. The 

researcher then contacted potential participants to explore their interest in being part of 

the study. The researcher also asked participants to discuss with other appropriate 

members in their families who would best represent the primary healthcare decision-

maker in their households.  

At individual meetings with prospective participants at the temple, the researcher 

provided each with the participant information sheet (PIS) (attached in Appendix A).  The 

PIS (in both Lao and English) provided detailed information about the project, including 

the time for consideration about participation, which was around two weeks. Potential 

participants could ask any questions to the researcher in person at the temple, by phone 

calls, or by email. To obtain both verbal and written consent (see the form in Appendix 

C), the researcher explained important details about how data could and would be 

protected. These details also included the use and disposal of participant numbers and 

the storage and disposal of data. After that, participants were invited to sign the written 

consent form before starting the interview.  

The researcher was able to recruit 10 participants who were the primary healthcare 

decision-makers, comprising five females and five males. There were four participants 

representing young families and six participants representing older household profiles 

(see Table 1).  
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Table 1  

Gender and age category of participants (n=10) 

Age Category Male Female Total 

< 45 years old 1 3 4 

≥ 45 years old 4 2 6 

Total 5 5 10 

3.4.4 Data gathering tools and data collection 

The semi-structured interview method with closed and open-ended questions was 

adopted, as this approach is often selected in health research and typically used in 

qualitative research. The semi-structured interview method is also a process that enables 

researchers to create meaningful sub-questions that can help them gain deeper insights 

and data (Cohen & Crabtree, 2006). Two face-to-face pilot interviews took place with 

Laotian healthcare decision-makers in advance of the main study to understand the 

duration of the interview and to improve the appropriateness of the interview questions 

(see the list of indicative questions in Appendix F). Following this, actual face-to-face 

interviews took place during Alert Level 1 in Auckland in April 2021. The interviews were 

conducted in the languages that participants were most comfortable with (mostly in Lao) 

and recorded through audio recording and written notes.  

The duration of individual interviews was approximately 20–35 minutes. They took place 

at the temple or places where participants felt comfortable, such as participants’ houses, 

as guided by the approved Researcher Safety Protocol (Appendix G). Each participant 

responded to a question set involving around eight main questions and extra sub-

questions. During the interview process, the researcher interacted with the participants 

in a friendly and informal manner, which allowed him to ask appropriate questions and 

to control the ordering of questions (Creswell, 2014).  

After data collection, the transcripts were written in Lao, then translated into English, and 

after that back-translated to Lao. This was undertaken to check the correctness of the 

translation by collaborating with a co-translator to verify the accuracy of the translation 

(Chen & Boore, 2010), and in accordance the approved confidentiality agreement (see 

Appendix H). The respondents were also asked to approve certain steps in the research, 

including validating the accuracy and authenticity of their interview transcripts before 
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analysis took place. Even though participants were given the opportunity to review the 

transcription, none requested to do this. 

3.4.5 Data analysis  

As with the interpretive paradigm, thematic analysis is well-suited for data analysis in QD 

research. The thematic analysis that was applied in this research was reflexive, with the 

coding applying an inductive approach. The process involves analysing the data through 

multiple phases and can be performed in six steps, namely: familiarising oneself with the 

data; initial coding step; aggregating initial codes into themes; reviewing and defining 

possible themes; choosing names for categories and main themes; and planning a report 

(Braun & Clarke, 2012).  

The researcher became increasingly familiar with the data while he was performing these 

phases, including the transcribing and back-translating. All information regarding 

COVID-19 public health advice on health service access and utility, such as perceptions, 

experiences, or opinions were re-read, initially coded, and transcribed into written form 

as themes and sub-themes.  

To identify initial codes, computer-assisted qualitative data analysis software, NVivo 20, 

was applied to assist with the process of analysis. According to Zamawe (2015), NVivo 

is a powerful text analysis tool that can easily handle large amounts of information in a 

variety of formats such as transcripts and field notes. NVivo provides an automated 

digital process that also saves the researcher time and helps to minimise errors. The 

software enabled the researcher to organise and interpret the smallest units of 

information, called ‘child codes’, which were identified during the interviews and then 

grouped together under ‘parent codes’ (as shown in the researcher's codebook, 

Appendix K).  

The next step was to manually cluster the initial codes from the NVivo coding process 

into themes. This step was carried out by the researcher and his supervisor. Each parent 

code and some child codes were grouped into possible sub-themed categories and the 

main themes were evaluated in an integrated mind-map (see Figure 3). The researcher 

and his supervisor then selected the names for the main themes, sub-themes, and 

categories. In this context, a combination of manual and NVivo automated coding 

techniques was applied to enable the creation of coding and theme-based classification.  

3.5 Ensuring academic rigor  

Establishing trustworthiness in qualitative research requires a consideration of a wide 

variety of factors. Lincoln and Guba (1986) established several criteria for establishing 

trustworthiness, which include credibility, transferability, dependability, and 
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confirmability. In addition, according to Merriam (1998), the six main tools for achieving 

research rigor are peer debriefing, external audits, triangulation, member scrutiny, and 

the explanation of research bias.  

In order to ensure credibility in this research, the peer review process served as a 

brainstorming session for the researcher and his supervisor to develop sub-themes and 

themes for the study (Lincoln & Guba, 1986). The format of semi-structured questions 

also helped in establishing credibility for the interviews since the individuals were asked 

to provide their responses (Shenton, 2004). During the interview, spending enough time 

with the participants of a study also allowed the researcher to gain valuable information, 

which was also beneficial for the study in making it possible to test for misinformation 

and build trust (Hadi & Closs, 2016).  

In qualitative research, transferability refers to the degree to which qualitative study 

results can be transferred to other contexts (Finfgeld-Connett, 2010; Lincoln & Guba, 

1986). In this study, transferability was achieved through a systematic process of 

gathering data from a sample of Laotian New Zealanders. The process, including 

sampling, inclusion criteria and interview procedure, is presented in this research report 

(Finfgeld-Connett, 2010).  

Dependability is another important aspect of trustworthiness as it shows that the study 

results are consistent and repeatable (Chowdhury, 2015). In this study, all research-

related items included recordings, field notes, and translated drafts were kept by the 

researcher to ensure consistency throughout the study. The researcher also performed 

member checking and collaborated with a researcher/co-translator to verify the accuracy 

of the participants’ statements (Creswell, 2013; Lincoln & Guba, 1986). 

In addition, establishing confirmability was also necessary. This was ensured by 

documenting processes related to the study’s data collection, analysis, and interpretation 

(Krefting, 1991). In this study, all processes related to data collection, analysis, and 

interpretation, as well as all unique and interesting information, were documented and 

transcribed throughout the entire research process in order to ensure the confirmability 

of the study (Carcary, 2009; Lincoln & Guba, 1986). 

