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In this Chapter, we present evidence to inform evolving COVID-19 response planning by
analysing how Australians were thinking, feeling and behaving in response to the so-called
“first wave” of the COVID-19 epidemic and the associated public health measures. These
topics were explored through an online survey of Australian adults (n=999) between 3-6
April 2020, less than one week after “stay-at-home” restrictions were enacted nationally
to mitigate the spread of COVID-19. To explore if and how people’s thoughts, feelings,
and behaviours may have changed over time, we fielded the same survey between 28 April
and 6 May 2020 (n=1020), with 732 respondents completing both surveys. Overall, our
study found high levels of community acceptance and adherence to physical distancing
measures. While physical distancing measures have proven highly effective at mitigating
disease transmission worldwide, they have substantial social and economic costs. Our
results highlight the negative social and emotional impacts of physical distancing and the
importance of complementary policies that enable social connection and self- and collective
efficacy to minimise these impacts and promote community resilience.

27.1 Introduction

Australians watched with concern when the novel coronavirus SARS-CoV-2 was first reported in
Wuhan, China in December 2019 [1]. Concern turned to alarm as, by March 2020, the virus had
spread to all global regions, and COVID-19 (the disease caused by SARS-CoV-2) was threatening
to overwhelm some of the world’s economies and strongest health systems [2, 3]. In the absence
of an effective treatment or vaccine for COVID-19, physical distancing measures soon formed the
cornerstone of the global response — at a scale that was not typically contemplated by existing
pandemic plans [4-8].

There is so much that is new about this pandemic that “unprecedented” soon became the most
used word in formal and informal discussions about how to deliver a proportionate public health
response. Indeed, in free text responses to our first survey (described later), respondents referred to
it by emotive names such as “rotten”, “disgusting”, and “invisible”. Some worried that scientists
did not understand its basic biological processes.

This chapter presents evidence to inform continued, evolving response planning in Australia,
and where relevant, in other countries around the world. It includes findings from two nationwide
surveys [9, 10] asking the overall question: How were Australians thinking, feeling and behaving in
response to the “first wave” of the COVID-19 epidemic and the associated public health measures?
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By doing so, we aim to guide decision-making on how best to manage disease transmission and
promote community resilience.

Specifically, we provide insight into levels of transmission-reducing behaviours, how these
changed over time, and how these behaviours related to people’s concerns and perceptions. We
explore how these trends differed between lower- and higher-impacted Australian states and
territories.

Next, the chapter reports on the social and emotional impact of COVID-19 on Australians.
Internationally, it is agreed that five elements are essential to support people and communities
confronted with large scale-disaster and loss in the immediate and mid-term [11]. These elements,
which also underpin Psychological First Aid [12, 13], are the promotion of: a sense of safety; calm; a
sense of self- and community efficacy; connectedness; and hope. We conclude with insights into how
these elements interacted with people’s mental health and wellbeing during pandemic restrictions.

27.2 Early Phase of the Australian Epidemic and the Public Health
Response

Australia has a federated political system featuring overlapping responsibilities between a federal
government, eight state and territory governments and local governments. The political geography
of Australia, as an island continent, has informed the shape of the responses. Over two decades,
one of the most strident political positions for successive federal governments has been to use its
authority to control the national borders to reduce the number of refugees arriving by boat to seek
asylum in Australia. By contrast, the eight states and territories, with different climates, industry,
population structures and geography, have their own powers to close borders to other jurisdictions.
In response to COVID-19, a National Cabinet was quickly formed to improve communication,
co-ordination across states and territories, and joint decision making.

The first case of COVID-19 was detected in Australia on 22 January 2020 [14]. On 1 February,
when China was the only country reporting uncontained transmission, Australia closed its borders
to mainland China [15]. Australia only reported 12 cases of COVID-19 through February. By
contrast, globally the number of confirmed cases and geographic extent of transmission continued
to increase drastically [16]. By early March, Australia faced the threat of importation from all
global regions, and governments and health authorities were concerned when daily case counts rose
sharply through the first half of March. Although more than two thirds of cases were connected
to returned travellers who acquired their infections overseas, pockets of local transmission were
reported in the cities of Sydney and Melbourne [17].