3.6 Ethics application and amendments 

3.6.1 Overview of the process 

Any study that involves people or population subjects can generate and raise complex 

ethical, legal, social, and political issues. According to Walton (2019), research ethics is 

a field that investigates ethical issues that arise when people are involved in a research 

project. The aims of research ethics are to protect the rights of individuals involved in 
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research and ensure that ethical considerations are followed when conducting research. 

They also consider the protection of confidential information, the management of risks, 

and the consent of the subjects (Berg, 2004). In this study, the researcher avoided the 

possibility of harm to the respondents through various approaches.  

First, the participation of the participants was entirely voluntary, and they had the right to 

withdraw from the discussion and interview at any time before the analysis stage. After 

Lao community leaders introduced the research topic and the researcher to the Lao 

community, the potential participants were given the PIS. The PIS, provided in both Lao 

and English versions, indicated details about the project, such as study objectives, the 

time and place of the interview, the inclusion and exclusion criteria, the protection of each 

participant’s privacy, as well as the various steps involved in the study. Also, potential 

interviewees were informed about the usage of participant numbers instead of names.  

Those who expressed their interest were contacted and sent written consent forms by 

the temple. Before and after signing the consent form, the participants were also 

informed about the importance of the data and the potential benefits of the research. 

They were also invited to ask any questions directly in person. After the interviewees 

signed the consent forms, the researcher retained the forms.  

Participants had several rights when it came to participating during the interviews. These 

included the right to withdraw, to not respond, and the opportunity to pause in the middle 

of answering. Participants’ opinions, privacy, and interests were also prioritised. 

Moreover, despite the availability of counselling services at AUT, no participants 

expressed discomfort or reported feeling at risk during the interviewing process.  

3.6.2 Compliance with ethics requirements and Treaty of Waitangi expectations  

This research was approved by the Auckland University of Technology Ethics Committee 

(AUTEC) on 30 March 2021 (AUT Reference number 21/13), as attached in Appendix I. 

As the researcher is originally from Laos, being from the same country of origin, and 

sharing the same language with the Laotian New Zealander community, helped to 

strengthen the researcher’s in-depth understanding of the social and cultural context of 

this community. In addition, the three principles of partnership, participation, and 

protection of the Treaty of Waitangi (Te Tiriti o Waitangi) were also employed throughout 

this study (New Zealand Ministry of Health, 2014). 

With regard to a partnership, this research was conducted in consultation with 

community leaders at Wat Lao Buddharam temple in Auckland. It sought to understand 

the uptake of COVID-19 public health advice by Laotian New Zealanders, with potential 

to improve their health status and pandemic control in the future. The research was also 
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designed to ensure that all participants were treated fairly and with due regard to their 

rights. All participants were also given equal access to information about the project.  

In terms of participation, study participants were given the right to withdraw at any time 

during the interview stage. They could also decline to answer any question and stop the 

interview if they were uncomfortable with the situation.  

With specific respect to protecting the privacy of the participants, before the participant 

provided written consent, they were given a chance to ask questions and raise any 

concerns. Also, participants’ identities were protected by using numbers instead of 

names throughout the study. In addition, all the data and documents (both electronic 

records and hard copies) related to the study were kept confidential by the researcher 

and his supervisor. The data storage and disposal plan also complied with AUTEC's 

latest protocols. All participants were informed about the various steps necessary to 

protect their privacy and confidentiality both before and after signing the written consent 

form.  

3.7 Research output  

The research project was submitted for review by academic staff members in the 

Auckland University of Technology. The researcher plans to publish his work in a peer-

reviewed international journal.  

3.8 Chapter summary  

The chapter focused on the QD methodology, which was underpinned by an interpretive 

paradigm and its associated procedures. It also covered the various steps involved in 

the collection and analysis of data such as the sampling approach, recruitment 

procedures, the analytic methods, and how the research was carried out to ensure 

compliance with ethics requirements. 
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Chapter 4  Findings 

 

4.1 Introduction  

This study aimed to investigate how Laotian New Zealanders obtained, interpreted and 

acted on COVID-19 public health advice during Alert Level 4. Despite the challenges 

involved in conducting in-person interviews during the COVID-19 pandemic, the 

researcher was able to carry out face-to-face interviews in 2021 as well as conduct his 

analysis. This chapter discusses the steps taken to identify themes and sub-themes in 

this qualitative study. It also relates insights from the thematic analysis to the research 

questions. 

4.2 Identification of main themes and sub-themes  

The application of the NVivo coding process provided a rich set of responses on the 

uptake of COVID-19 public health advice and healthcare-seeking behaviour by those 

interviewed. These responses could be grouped into nine sub-themes and associated 

parent and child codes which were then clustered into three main themes which are listed 

in the researcher's codebook (see Appendix K). These themes were then organised and 

clustered by the researcher and his supervisor to create an integrated mind-map as 

illustrated in Figure 3, below. 

Figure 3 presents the main themes identified through this process: socio-economic 

characteristics and family profile (Theme 1), individual capability and self-beliefs (Theme 

2), and exposure to diverse information sources (Theme 3). The nested sub-themes are 

shown on both the left and right sides of the figure. The sub-themes for socio-economic 

characteristics and family profile are presented in the orange boxes on the left, the sub-

themes for individual capability and self-beliefs are illustrated in blue boxes on the right, 

and the sub-themes for exposure to diverse information sources are shown in the green 

boxes on both right and left of the main themes.   
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Figure 3 

Mind-map of main themes and sub-themes related to the uptake of COVID-19 public 
health advice among Laotian New Zealanders during Alert Level 4, in 2020 in 
Auckland, New Zealand 
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Table 2 presents a summary of the major themes and sub-themes. 

Table 2  
 
Main themes and sub-themes from thematic analysis of participant interviews  

 

Main theme 1: Socio-economic characteristics and family profile 

Participants’ socio-economic characteristics and family profile that affected the 

receiving of health information and healthcare utilisation 

Sub-themes  Descriptions  

A) Income and work security Income and work that could affect individuals’ 

access to health information and healthcare 

utilisation. 

 

B) Variation in English 

competence and confidence 

How language competence and confidence affected 

access to healthcare information and utilisation. 

 

C) Family profile  Family characteristics that could affect individuals’ 

access to health information and healthcare 

utilisation. 

 

Main theme 2: Individual capability and self-beliefs 

Participants’ capabilities and beliefs that impacted health-information-seeking and 

healthcare-seeking behaviours 

A)  Self-efficacy Individuals’ beliefs in their capacity to carry out their 

actions in relation to healthcare seeking. 

 

B) Capability in understanding 

and interpreting health 

information 

The perception of participants regarding the most 

significant public health messages during Alert 

Level 4. 

 

C) Personal circumstances and 

priorities 

Adverse attitudes towards adhering to rules and 

health information. 

 

Main Theme 3: Exposure to diverse information sources  

Effect of participant confidence and trust in information sources that affected their 

perceptions 

A) Accessibility of trusted 

information sources 

 

How participants identified specific sources of main 

public health information that they trusted and 

preferred.  

 

B) Perceived usefulness of the 

information 

How participants perceived and valued the public 

health information and advice from the government 

during the Alert Level 4. 

 

C) Access to domestic and 

international information 

sources 

 

Main health information sources consulted by 

participants during Alert Level 4. 
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4.3 Main Theme 1: Socio-economic characteristics and family profile 

In this research, the participants’ socio-economic characteristics and family profiles 

played a key role in their responses to the advice they received from health authorities 

during Alert Level 4. These comprised income, work security, English competence and 

confidence, and their respective family profiles.  

The 10 participants reflected a wide range of households ranging from two people who 

lived alone to multigenerational households with up to nine members. During Alert Level 

4, none of those interviewed reported working from home, with six receiving some form 

of government grant assistance (including superannuation payments), and three being 

in essential worker employment. While only two participants spoke fluent English, all 

those interviewed had at least basic skills in spoken English. 

4.3.1 Income and work security 

Income and work security were repeatedly identified as sources of concern by 

participants. Most of the participants stated that they were able to receive wage subsidies 

from the government even though they had to stay home, or their family members were 

working from home. Some of them were able to manage their expenses and did not 

experience financial problems. In relation to health seeking, the government’s wage 

subsidy support was essential for preserving participants’ financial access to health 

services. This included doctor’s consultation or paying for pharmacy products. In these 

circumstances, their access to important health services was not affected during the 

pandemic. 

I did not have these kinds of problems because I am always aware of my incomes 
and expenses, so you should concern and have your own responsibility. 
(Participant 5)  

We didn't experience these problems, as my children also received their wage 
subsidy and worked from home. For other people that I know, I think they didn't 
have these problems because, in New Zealand, unemployed people also receive 
government subsidies as well as older people. (Participant 6) 

Some participants also expressed concerns about changes in their work during the 

course of the lockdown, but this did not link this to difficulties in accessing public health 

information or their ability to access health services. Although most participants did not 

report problems with their income and jobs, some individuals were still worried about 

applying for a wage subsidy. For instance, participant 7 reported that some Laotian 

families who were having difficulties applying for wage subsidies called him to seek help, 

especially those who were self-employed and unable to understand or get information 

by themselves. 

I mostly was worried about my work. For example, I had my plan to finish some 
work, but government announced the Lockdown, so I had to stop it until the Alert 
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level was lifted. However, my clients mostly understood the situations, it didn't 
affect that much, and I always received health information as normal. (Participant 
8)  

There were some Laotian who were self-employed, and they had some problems 
and financial hardship during the lockdown. Some of them didn't know how to 
apply wage subsidy from the government, so they called me, and I then 
suggested them someone who was able to help them. (Participant 7)   

4.3.2 Variation in English language competence and confidence 

The focus of this sub-theme was an exploration of how participants’ language 

competence and confidence affected their access to healthcare information and its use 

during Alert Level 4. As English is the second language for most Laotian families, 

language competence and confidence were expected to affect participants’ information-

seeking and healthcare-seeking behaviour due to their limited capacity to understand 

and interpret the health information provided.  

As receivers of information, eight participants reported that they did not fully grasp 

English and could only understand parts of the information they received. The other two 

participants explained that even though they could understand most of health 

information, they were worried about some of their family members and the older 

generation of the community with limited English competence.  

Most of the health information here was mostly in English, I would understand 
some if it was not a difficult word. (Participant 9)  

I watched the news in English, and I mostly understood English as well as other 
people in my family. I think the older people probably had some problems in 
receiving health information due to the language barriers and I just informed them 
some news or important health information. (Participant 8) 

When asked about their language competency in accessing healthcare services, most 

participants replied that they were able to contact Healthline or healthcare providers by 

themselves during the lockdown, as most of them had registered with a general 

practitioner (GP) at a clinic for normal and routine appointments. In addition, even though 

there were some language barriers in communication, participants did not report major 

issues in communication. This was due to their capability in speaking basic English for 

health consultations. Some participants also explained that they were able to ask their 

family members or interpreters from information centres to help them when contacting 

their clinic or Healthline operators.  

On the other hand, as active health care seekers in Auckland, many participants felt 

sufficiently confident in their English communication capability. 

I first called to the operators [probably Healthline] for an appointment. They asked 
me about COVID symptoms and told me to stay in the car. I called them by myself 
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in English, even I didn't fully understand everything [she then added]. (Participant 
4)  

If I had to go to see the doctors or had some health problems, I would call 111. If 
I want to meet doctors, I would tell them an ambulance. They then would ask my 
name and address and they would come to my house directly… If I didn't 
understand some information, they would ask me about languages that I prefer 
to speak, and they would find an interpreter for me. (Participant 5) 

4.3.3 Family profile 

This sub-theme reflects the participants’ family characteristics that affected individuals’ 

engagement with health information and their healthcare utilisation, including the family’s 

age composition and membership. As described in Chapter 3, the primary healthcare 

decision-makers interviewed were divided into two main groups: those aged under 45 

years, and those aged 45 years and over.  

Information gathered from participants in these younger and older age groupings 

indicated differences in health-information-seeking behaviour. For instance, the younger 

primary healthcare decision-makers (participants 8 and 10) reported being flexible on the 

variety of media sites and sources they used to receive health information. As indicated 

below, they had greater English fluency and reported engaging easily with social media 

platforms. This enabled them to be updated simultaneously with advertisements and 

livestreams on Facebook Live from the government (Craig, 2021).  

I didn't have any problems because I was always able to access to the internet 
and watch Facebook Live on my phone. The government always kept us update 
before they did the press. (Participant 8)  

I would say that I updated news almost every day and hour during the lockdown 
especially during the initial stage of Level 4, I was always excited to watched 
news and updated the number of infections… I think I can access to health 
information advertisement from NZ Government everywhere. (Participant 10) 

However, older families, reported mainly receiving news from TV. They also explained 

that they needed younger family members to interpret significant information due to their 

limited English competency. Participants who lived alone (participants 3 and 5) were 

likely to rely on themselves when it came to information and healthcare seeking, even 

though they also faced some language barriers when compared to other participants 

who lived with partners and/or children. 

I live alone… I am always careful about what I am doing, didn't take any risks. 
But if I wanted to get a test, I definitely know how to go to the clinic by myself. 
(Participant 5)  

As the news was in English, I would say that I could understand some, but not 
100%. If I needed more understanding, I would call and ask my children. 
(Participant 7) 
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4.4 Main Theme 2: Individual capability and self-beliefs 

This theme emerged as a key determinant of the participants’ health-seeking behaviour. 