As a result, from 16 March 2020 the eight state and territory governments of Australia used
their own authority to progressively implement physical distancing measures to prevent and reduce
community transmission of SARS-CoV-2 [18]. By 29 March 2020, all Australians were strongly
advised to leave their homes only for limited essential activities and public gatherings were limited to
two people (known as “stay-at-home” restrictions). These measures were in addition to self-isolation
advice for (mild) confirmed cases and their contacts, as well as for returned overseas travellers.

By late March, daily counts of new cases were declining, and the effective reproduction number
was estimated to be below 1 [19], indicating that the collective actions of the Australian public and
government authorities had successfully mitigated a first epidemic wave. Of the 7,075 confirmed
cases of COVID-19 in Australia up to 17 May 2020, 70% were acquired overseas [20].
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27.3 Understanding the Response of Australians to COVID-19

To develop a timely understanding of how people in Australia were thinking, feeling, and behaving
in relation to the COVID-19 pandemic and the associated response measures, we conducted two
nationwide surveys.

The first survey was conducted online from 3 to 6 April, shortly after the activation of
“stay-at-home” restrictions in response to the initial wave of imported infections, and the other
three weeks later (29 April to 6 May) when restrictions remained in most state and territories
(Figure 27.1). Western Australia commenced easing of restrictions on 27 April [21], followed by
the Northern Territory and New South Wales on 1 May [22, 23]. Note that all data were collected
during the first epidemic wave, prior to the establishment of a second wave in the state of Victoria
in late June 2020 [24].

24/3: Stay at home restrictions

New Daily Cases

FIGURE 27.1

Plot of national daily new case notifications in Australia [25], timings of key national response
policies and Surveys 1 (teal) and 2 (blue). Note: we include both overseas and locally acquired
cases in the daily case counts. Of all cases in Australia notified up to 17 May 2020 with a known
place of acquisition (95%), 70% were acquired overseas [20]

27.4 Overview of Data Collection and Analysis

The sample size of Survey 1 was 999 Australian residents aged 18 years and over. The sample size
of Survey 2 was 1020 individuals, of which 732 (71.8%) had previously completed Survey 1. Results
were weighted and are representative of the adult population in Australia (as described below).

The two surveys were based on research developed and conducted by Imperial College in the
UK in mid-March 2020 [26]. Some questions in the Australian survey were modified slightly to
reflect local response measures and terminology. Additional questions were added to the Australian
survey to measure social and emotional impacts. Data collection in both the UK and Australia was
conducted by the online market research agency YouGov.

We used a structured questionnaire addressing the following three domains:
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e perceptions of risk and consequences of COVID-19 infection;
e measures taken by individuals to protect themselves and others from COVID-19 infection; and
e social and emotional impact.

Finally, we included an open-ended question to allow people to express their main concern
regarding the COVID-19 pandemic. The question requiring a free text response was: “What is
your biggest concern at the moment?” All respondents answered the question as it was mandatory.
We conducted thematic coding, informed by Framework analysis [27] which was designed to code
qualitative data in order to inform policy and practice. The data reported here are primarily a
sub-section of the total coding frame, designed to illustrate key points in the quantitative analysis.

The questionnaire was administered online to members of the YouGov Australia panel of
individuals who have agreed to take part in surveys of public opinion (over 120,000 Australian
adults). Panellists, selected at random from the base sample, received an email inviting them to
take part in a survey, which included a survey link. Once a panel member clicked on the link and
logged in, they were directed to the survey most relevant to them available on the platform at
the time, according to the sample definition and quotas based on census data. A plain language
statement appeared on screen and respondents were required to electronically consent prior to
the survey questions appearing. Proportional quota sampling was used to ensure that respondents
were demographically representative of the Australian adult population, with quotas based on age,
gender, income and location (state and metropolitan or regional).

The study was by approved by the University of Melbourne Human Research Ethics Committee
(2056694).

27.5 Geographic Variation in COVID-19 Epidemiology and Public
Health Response in Australia

Our analyses differentiated between lower-impacted and higher-impacted jurisdictions because
of the geographical variation in COVID-19 epidemiology and the associated physical distancing
policies. Australia’s two most populous states, New South Wales (more than 8.1 million people)
and Victoria (more than 6.1 million people), also the most exposed to international travellers,
experienced considerably higher total numbers of confirmed cases and peak daily incidence
than other jurisdictions [14]. Consequently, people living in New South Wales and Victoria also
experienced longer periods of restriction on their movement and social gatherings. New South Wales
and Victoria are therefore defined as higher-impacted jurisdictions and all other jurisdictions as
lower-impacted jurisdictions (Figure 27.2).