It incorporates dimensions of understanding, interpretation and personal beliefs that 

affected health-information-seeking and healthcare-seeking choices. The theme 

comprises three important sub-themes identified during the interviews: self-efficacy, 

capability in understanding and interpreting information, and personal circumstances and 

priorities. This theme also reflected the perceptions of Laotian New Zealanders about 

the main public health messages that they could recall during Alert Level 4 and how they 

acted on this advice.  

4.4.1 Self-efficacy 

Self-efficacy is recognised as a key element in health seeking and refers to individuals’ 

beliefs in their capacity to carry out their actions in relation to healthcare seeking 

(Bandura, 1977). In this study, many of participants described actions that indicated high 

levels of self-efficacy. For instance, the participants below described how they observed 

health symptoms or self-monitored, self-medicated or contacted healthcare providers 

when they experienced health problems. 

We often observed our symptoms, but we didn't get a test. We really had 
confidence as we always followed the rules and protected ourselves. (Participant 
6) 

I called to my family doctor and went to the clinic. I had done one COVID-19 test 
and the result was negative. Other people in my family didn't have any symptoms. 
There are some of my friends who were worried about COVID-19 infection and 
reluctant to get a test, but they just observed their symptoms, and everything was 
fine… I sometimes took some medications for the initial treatment by myself at 
home before seeing the doctors. (Participant 1) 

Other participants explained that they could contact their doctors and adjust routine 

appointments regarding chronic health problems during Alert Level 4. They were able to 

go to their health centres or clinics by themselves when they had health problems. They 

were also able to understand healthcare service constraints and were able to suggest 

important health information to others. 

We went to the clinic after setting an appointment. The healthcare providers told 
us to stay outside in the car, they then gave me the prescription while I was sitting 
in the car. I think it was quite slow, but I didn't have any problems with that. 
(Participant 7)  

I went to see my GP as usual because I have diabetes and need prolonged 
treatment [medication], but in my family, we didn't have any other health 
problems. When I went to the clinic, I always listened and followed the rules. I 
met the doctor once a month for each appointment and practised social 
distancing and wore a mask [he added later]. I just went to the clinic by myself as 
it was very near my house. (Participant 6) 
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However, thematic analysis also indicated some participants who had low self-efficacy. 

This was because they were unable or did not have the confidence to act on health 

information and advice. Those with lower levels of self-efficacy also replied that they 

needed help from others to get more understanding of health information and access to 

healthcare services. For instance, participants with very limited English language 

competence sought support from other family members.  

I just understood some parts of information and my daughter interpreted it for me. 
If I didn't understand anything, I would ask my daughter to translate the news for 
me for instance case number, or where the outbreak has occurred. (Participant 
2)  

For my wife, as she cannot drive and speak English well, she has to wait for me, 
and I would take her to see doctors. I always do it for her. (Participant 7) 

Participant interviews also revealed barriers to efficacy. These were reflected in a 

reluctance to use healthcare services due to expectations that this would be difficult and 

complicated, as indicated below. 

I think it is quite complicated to call to the health centre and they would transfer 
my line to others, sometimes, more than two steps and transferring, it would be 
great if we can talk to doctors directly. Sometimes, if just had mild symptoms, I 
decided not to call as I was afraid that it would be a long wait for sure. (Participant 
10) 

4.4.2 Capability in understanding and interpreting health information  

This second important sub-theme captures how participants understood and recalled 

Alert Level 4 rules and complied with them. Thematic analysis indicated that participants 

demonstrated a strong ability to recall important health information and rules to keep 

themselves safe. These included staying at home and in their own ‘bubbles’, practising 

two-metre social distancing while going outside, assigning only one person to do grocery 

shopping, scanning QR codes when going to public places and workplaces, and, if sick, 

contacting Healthline. This level of recall is illustrated by the statement below.  

Protecting ourselves from the virus. They advised us to stay at home especially 
older people. During that Level 4, even though I heard that the abbot of this Lao 
temple was sick, as I normally came to visit him, but I had to stay at home. We 
should not go outside and don't let others come inside the house. My children 
only came to drop off supply and grocery at the house and left it at the front door 
while they were living in another place. (Participant 7) 

Practised two-metres social distancing, the most important message was to help 
each other when facing problems. Other messages were also “do not break the 
rules given” such as do not go outside or gathering. I remembered this from the 
news on TV. (Participant 5) 

Despite evidence of detailed recall of Alert Level rules, a small number of participants 

who were older could not remember these rules. They also wrongly mixed up the rules 

due to other unofficial sources, or their personal beliefs and choices. These 
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misunderstandings of health information, incorrect interpretations, and differing cultural 

and personal beliefs contributed to some inappropriate actions by participants.  

One message often recalled was that people should wear a mask while going outside 

during Alert Level 4, although during that time, there were no rules regarding mandatory 

mask wearing. Such beliefs reflected the influence of unofficial sources related to mask 

wearing to protect themselves from virus. This was reinforced by messaging at the front 

of some grocery stores that stated customers must wear a mask before entering the 

shops. Participants also reported concerns about being fined or caught by the police if 

they did not wear masks or went outside, as in Australia (Glitsos, 2021). This was 

illustrated in the following comment.   

Don't go outside. If going outside, you have to wear a mask, if you did not wear 
it you would be fined $1,000 by the police. I received this information because I 
watched the news. I also saw the police around my community to check if people 
were outside. (Participant 2)  

4.4.3 Personal circumstances and priorities  

The third sub-theme relates to how the participants’ personal circumstances and 

individual priorities limited their compliance with rules and health information. A small 

number of participants reported that they did not follow the rules provided, even though 

they could accurately recall them. This was attributed to not fully appreciating the 

reasons behind the rules, or because the participants prioritised duties that were not 

officially considered to be ‘essential’ during Alert Level 4. This is illustrated by the 

following sentences  

I normally live alone but I went to stay with my cousin during lockdown Level 4. 
Even though people in the house told me to stay at home, but I had to go outside 
as there were some people calling me to help them such as cleaning the house 
and cutting the lawn. Sometimes, I also went out to do massage job if people 
called to do so (as I normally do it), even it was in lockdown Level 4 [he insisted]. 
(Participant 3)  

Some of Laotian that I know of did not follow the rule strictly. E.g., if they wanted 
to come to my house, they just came, even though the government told us to stay 
at home, but they came to knock on my door as they usually did it. I think those 
people acknowledged the rule, but they just didn't really care about it. (Participant 
6)  

Participant responses also highlighted a wide range of personal reasons for uneven 

engagement with the health information provided. For instance, in the comment below, 

participant 10 said that, for emotional reasons, such as being overstressed and receiving 

sad news, she decided to stop following the news for a while.  

Sometimes, I think I received too much information such as in the 1st and 2nd 
week, I updated news every hour, in the 3rd week I felt overstress and I 
sometimes turned off my phone and stopped receiving health information for a 
while. Apart from this, during that lockdown, my father who lived in Laos passed 
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away, even so, I could not go back to his funeral, so it was hard for me to get 
through as well. (Participant 10) 

4.5 Main Theme 3: Exposure to diverse information sources  

This final theme reflects participant perceptions on the trustworthiness of different 

information sources related to healthcare seeking in Alert Level 4, and their confidence 

in that information. The theme includes the accessibility of trusted information sources, 

perceived usefulness of information, and access to domestic and international 

information sources. Participants described their official and unofficial sources of health 

information and explained their preferred sources, as well as the usefulness of the 

information provided. 

4.5.1 Accessibility of trusted information sources  

Thematic analysis revealed that the two most preferred public health information sources 

during the lockdown were Facebook and television. Five participants replied that the 

Facebook platform was their favourite and preferred information source. They 

highlighted the Facebook Live function because it was “fast and up to date” on the daily 

announcements from the New Zealand Government.  

My preferred source was Facebook. I received and watched the official 
government announcement from Facebook. I mostly watched the summary 
announcement and main information from the prime minister, as the whole 
session was quite lengthy. (Participant 10)  

In addition, four participants also explained that television was their preferred source. 

The older participants liked to watch the news and official announcements with their 

families at home. The same participant added:  

I would say that I updated news almost every day and hour during the lockdown 
especially during the initial stage of Level 4, I was always excited to watched 
news and updated number of infections. (Participant 10) 

4.5.2 Perceived usefulness of information  

Participants expressed their opinions on how they perceived and valued the usefulness 

of health information during the strict lockdown. Most participants reported that they were 

satisfied with the public health advice from the New Zealand Government during Alert 

Level 4 as they received very clear information that they trusted. This gave them the 

confidence to follow the rules. 

Participant 4 mentioned that the “New Zealand government are very good in taking care 

of their people, I really praise them”. Some participants also replied that the government 

really did an excellent job in terms of providing information, and they knew how to protect 

themselves and follow the rules.  
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I think NZ Government quite pays attention to their people, especially to people's 
life. When compared New Zealand to a certain country, I would say that NZ 
Government can help their people almost 100%. (Participant 5)  

I had uncertain feelings, and after I received news from government, I felt more 
confident and safer to live. The government told us how to continue a daily life 
under this circumstance and I think most New Zealanders also followed the rules. 
I think I can access health information advertisements from NZ Government 
everywhere… I think NZ Government try to reach their people in every way; for 
example, in the restaurant that where I worked, NZ Government or council made 
information accessible by public, meaning that both employer and employees 
were aware of government policy. (Participant 10)  

Most participants also expressed the view that the health information from the 

government was significant during the COVID-19 pandemic as it made them aware of 

the virus. They also learned how to prevent the spread of the virus, how to monitor their 

symptoms or go to see the doctors.  

It is very important as we can't see this virus, but we can just prevent it. We had 
to strictly follow and listen to the government as they had daily announcements. 
They will explain and guide us for each stage of Alert Levels, so we just follow 
them. I think people in NZ and Laos, quite listen to government and follow the 
rules, so the COVID situation was quite a under control. However, in some other 
countries, their people didn't listen to Govt and were too silly, so the situation was 
getting worse. (Participant 6)  

Some participants responded that not all information from the government was important 

as some advice was not related or specific for them. This need for more focused 

information is shown by participant 5’s observation below. 

It was important 50/50 and it depended on us because some information was not 
specific for me, and it was general. If I wanted some specific information for me, 
I would call and ask them specifically. It would be important if that information 
was related about me, and it was things that I was interested in. (Participant 5) 

4.5.3 Access to domestic and international information sources  

This sub-theme reflects how participants accessed their main domestic and international 

sources of health information. For health information in New Zealand, most of those 

interviewed explained that they usually received official information from TV and the 

government’s official Facebook pages such as the news and the prime minister’s media 

conference. In addition, a limited number of participants answered that they sometimes 

received health information from their GPs and family doctors. 

I received health information from news on TV and sometimes from the clinic. I 
watched English news from the prime minister. (Participant 2)  

I mostly watched TV, Facebook, and YouTube. NZ Government always 
announce us earlier before their press conference and after the finished 
conference, the announcers would also tell us details of the next press 
conference. The main points of their announcement were mostly about COVID-
19, the negative impacts of this virus, and ways how to prevent it. The press 
conference was announced in English, mostly from the NZ PM, and the ones who 
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was representative and response for NZ COVID team, cannot remember his 
name. (Participant 6) 

For domestic, unofficial sources of health information, participants mostly received news 

from their family members and sometimes from friends and co-workers. As most of the 

participants had a limited capacity to understand English, the translated version of 

information provided by their family members, especially the younger generation, 

influenced their understanding and interpretation of messages. Participant 10 also 

reported that as some of her co-workers were “not good in English”, when they shared 

information, this information was different or inaccurate.  

I sometimes received the lockdown information from my workplace and exchange 
information with my co-workers who a majority of them are Pasifika. My children 
sometimes received the news faster than me and they informed me and my 
husband. (Participant 1)  

Some chefs who worked with me, didn't understand English well, so they would 
always confirm the news with their friends. I think sometimes it was not reliable 
as it was not first-hand information. I knew that when they shared information that 
they received to me. Moreover, there are the older people who came to live with 
their children in NZ and stranded, I am just afraid that how much will they 
understand health information if they receive it from their children. (Participant 
10) 

On international sources of information, participants referred to international TV channels 

especially Thai and Lao TV channels. Due to the similarity between Lao and Thai 

languages, some of the participants preferred to get updated news from Thai channels 

which were varied and popular. Participant 7 said, “Mostly I watched general news about 

Laos from Lao TV channels, Thai and also Australian channels”.  

On informal sources, participants mostly received news and information from the 

overseas relatives they normally contacted. They also reported receiving unofficial news 

from Facebook that was shared by their friends on this platform.  

I received overseas news from Facebook, news that my friends shared. I liked to 
get updated because some of my families are still living in Laos. (Participant 8) 

4.6 Findings in relation to research questions  

This study aimed to investigate the COVID-19 health seeking and health information 

seeking among Laotian New Zealanders during Alert Level 4. 

The first research focus was the main sources of public health information consulted by 

Laotian New Zealanders. On the official sources of health information, participants 

preferred to receive news and official media briefings from domestic television, and 

government or official New Zealand television Facebook pages. This was because they 

described these as being fast and up to date. On international official sources, they 

mostly watched the news from international television channels, especially Thai and Lao 
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television due to similarities in culture and language. Unofficial sources of health 

information, news and information included family members, sometimes friends, co-

workers, or overseas relatives. A limiting factor was fluency in English, especially for 

older participants. 