NT

WA

SA

. Higher-impacted jurisdictions

Lower-impacted jurisdictions

FIGURE 27.2

Map of the higher and lower impacted jurisdictions in Australia.
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27.6 Findings

27.6.1 How did people perceive the risk and consequences of
SARS-CoV-2 infection?

Respondents perceived that their risk of SARS-CoV-2 infection decreased between the two survey
periods, which coincided with a reduction in disease prevalence across Australia. Fewer respondents
believed that it was likely they would be infected with SARS-CoV-2 at some point in the future
at Survey 2 (29.6%) compared to Survey 1 (38.2%). This change was similar across lower- and
higher-impacted jurisdictions.

There was little difference in perceived severity of SARS-CoV-2 infection between surveys.
In both surveys, older adults were more likely than younger adults to believe that, if infected
themselves, SARS-CoV-2 would be life-threatening or very severe (requiring hospitalisation).
Respondents with a self-reported health status of “poor” or “fair” were also more likely to believe
that, if infected, their infection would be very severe or life-threatening compared to those who
reported being in “good”, “very good”, or “excellent” health. These self-assessments are consistent
with risk profiles for COVID-19 where increasing age and comorbidities are associated with more
severe outcomes [28]. Despite having different risk profiles, responses between males and females
were very similar.

27.6.2 How did people change their behaviours to prevent the spread
of COVID-19?

Overall, very high levels of physical distancing behaviour were reported at both Surveys 1 and 2
(Figure 27.3).
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FIGURE 27.3

Percentage of respondents taking measures to protect themselves and others from SARS-CoV-2
infection at Surveys 1 (left) and 2 (right). Applying social distancing rules = “staying 1.5m apart,
not shaking hands etc”. Keeping children home from school = “keeping children home from school
when schools are open”. N/A = not applicable to me.

SARS-CoV-2 spreads via close contact between infectious and susceptible individuals. The
rate of spread depends on a number of factors, including 1) the number of social contacts made
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by an infectious individual and 2) the nature of those encounters (how long they were, whether
there was physical contact, whether they occurred indoors/outdoors). Both of these factors are
impacted by changes in physical distancing behaviour. Accordingly, we used two types of physical
distancing behaviour in our analyses. Firstly, behaviour that reduces the number of daily contacts
made by an individual (excluding members of their household), such as working from home or
avoiding social gatherings (“macro-distancing” behaviour). Secondly, behaviour that reduces the
per contact probability of transmission such as handwashing, avoiding physical contact, and staying
1.5m apart from others (“micro-distancing” behaviour). Distinguishing between these two types of
behaviour and directly measuring them through population surveys has been critical to monitoring
the transmission potential of SARS-CoV-2 [29].

In the longitudinal subsample, there was no meaningful difference in the percentage of
respondents applying micro-distancing measures (keeping 1.5 metres away from others, not shaking
hands, etc.) between Survey 1 (97.0% [96% CI: 95.9, 98.2]) and Survey 2 (96.5% [95% CI: 95.4,
97.9]). There was no meaningful change in the overall percentage of respondents washing their
hands more frequently at Survey 2 (92.1% [95% CI: 90.3, 94.0]) compared to Survey 1 (94.6% [95%
CI: 93.1, 96.2]).

Our results indicate that Australians reached high levels of self-reported adherence to
micro-distancing measures recommended in March 2020 and maintained these behaviours into
early May.

On the other hand, our results provide evidence of a reduction in macro-distancing behaviour
between early April and May. In the longitudinal subsample, there was an increase in the number
of people reporting 2—-3 non-household contacts and a decrease in the number of people reporting
0 daily non-household contacts between Survey 1 and 2 (Figure 27.4). The easing of restrictions in
both lower- and higher-impacted jurisdictions overlapped with the timing of Survey 2.
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FIGURE 27.4

Reported number of non-household contacts at each Survey. A contact was “considered either a face
to face conversation of a least three words or any form of physical contact, such as a handshake”.
Note that the bar charts are truncated at a maximum of 20 contacts, to better visualise spread
values > 20, which comprised only 3% of respondents.
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In both surveys, younger adults were more likely than older adults to report having a high
number of contacts. However, the number of contacts was also linked to profession, with respondents
working in health and medical services, air travel, restaurant services and retail more likely to report
a high number of contacts outside of their household unit.