The second question examined participant perceptions of the most significant public 

health messages during Alert Level 4. Some participants showed a strong ability to recall 

and remember key messages like staying in at home, practising two-metre physical 

distancing, or trying to send one person per household to do the shopping. This reflected 

confidence in the government’s public health advice and willingness to strictly observe 

the rules. 

However, other participants expressed their unclear understanding of information due to 

wrongly understood or “mixed up” rules, as well as the choice not to follow the rules 

because of personal beliefs and circumstances.  

On the question of health-seeking behaviour during the Alert Level 4 in 2020, research 

findings illustrated how participants’ perceptions of self-efficacy influenced their beliefs 

and capacities to carry out recommended actions and behaviours. Most of those 

interviewed showed high levels of self-efficacy, with healthcare actions including 

observing and self-monitoring symptoms as well as self-medication. Participants were 

also able to contact healthcare providers and go to health centres when needed. On the 

other hand, a small number of participants showed low self-efficacy as they were unable 

or did not have the confidence to act on health information and advice because they 

needed help from others or were reluctant to access health information or healthcare 

services during Alert Level 4.  

With respect to the fourth research focus on the factors that hindered or enabled 

understanding of public health advice, findings indicated that participants’ socio-

economic attributes, such as English competence and confidence, family profile, and 

income and work security, played crucial roles. As English is a second language for the 

majority of Laotian New Zealanders, language competence and confidence affected 

participant understanding and their interpretation of health information. 

Family profile also influenced Laotian New Zealanders’ information access. While the 

older participants, with limited English competence, required help from the young 

generation, younger participants with greater English language fluency could actively 

engage with social media and access health information easily and regularly.  

An unexpected finding was the contribution that work security and stable income played 

in preserving health-seeking practices. For several participants, access to wage 
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subsidies not only reduced livelihood anxiety, but also ensured available resources to 

pay for medical consultations or pharmacy products. In this context, findings highlighted 

difficulties in “wage subsidy” seeking, as several participants described a lack of clarity 

in accessing subsidy support.    

Figure 4 relates the sub-themes identified to the four main question areas. Cell-shading 

indicates that a sub-theme played a role in one or more of the four research question 

areas. The figure highlights the important contribution of participants’ socio-economic 

attributes in shaping health-seeking behaviours. It also indicates the influence of multiple 

information sources (both domestic and international) in health seeking and health 

information seeking, reflecting the wide range of sources available to participants.   

Figure 4  

Summary table relating main themes and sub-themes to research focus areas 

4.7 Chapter summary 

Study findings revealed three main themes and nine sub-themes that were crucial in the 

participant COVID-19 health seeking and health information seeking. Results highlighted 

the importance of participants’ socio-economic characteristics and family profiles in their 

preferred sources of health-information actions and health-seeking behaviour. They also 

indicated the barriers to accessing public health advice as well as factors that improved 

understanding and access to health services.  
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Chapter 5  Discussion and Conclusion 

 

5.1 Introduction  

This chapter discusses the research findings about how Laotian New Zealanders 

accessed, interpreted and acted on COVID-19 public health advice during Alert Level 4.  

It begins by highlighting the role of socio-economic factors that shaped participants’ 

access to public health advice and health seeking. It continues by examining self-

efficacy, trust and compliance with public health advice during lockdown and also 

suggests implications for risk communication and community engagement. The chapter 

concludes by proposing directions for future research and improved policy and practice. 

5.2 Role of socio-economic factors in accessing public health advice 

The study’s findings highlighted the important influence of the participants’ socio-

economic characteristics and family profile, both for health seeking and for accessing 

public health advice. This was reflected in participants identifying work security and 

income as their major concerns. The government’s provision of wage subsidies ensured 

the security of livelihoods, enabling participants to pay for doctors’ consultations or 

pharmacy products. Government measures such as the wage subsidy during Alert Level 

4 brought stability and continuity to households, reducing their “uncertainty as 

experience” during lockdown. This was despite the uncertain and rapidly changing public 

health information they were receiving on COVID-19.  

Sopory et al. (2019) distinguished between the “uncertainty as information” received 

during public health emergencies and the “uncertainty as experience” lived, noting the 

importance of managing both. This is viewed as especially important for vulnerable 

groups who must manage multiple forms of livelihood and other uncertainties. In the 

context of this study, participants’ access to wage subsidies was significant for reducing 

this key aspect of uncertainty during lockdown and ensuring financial access to health 

services.    

The participants’ family profiles, including age and household composition, played a key 

role in their preferences for specific information sources. Older participants reported 

more limited English language capability and preferred to use more conventional 

information sources like the news on television. However, younger participants had 

higher levels of English competence and were able to access a wide range of social 

media and other sources. This finding is consistent with observations by Toppenberg-

Pejcic et al. (2019) that underlined the continuing importance of conventional news 

sources. They noted that people who received information on disease outbreaks from 
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more conventional sources were also more likely to be better informed than those whose 

sources were social media, friends, or family (Abramson & Piltch-Loeb, 2016, as cited in 

Toppenberg-Pejcic et al., 2019).  

5.3 Self-efficacy, trust, and compliance with public health advice 

5.3.1 Self-efficacy and the “paradox of trust” (Wong & Jensen, 2020) 

Results illustrated some variation in participants’ interpretations of public health rules, 

with most signalling high levels of knowledge, self-efficacy, and compliance with official 

public health advice. This included being able to recall important Alert Level 4 messages 

such as staying at home, practising two-metre physical distancing, or trying to send one 

person per household to do the shopping, as well as accessing clinics, Healthline or 

other services. Such responses are expected when there is confidence and trust in 

government that results in individuals understanding and observing official instructions 

(Coltart et al., 2017). 

However, interview findings also showed “the paradox of trust” discussed by Wong and 

Jensen (2020) in relation to compliance with COVID-19 health messaging in Singapore. 

They noted that high trust in public authorities may also reduce pressure for individuals 

to adopt recommended health measures. This was due to individual confidence that the 

government would take all necessary steps to protect public health and safety (Wong & 

Jensen, 2020). In this Auckland-based study, Laotian participants repeatedly underlined 

their trust and confidence in the government’s approach. On one hand, this enhanced 

participant compliance with public health advice; on the other, for some participants, it 

may have reduced their sense of urgency about the need to personally adjust behaviour 

to follow public health advice. For example, a small number of participants reported that 

they did not follow the rules provided and prioritised duties that were officially viewed as 

‘non-essential’ during Alert Level 4. This suggested that they perceived COVID-19 to be 

a lesser concern than other issues they faced and one that was being well managed by 

government authorities. 

5.3.2 Relevance of the health belief model (HBM) 

Interview findings on self-efficacy highlighted the continuing relevance of the HBM. 

Consistent with the application of the HBM, findings revealed some participants whose 

limited English language competence reduced their perceived self-efficacy in accessing 

information and health services. These participants reported that they depended on 

family members to assist them in navigating the health system.  