27.6.3 How were people’s concerns and perceptions related to their
adherence to prevention measures?

We examined how the change in reported perception of infection risk was associated with changes in
the number of daily non-household contacts made and adherence to certain preventative measures.
We report only associations between variables and make no attempt to infer causative relationships.
For repeat respondents, the mean change in reported non-household contacts in the previous 24
hours showed an increase of 0.7 (95% CI: -1.6, 3.0) additional contacts at Survey 2 compared to
Survey 1. This varied by change in perceived risk of infection. At Survey 2, those who believed
they were less likely to be infected had a mean reduction in non-household contacts (1.83 fewer
contacts on average than Survey 1). This varied between lower-impacted (0.75 fewer contacts) and
higher-impacted (2.54 fewer contacts) jurisdictions. Those who showed no change or an increase
in perceived risk of infection at Survey 2, showed a slight increase in non-household contacts (0.15
additional contacts on average).

A univariate multinomial regression showed that those who said they were at lower risk of
SARS-CoV-2 infection at Survey 2 had a 1.1-fold [95% CI: 0.65, 1.86] increase in odds of reporting
fewer non-household contacts at Survey 2 than those who reported no change in perceived risk of
infection. Note that the wide confidence interval spanning 1 does not preclude the possibility of no
effect or an effect in the opposite direction.

Analysis of the free text responses from Survey 2 showed a new (relative to Survey 1) and
dominant theme linking community complacency, distancing, and a second wave of infections.
Respondents were not so much blaming people, but suggesting that as time goes by there is a
natural tendency to become complacent, contributing to a second wave, for example:

“Australians will become complacent, and the second wave of outbreaks will not be able to
be controlled effectively.”

Together with the quantitative findings of high levels of physical distancing behaviour, this
suggests that some respondents were indeed maintaining distancing measures irrespective of the
risk of personal infection: perhaps explained by their concern about the population (rather than
personal) level implications of a second wave.

27.6.4 What was the social and emotional impact of COVID-19?

At both Surveys 1 and 2, a significant minority of respondents reported symptoms indicating high
levels of anxiety (24.2% and 19.9%, respectively) and high levels of depressive symptoms (17.5%,
and 17%, respectively).

Conversely, 60.8% (Survey 1) and 65.1% (Survey 2) of respondents were either somewhat or
very optimistic about their future. People experiencing higher feelings of hope for their future were
more likely to report lower levels of depression and anxiety.

In our longitudinal subsample, there was a statistically significant decrease in mean anxiety
scores ! between Survey 1 (6.9) and Survey 2 (6.4). This result suggested that most survey
respondents experienced a slight decrease in anxiety symptoms but remained in the normal range.
However, the percentage of respondents who reported high levels of anxiety and may require
professional mental health support increased between Survey 1 (15.4%) and Survey 2 (19.4%).

Free text responses revealed fewer expressions of worry about the pandemic between Surveys 1
and 2. At Survey 1, the dominant themes in concerns named by respondents were people, virus and

1 As measured with the Hospital Anxiety and Depression Scale, out of a maximum of 21 points, scores between
0 and 7 are considered in the normal range, while cases with scores of 11 or above may require professional mental
health support.
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health. “People” referred both to fears for the health of family and close friends, and concerns
that not everyone was adopting distancing measures. Respondents used many different words
expressing concern about economy, income and family and social factors. At Survey 2, people
remained the dominant concern while the statements raising concerns about virus and health
decreased in number. There was a large increase in the word “restriction”, and more mentions of
economy. At Survey 2, the words used to describe the virus were very different. There were fewer
emotive statements about the scary or unknown characteristics of the virus. Although there were
similar comments about spread in the virus compared with Survey 1, new concerns emerged about
lack of herd immunity, winter coming in Australia, and a fear of a new spike or second wave. Some
thought the health system would not be able to cope. Others had very serious personal concerns
such as being about to give birth to their first child or the health of vulnerable family members.

27.6.5 How did COVID-19 affect people’s connection to others and
people’s connection to others influence their experience of
COVID-19?

At both surveys, higher levels of community connectedness were significantly associated with lower
levels of depression and anxiety (see Table 27.3). Regarding social support, 68.7% (Survey 1) and
67.2% (Survey 2) of respondents said that they could rely on two people or more for assistance or
support during the pandemic if they needed it. Meanwhile, 9.9% (Survey 1) and 10.0% (Survey 2)
reported that they had no one to rely on. These individuals may be at increased risk of negative
mental health effects as higher levels of anxiety and depression were significantly associated with
having fewer people to rely upon for assistance or support during the pandemic.

Additionally, 68.4% (Survey 1) and 68.0% (Survey 2) of respondents said that two or more
people relied on them for assistance or support during they pandemic. Those with more people
who relied on them for assistance or support showed lower levels of anxiety and depression.

Free text responses in both surveys revealed evidence of altruism expressed in concerns for other
groups of people, society in general and social justice. Respondents were concerned about “the loss
of jobs of many vulnerable groups in the society, leading to unemployment and homelessness:”
“temporary residents” and “survival of the less privileged in the society.” Some said that while
they were “financially OK,” they were “concerned for the world in general and the impact on those
who have lost more” leading to “an even larger gap between the rich and the poor.” A small number
of respondents were concerned for their employers:

“If I had to self-isolate, would have a dramatic impact on my employer; I would find that
hard to deal with.”

There were more responses about altruism and social justice in Survey 2 than in Survey 1, for
example:

“I am fine. My biggest concern is for those who are not or will not be. That I will catch it
without knowing and pass it on to the more vulnerable.”

Some also spoke of concerns about domestic violence, aggressive behaviour and crime.

27.6.6 Level of worry about the COVID-19 outbreak in Australia

Respondents were asked to report their level of worry about the COVID-19 situation in Australia.
Considering only those who responded to both surveys, the percentage of respondents who reported
being worried about the COVID-19 outbreak in Australia decreased from 84.0% at Survey 1 to
69.2% at Survey 2. This trend was consistent across lower- and higher-impacted jurisdictions.

Respondents who were less worried about the COVID-19 outbreak in Australia at Survey 2
(compared to Survey 1) had a mean increase in non-household contacts (1.37 more contacts),
however respondents residing in higher-impacted jurisdictions had a smaller mean increase (0.56)
compared to lower-impacted jurisdictions (2.35).

Respondents who were more worried about the COVID-19 outbreak in Australia had an
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overall mean decrease in contacts at Survey 2 (1.11 fewer contacts), however respondents residing
in higher-impacted jurisdictions had a mean 2.44 fewer contacts and those in lower-impacted
jurisdictions had a mean 1.75 more contacts.

We propose that individuals who were less worried once relative control of the epidemic was
achieved (by the time of Survey 2), may have had lower levels of adherence to macro-distancing
measures. Individuals who were more worried at Survey 2, appeared to be more cautious about
making contacts. In both groups, individuals residing in higher-impacted jurisdictions made
less contacts than those in lower-impacted jurisdictions, potentially reflecting different levels of
restrictions. However, the easing of restrictions in both lower- and higher-impacted jurisdictions
overlapped with the timing of Survey 2. It should be noted that our study does not distinguish
between types of contacts (e.g., social versus workplace) and how “essential” these contacts might
be deemed under different levels of restrictions: for example, the limited choices available to front
line workers to reduce their contacts.

TABLE 27.1

Daily number of non-household contacts.
More worried Less worried
at Survey 2 at Survey 2

Higher-impacted jurisdictions 2.44 fewer 0.35 more
Lower-impacted jurisdictions  1.75 more 2.35 more
Overall 1.11 fewer 1.37 more

27.6.7 Perceptions of the future for Australia and the world

At the time of data collection for Survey 2, the majority (95.4%) of respondents were confident
they could manage until the restrictions due to COVID-19 were over, however only 52.8% were
confident that Australia could manage until the restrictions were over.

Feelings of confidence were also reflected in some of the answers to the survey’s open question,
for example: “I am feeling very confident that Australia has beaten this virus so am just looking
forward to going out again.”

High numbers of respondents in both Surveys provided free text responses criticising the
behaviour of other people, suggesting some sort of moral, character or behavioural flaw. In Survey
1 there were more concerns about such behaviour: very many spoke of “Not adhering to rules”
and a number about “Hoarding and panic buying”. Concerns about behaviour were linked to the
invisibility of the virus and young people’s actions.