The finding is in line with the observations by Vaughan and Tinker (2009) who noted that 

members of minority communities prefer to rely on their relatives or friends for 
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emergency preparedness advice instead of relying on the public sources, with limited 

English competence being one of the main barriers.  

Other results indicated how personal circumstances perceived to be more serious than 

COVID-19 led to some participants to consciously disregard public health messages 

about physical distancing or staying at home. This is consistent with findings by Charania 

et al. (2019), who cited personal beliefs as a potential factor that might contribute to 

health disparities among migrant communities. 

While these observations illustrate the continuing relevance of the HBM (Glanz et al., 

2008), they also indicate its shortcomings. For instance, the influential role of socio-

economic conditions identified in this research is only briefly addressed as “modifying 

factors” in the original model. This study also highlights the important contribution of 

varied information sources used by participants that would not have existed when the 

model was developed or even in the Glanz et al. (2008) conceptualisation (see Figure 1 

in section 2.3.2).     

5.4 Insights on health seeking and health information seeking 

Study findings provided insights on participant health seeking and information seeking. 

They highlighted the importance of preserving and protecting the stability of existing 

health services in times of public health emergency. Most participants had long-standing 

relationships with clinics and doctors, which they were able to continue during lockdown. 

This meant that they were not required to seek new services during Alert Level 4. These 

patterns of health seeking through local doctors and clinics were also consistent with 

health-seeking behaviours reported from Laos by Mayxay et al. in 2013.  

If this stability of primary health services had been disrupted by a surge in infection (as 

occurred in other countries), participants’ reported experience of health seeking may 

have changed substantially.  

These results on health seeking in part reflect the fact that most of those interviewed had 

lived in Auckland for than 20 years and had well-established connections with their 

primary healthcare providers. Other literature on newly arrived migrants or refugees has 

underlined the barriers they face in accessing health services. Charania et al. (2019) 

noted that there are number of factors that contributed to migrants’ health disparities. 

These included issues of culture, the duration of their stay, generation status, 

communication skills, and their personal beliefs. Other constraints identified were living 

and working conditions, migrants’ limited knowledge, and limited networks, as well as 

their access to rights and level of inclusion in their host communities (IOM, 2020). 
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5.5 Risk communication in public health emergencies 

5.5.1 Challenges for risk communication and community engagement  

Study results highlighted gaps in global approaches, especially on risk communication 

and community engagement. Despite WHO’s global policy focus on two-way information 

exchange and community engagement, in the study, participants did not report any 

engagement with the health authorities. They did not refer to accessible information in 

Lao language and were required to draw on Thai language sources for information. This 

experience is not consistent with the objectives of RCCE, which in principle has an 

essential role for promoting people-centred and community-led strategies in reducing the 

impact of pandemics (Gilmore et al., 2020). The accounts of Laotian participants 

underline the challenges faced by “invisible” ethnic minority groups that may be 

overlooked by public authorities (IOM, 2020). They also highlight Laotian cultural and 

historic communication patterns that are characterised by compliance, politeness, and 

respect for authority (Dinh & Groleau, 2008). Risk communication involving such 

communities requires that authorities apply a wider range of outreach and engagement 

efforts to identify less visible and invisible groups that may be overlooked in mainstream 

communication. For instance, Toppenberg-Pejcic et al. (2019) stressed that effective 

emergency communication involves building a local network and communicating with 

local authorities and communities.  

5.5.2 Approaches to health information seeking: Local, national, and 

international  

This research profiled the importance of understanding how people seek health 

information, in addition to the role of centrally developed generic risk communication 

strategies. Results from this study show that health information seeking varies depending 

on age, English competence/confidence, household profile and established patterns of 

information gathering (for instance, via television or social media).  

Most participants explained that they usually received official information from TV and 

the government’s official Facebook pages, and some received health information from 

their GPs and family doctors. However, in terms of the unofficial sources of health 

information that they used, participants mostly received news from their family members 

and sometimes from friends and co-workers as the unofficial translated and interpreted 

version of information. These results resonate with observations by Vaughan and Tinker 

(2009), who noted that minority communities prefer to rely on their friends, families, or 

relatives instead of public information sources for emergency preparedness advice; they 

also noted that this may also influence migrant perceptions and preparedness for 

emergency events.  
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This study’s findings highlight the importance of transboundary information sources. 

Participants reported drawing on information from Laos, Thailand, Australia and 

elsewhere. While this clearly widened their scope of information sources, it also 

increased the chance of confused messages given the blurring of information presented 

from across the world. One example was participants’ recollection of $1,000 police fines 

for not following rules. While this measure was instituted in Australia (Glitsos, 2021), it 

was not in the case in Auckland or anywhere in New Zealand. These findings underline 

the emerging challenges of simultaneously managing an epidemic and an infodemic, 

where the public is exposed to multiple and often conflicting sources of information (Islam 

et al., 2020).  

5.6 Barriers and enablers of information and health service access 

Research findings on the barriers and enablers of Laotian New Zealanders’ 

understanding of advice on accessing and utilising healthcare services indicated that 

most participants referred to language competence and confidence as the main barriers 

to their understanding and interpretation of health information. These results match those 

of Abuelgasim et al. (2020) who noted that cultural and language barriers, social and 

economic conditions, and distrust of government authorities are important obstacles to 

effective risk communication. It is also in line with results obtained by Vaughan and 

Tinker (2009), who found that language barriers can affect the translation and 

interpretation of important messages, leading to inaccurate or inappropriate use of 

information with negative implications for migrant groups, despite their increased 

vulnerability. 

Regarding the enablers of access to public health information, the findings highlighted 

the role played by trust, stability in health services and income, and the continuity and 

certainty of connections with primary healthcare providers. Participants underlined their 

trust in official messaging and government media briefings during Alert Level 4 as they 

received very clear information. The government’s response, which included maintaining 

the stability of primary health services, along with the provision of a wage subsidy, also 

reinforced trust in official public health advice. 

A related enabler was the long-standing relationship that participants had with local 

clinics and doctors which they could continue during Alert Level 4. This, along with 

translation support from younger family members, avoided any disruption in health 

seeking in New Zealand’s first lockdown. 
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5.7 Recommendations for policy and practice 

Recommendations for strengthening risk communication with Laotian New Zealanders 

during public health emergencies are based on the study’s results and relevant literature. 

The recommendations stress the need for more effort in identifying and reaching less 

visible migrant communities, improved access to translated messaging, and focused 

strategies to better manage multiple information sources - especially from overseas. 