At Survey 2, 60.4% of respondents were either somewhat or very optimistic about the future of
Australia, and 47% felt the same way about the future of the world.

The answers to the survey’s open question on people’s biggest concern were not, however, all
bleak. Some spoke of qualified hope or optimism, for example:

“I don’t want to imagine anything negative right now, hope for the best.”

“That we all stay positive”

Higher feelings of hope for the future of Australia and the world were significantly associated
with lower levels of depression and anxiety. These results were consistent with Survey 1.

27.6.8 Five elements to support people and communities confronted
with disaster

In this section, we summarise patterns of responses to the five elements to support people and
communities confronted with large scale-disaster and loss in the immediate and mid-term [6]. We
also explored how these five elements interact with people’s mental health and wellbeing during
pandemic restrictions.

Overall, we found that higher feelings of hope, connectedness, self and community efficacy, calm
and safety were significantly associated with lower levels of anxiety and depression (Table 27.3).
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TABLE 27.2
Summarises patterns of responses to the five elements to support people and communities
confronted with large scale-disaster and loss in the immediate ancf mid-term.

Element Findings

Calm During both surveys, most poll respondents said that they could sit at ease and

feel relaxed (66.1% at Survey 1 and 70.6% at Survey 2).

Sense of safety

The proportion of respondents who believed it was very likely or somewhat likely
that they would become infected with COVID-19 was 38.2% at Survey 1 and 29.7%
at Survey 2.

In our longitudinal subsample, respondents’ perceived likelihood of becoming
infected decreased between Surveys 1 and 2.

Efficacy

Self-efficacy: during both surveys, most respondents felt they could manage until
restrictions due to COVID-19 were over (89.9% at Survey 1 and 68.1% at Survey
2). Although the percentage of people who felt confident decreased between Survey
1 and 2, respondents’ mean scores in self-efficacy tended to increase.

Collective efficacy: the percentage of respondents who felt Australia could
manage until restrictions due to COVID-19 were over was lower at Survey 2 (77.4%
at Survey 1 and 52.8% at Survey 2).

Community
connectedness

In Survey 1, out of a total score of 30 points, the mean score for community
connectedness * was 22.36 (standard deviation = 4.59). Meanwhile, in Survey 2,
the mean score was 22.68 (standard deviation = 4.54).

Hope

About one’s future: in Survey 1, 60.8% of respondents were either somewhat or
very optimistic about their future, and 65.1% felt this way at Survey 2.

About the future of Australia: in Survey 1, 56.5% of respondents were either
somewhat or very optimistic about the future of Australia, and 60.4% felt this way
at Survey 2.

About the future of the world: in Survey 1, 46% of respondents were either
somewhat or very optimistic about the future of the world, and 47% felt this way
at Survey 2.

* Measured with the Social Solidarity Index [30]

TABLE 27.3

Bivariate correlations (2-tailed) between the five elements of mid to long-term
recovery[11] and levels of depression and anxiety measured with the Hospital
Anxiety and Depression Scale (HADS)

Correlation [95% CI]
Anxiety Depression
Survey 1 Survey 2 Survey 1 Survey 2

Calm -0.208 -0.202 -0.099 -0.126

[-0.269, -0.147] [-0.264, -0.140] [-0.162, -0.037] [-0.189, -0.063]
Sense of safety -0.248 -0.225 -0.041 -0.132

[-0.318, -0.179] [-0.292, -0.158] [-0.114, -0.032] [-0.201, -0.063]
Self-efficacy -0.204 0.046 -0.261 0.060

[-0.265, -0.143] [-0.015, 0.108] [-0.321, -0.201] [-0.002, 0.121]
Collective efficacy -0.032 -0.039 -0.099 -0.002

[-0.094, -0.030] [-0.101, 0.022] [-0.161, -0.037] [-0.064, 0.059)]
Community -0.163 -0.168 -0.196 -0.254
connectedness [-0.232, -0.095] [-0.239, -0.098] [-0.264, -0.129] [-0.322, -0.187]
Hope for one’s -0.251 -0.292 -0.348 -0.381
future [-0.313, -0.190] [-0.352, 0.232] [-0.407, -0.288] [-0.439, -0.323]
Hope for the future -0.123 -0.170 -0.224 -0.249
of Australia [-0.186, -0.060] [-0.232, -0.108] [-0.286, -0.162] [-0.310, -0.189]
Hope for the future -0.059 -0.127 -0.158 -0.183
of the world [-0.123, 0.005] [-0.189, -0.064] [-0.221, -0.095] [-0.244, -0.121]
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27.7 Discussion and conclusions

In this chapter we have presented evidence to inform evolving COVID-19 response planning by
analysing how Australians were thinking, feeling and behaving in response to the first wave of
the COVID-19 epidemic and the associated public health measures. We explored these topics
through an online survey of Australian adults (N=999) between 3-6 April, less than one week
after “stay-at-home” restrictions were enacted nationally. To explore if and how people’s thoughts,
feelings, and behaviours may have changed over time, we fielded the same survey between 28 April
and 6 May (N=1020), with 732 respondents completing both surveys.

High levels of adherence to physical distancing measures were reported in early April and
high levels of micro-distancing behaviour (e.g., hand washing, staying 1.5m from others) were
maintained into May. There was some evidence of a decrease in macro-distancing behaviour (i.e.,
number of non-household contacts), which differed by jurisdiction and level of worry (see Table
27.1 for detail). Free text responses revealed fears that lockdown would be eased too early leading
to a second wave. Added to concerns that people would become complacent, this suggests strong
support for distancing measures.

While the level of worry about the pandemic in Australia decreased between early April and May
2020 overall, the group of individuals who reported increased levels of worry, reported lower rates
of non-household contacts. This suggests that people’s level of concern about the outbreak may
impact their adoption of physical distancing behaviours. The trend was most marked for individuals
residing in higher-impacted jurisdictions (New South Wales and Victoria). It should be noted that
our study does not distinguish between types of contacts (e.g., social versus workplace) and how
“essential” these contacts might be deemed under different levels of restrictions: for example, the
limited choices available to front line workers.

Our findings are consistent with a number of other studies assessing people’s response to
COVID-19 public health measures. Recent studies conducted in China [31], Hong Kong [32], Japan
[33], Korea [34], the Philippines [35], the United Kingdom [26], the United States [36], Germany,
Italy and the Netherlands [37] report high levels of adoption of and broad support for physical
distancing measures, during the period under study. Other studies conducted during/after the
epidemics of severe acute respiratory syndrome (SARS) in 2003 [38], influenza A(HIN1)pdm09 in
2009 [39], and more recently, during the COVID-19 pandemic [40], have reported that higher levels
of worry and/or perceived risk of infection were associated with the adoption of infection-prevention
behaviours. However, it is important to also consider the influence of sense of self-efficacy on
behaviours because previous evidence [41] shows that “when the threat was high as compared to
low, people changed their behaviour in the advised direction only when efficacy was high, and not
when efficacy was low”. In fact, when efficacy was low, the behaviour change showed, if anything,
an effect in the unhealthy direction” [42]. Further analyses are required to examine the relationship
between the perception of risk, self- and community efficacy, and behaviour change [43]. At the
time of writing, we did not identify any published longitudinal studies assessing how perceptions
and behaviours may have changed during the course of the COVID-19 pandemic and response.

Since the success of physical distancing measures relies on people changing their behaviour,
a challenge that lies ahead for policymakers is the potential for community fatigue. Individuals
may not respond as quickly or assiduously if/when physical distancing measures are re-established
in response to future outbreaks. Overall, our study found high levels of community acceptance
of physical distancing measures. There was also evidence that distancing behaviours decreased
between April and May; however, it is unclear whether this was due to reduced compliance or the
easing of restrictions.

While physical distancing measures have proven highly effective at suppressing transmission
of COVID-19 [44], they place a significant emotional and psychological burden on individuals, as
highlighted by our study and others [45-47] — not to mention the economic consequences and
potential longer-term health impacts. Governments around the world are currently grappling to
balance the risks associated with an uncontrolled outbreak of COVID-19 against those associated
with intensive and/or prolonged physical distancing measures. Studies such as ours can help to
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understand and guide the management of mental health risks associated with physical distancing
measures.