First, as discussed in section 5.5.1, health authorities at all levels overlooked the small 

Laotian ethnic minority in messaging and translation support. Planning for future health 

emergencies could be strengthened if health or local authorities applied a wider range of 

outreach methods to identify less vocal and less visible minority groups such as the 

Laotian community in Auckland. For instance, despite the size of the Laotian community 

in Auckland, New Zealand, community leaders and the Wat Lao Buddharam – 

Association Trust Board New Zealand are central players in the Laotian community and 

could take a stronger leadership role during public health and other emergencies. These 

community leaders could help strengthen access by Laotian families to key information. 

The association could also play a vital role and serve as a bridge between public officials 

and the Lao-speaking community to better streamline communication in both directions 

and strengthen support for Lao community members. 

Second, having the capacity to rapidly provide more translated versions of public health 

messages in a variety of languages during emergencies would strengthen the 

understanding of and adherence to the rules among migrant communities. In this study, 

participants referred to English language competence and confidence as the main barrier 

in their understanding and interpretation of health information. Also, according to Tupou 

(2021), during the COVID-19 pandemic in New Zealand, it was only in 2021 that detailed 

translations of COVID-19 public health advice were made available in some but not all 

the Asian languages. Acting upon this recommendation would not only improve the 

accessibility of public health information by adding more specific languages, but it would 

also ensure that crucial information reaches a wide range of people in all age groups. 

Information should be presented on various mainstream platforms and social media to 

promote effective preventive measures among migrant communities (Yassin et al., 

2021). 

The third significant issue is minimising and avoiding the confusion of health messages. 

Based on this study’s findings, the use of transboundary information sources and social 

media increased the scope for confusion in the messages and the blurring of information 

among participants. In the future, it will be crucial to monitor and manage these factors 

to minimise misunderstandings and inappropriate behaviours (Cinelli et al., 2020). This 

would not only help to reduce conflicting sources of information or confused messaging, 
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but also would enhance the observation of rules and health information during disease 

outbreaks. 

5.8 Conclusion 

5.8.1 Revisiting the findings and their interpretation 

Previous studies have indicated that, during disease outbreaks, migrant communities are 

viewed as more vulnerable than their host communities due to complex socio-economic 

determinants as well as the presence of health disparities. In the context of COVID-19 

and the sudden application of lockdown restrictions, social and physical distancing rules, 

access to health services by small ethnic groups including the Laotian community in 

Auckland had potential to become even more difficult.  

This research has contributed to the advancement of knowledge on how Laotian New 

Zealanders’ COVID-19 health seeking and health information seeking during Alert Level 

4. The study was carried out in 2021 by employing a QD approach which was 

underpinned by interpretivism and adopted semi-structured interviews as the data 

gathering method. Despite the challenges involved in conducting in-person interviews 

during the COVID-19 pandemic, the researcher was able to carry out face-to-face 

interviews as well as analysis within the research timeframe.  

The findings highlighted how factors such as the family profile, including age and 

household composition, played a key role in participant preferences for specific 

information sources. While older participants reported more limited English language 

capability and preferred to use more conventional information sources like the news on 

television, younger participants had higher levels of English competence and were 

therefore able to access a wide range of social media and other sources. 

Results also illustrated the importance of providing certainty and stability in participants’ 

lives. As participants identified work security and income as a major concern, 

government measures such as the wage subsidy during Alert Level 4 brought stability 

and continuity to households, reducing their “uncertainty as experience” during 

lockdown.  

Study findings provided insights on participant health seeking and information seeking, 

which highlighted the importance of preserving and protecting the stability of existing 

health services in times of public health emergency. As most of the participants had well-

established connections and long-standing relationships with their primary healthcare 

providers, they were able to continue healthcare seeking during lockdown. Participants 

also repeatedly underlined their trust and confidence in stability and in the government’s 

messaging and approach, which enhanced their observance of the public health advice. 
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The research also revealed a small number of participants who did not personally adjust 

their behaviour to follow the public health advice. This suggests that these participants 

perceived the public health threat to be lesser concern than other issues they faced and 

one that was well-managed by government authorities. 

This study’s findings have also highlighted the importance of transboundary information 

sources and the need to manage these more effectively. While participants reported 

drawing on information from overseas, clearly widening the scope of their information 

sources, this also increased confusion in the messages received due to the blurring of 

information presented across the world. This highlights the need to better monitor and 

manage multiple sources of information to minimise misunderstanding and inappropriate 

responses during disease outbreaks. 

5.8.2 Study strengths and limitations 

Research on Laotian health seeking remains limited, both as this applies to migrant 

groups, and in relation to risk communication in public health emergencies. This study 

represents a new contribution to the understanding of COVID-19 health seeking and 

health information seeking for this low-profile migrant group during Alert Level 4 in 

Auckland. It also provides valuable insights to researchers and CALD communities in 

New Zealand who are looking for ways to improve information-seeking and health-

seeking behaviour during global public health emergencies such as the COVID-19 

pandemic. As both participants and the researcher spoke the same language, Lao, it 

was possible to examine ways in which Lao migrants navigated Alert Level 4. 

Purposive sampling was applied in this study to enable allow the researcher to collect 

data on a specific population to answer the research questions. However, this sampling 

method could also be viewed as a weakness. The sample studied might not be 

representative of Auckland’s Lao population or community as the participants were self-

selected. In addition, as Alert Level 4 was implemented in Auckland in March 2020, there 

were multiple adjustments in restrictions and Alert Levels between this date and the 

timing of the interviews. This may have limited the accuracy of participants’ recollections, 

as it was difficult for participants to remember what they had done a year earlier. It was 

possible that participants forgot or were confused about the information they received 

from the public health authorities due to the passage of time since the lockdown. 

5.8.3 Areas for future research 

The study findings highlight gaps in global approaches to risk communication and 

community engagement. Despite WHO’s global policy focus on two-way “information 

exchange” and community engagement, participants in the study did not report any 

engagement with health authorities. Also, they did not refer to accessible information in 
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the Lao language and were required to draw on other language sources for information. 

The lack of risk communication research involving ethnic minorities is already recognised 

and represents a significant research priority (Berg et al., 2021; Sopory et al., 2019; 

Tambo et al., 2021; Toppenberg-Pejcic et al., 2019). 

In addition, there is increasing use of social media in risk communication in public health 

emergencies. Consistent with observations elsewhere (Toppenberg-Pejcic et al., 2019; 

Tambo et al., 2021), this study found that online communities played an important role 

in providing public health information. This highlights the value of further studies to better 

understand the effect of online as well as geographic communities on information 

seeking and healthcare seeking during public health emergencies, especially in the case 

of migrants and ethnic minorities. 

5.9 Chapter summary 

The chapter has discussed the research findings in relation to relevant published 

literature. It has also made recommendations for policy and practice, including strategies 

to improve engagement with less visible ethnic minority groups. The chapter has 

described the study’s strengths and limitations and concluded by calling for further 

studies to strengthen RCCE, as well as better understanding of the effects of online and 

geographic communities in health information-seeking. 
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