Our findings about the association between mental health and sense of safety, calm, self and
community efficacy, social connectedness and hope suggest ways forward in informing the public
about support as communities emerge from pandemic restrictions. Previous evidence about use
of fear to promote health behaviours [42] shows there is a risk in conveying the seriousness of the
health risk unless it is accompanied by messages that promote sense of self- and community efficacy.
Our qualitative data also suggested levels of hope, altruism, and trust in science counterbalance
difficult decisions and bad news. At the same time, previous studies have shown that individual and
community empowerment must go beyond promoting feelings of competence — they require having
access to and control over the resources in one’s environment [48, 49]. In line with this, we argue
that policies and services that support people experiencing economic adversity (such as Australia’s
income support payments “JobSeeker” and “JobKeeper” [50]), and those associated with childcare,
mental health and family violence can be a crucial source of individual and community resilience
during the response and recovery phases of the pandemic.

Other studies conducted during COVID-19 have found that access to reliable health information
and precautionary measures like hand hygiene and wearing a mask was associated with lower levels
of emotional distress [45, 51]. In our study, having a larger number of people to rely on for assistance
or support or being the source of assistance or support for other people was associated with lower
levels of anxiety and depression, highlighting the importance of social connections for supporting
mental health and wellbeing. Our findings are consistent with previous evidence about the human
impacts of disasters, including the COVID-19 pandemic, and show how important it is to find ways
to maintain social connections while following the physical distancing guidelines. Since pandemics
have the potential to perpetuate and exacerbate existing social disparities [52], the social structures
of populations most at risk of negative outcomes from the disease and/or transmission-mitigating
policies, should be closely considered if the goal is an equitable response strategy.

Our study was necessarily rapidly conceived and implemented in response to the evolving
epidemiological and policy situation in Australia. While useful for gaining rapid insights into
people’s feelings and behaviours, our results need to be interpreted in the context of the limitations
of the research design. The sampling strategy did not allow for surveying individuals without
internet access, low literacy or limited English language skills, or communication or cognitive
difficulties. Additionally, people who register to complete YouGov surveys may also be different
from the general population in ways that we cannot identify. Subgroup analyses may be limited
by smaller participant numbers; and qualitative data was from one free text response, limiting
potential analyses.

In conclusion, studies such as this are necessarily conducted with short lead times and rely on
the skills and capacity of public health researchers to work quickly within resource constraints. We
therefore offer reflections and recommendations for research design in this and other pandemics.
A formal and collegial review of studies to date would also be prudent, so we can learn and make
methodological suggestions for future rapid onset research.

Studies such as ours provide broad, population-level insights, and near-real-time data for
estimating transmission potential and forecasting epidemic activity [29]. COVID-19 epidemiology
and response policy will continue to change rapidly over the coming months and years. In order
to capture/monitor associated shifts in people’s feelings and behaviours, public health researchers
should plan flexible studies where data collection (repeated cross-sectional or longitudinal) is timed
to occur in response to key changes in epidemiology and public health policy. Data collection and
participant recruitment methods should ensure the representation of higher-transmission groups,
in terms of their demography and geography.

Ultimately, more in-depth studies of the social, emotional and behavioural dimensions of
physical distancing should be conducted to supplement findings from structured online surveys.
These studies may include less structured interviews and/or surveys with more opportunities
for individuals to respond in their own words. Follow-up studies should also target population
groups most impacted by COVID-19 — in terms of disease outcomes and restrictions — in order
to understand what different groups may need to help them to follow public health guidelines
and to support the development of tailored and targeted public health policy. For example, this
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may include exploring the potential barriers to cooperating with physical distancing, isolation,
and quarantine regulations experienced by individuals with insecure employment or higher-density
housing conditions.

27.8 COVID-19 Developments and Further Research

In late June 2020, the state of Victoria experienced a significant resurgence of COVID-19 epidemic
activity. By late July, daily case counts reached nearly 20 times those seen in March and
stay-at-home restrictions had been reinstated across Victoria [53].

The epidemiology of Victoria’s second COVID-19 incursion has been distinct from the first.
While caseloads in March and April were dominated by overseas acquired infections, the June
outbreak has seen the establishment of community transmission, and heightened transmission
within groups that are less able to practice physical distancing (e.g., healthcare workers, public
housing residents including communities from migrant and refugee backgrounds and residents
of aged care facilities). At the time of writing, a third survey of Victorian residents, including
interviewer-assisted surveys of individuals from migrant and refugee backgrounds, was in progress
to help inform the State’s response.

Insights from this study have been considered by various policy and strategy structures and this
chapter, along with further analyses, can help to inform public health planning for the management
of COVID-19 and other diseases of epidemic potential.
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