
Vol.:(0123456789)

Quality of Life Research (2024) 33:2541–2552 
https://doi.org/10.1007/s11136-024-03704-1

The relationship between healthcare access and change 
in health‑related quality‑of‑life among the general population of five 
countries during the COVID‑19 pandemic

Nadja Alexandrov1 · Emily Stella Scott1   · Mathieu F. Janssen2 · Erica I. Lubetkin3 · John N. Yfantopoulos4 · 
Gouke J. Bonsel5 · Juanita A. Haagsma1

Accepted: 28 May 2024 / Published online: 11 June 2024 
© The Author(s) 2024

Abstract
Purpose  To determine whether (1) healthcare access at onset of the pandemic and (2) age, gender, socioeconomic status 
(SES), and pre-existing health status were associated with change in health-related quality-of-life (HRQoL) during the 
COVID-19 pandemic. The study includes a general population sample of five countries.
Methods  An online questionnaire was administered to respondents from Greece, Italy, the Netherlands, the UK, and the US at 
the onset of the COVID-19 pandemic between April 22nd and May 5th of 2020, and 1 year later between May 23rd and June 
29th of 2021. The questionnaire included questions on demographic background, health status, and HRQoL. The primary 
outcome was change in HRQoL as measured by the EQ-5D-5L instrument. Specifically, the EQ-5D-5L index and EQ VAS 
were used. Healthcare access was quantified with regard to the respondent’s ease of getting an appointment, waiting time, and 
opportunity to contact the provider and during analysis dichotomized into “sufficient” versus “insufficient”. Linear regression 
analysis was performed with change in HRQoL as dependent variable and background variables as independent variables.
Results  In total, 6,765 respondents completed the second questionnaire. 19.8% of total respondents reported insufficient 
healthcare access. Respondents with insufficient healthcare had both more improved and deteriorated HRQoL compared to 
respondents with sufficient healthcare, whose HRQoL remained unchanged. We did not find significant interactions between 
age, gender, SES and/or chronic disease status with healthcare access at onset of the COVID-19 pandemic.
Conclusion  Healthcare access was not associated with cumulative differences in change in HRQoL over a 1-year period in 
strata of age, gender, SES, and chronic disease status.
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Plain english summary

The coronavirus (COVID-19) pandemic caused unprece-
dented challenges across healthcare systems worldwide due 
to the high number of COVID-19 infections. As COVID-19 
infections had to be prioritised, surgeries had to be post-
poned and routine appointments were harder to get by. This 
resulted in a substantial decline in access to healthcare 
services. In addition, the COVID-19 pandemic dispropor-
tionately affected those with disadvantaged backgrounds, 
such as those having a lower education or with pre-existing 
poor health conditions. It is important to understand how 
sub-optimal access to healthcare can impact an individu-
al’s overall health and well-being, and whether it impacts 
more disadvantaged populations differently. Health-Related 
Quality-of-Life (HRQoL) is a good summary measure of an 
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individual’s overall health, as it summarises their level of 
perception of their physical, psychological and social aspects 
of life.

This study is concerned with understanding whether 
non-optimal access to healthcare during the COVID-19 
pandemic could have impaired HRQoL over time of the 
general population. More specifically, we are interested in 
understanding whether levels of HRQoL differed in people 
with more disadvantaged backgrounds.

The results showed that individuals in this study with dis-
advantaged backgrounds and pre-existing health conditions 
did not have differing levels of HRQoL due to a change in 
healthcare access. This demonstrated a negligible impact of 
healthcare access on the change in HRQoL.

Introduction

Background

The COVID-19 pandemic has significantly impacted popula-
tion health worldwide [1]. Since the start of the pandemic in 
2020 more than 797 million confirmed cases and 6.9 million 
deaths due to COVID-19 infection have been reported [2]. 
The effects of the COVID-19 pandemic are not limited to 
consequences of infection, but also include downstream and 
long-term effects on the global economy, at the healthcare 
level, and in the daily lives of individuals [3]. Such effects 
encompass both economic and social effects due to direct 
effects of COVID-19, such as acute COVID-19 infection 
and post COVID-19 condition, as well as indirect effects, 
such as government-mandated lockdowns and quarantines.

Of special concern has been the limited access to health-
care for COVID-19 patients and non-COVID patients during 
the pandemic phase [4]. Healthcare workers were affected 
both physically (e.g. by exhaustion and COVID-19 infec-
tion) and psychologically (e.g. by self-reported stress and 
anxiety) [5–8]. The impact of the workload, risks and psy-
chological burden translated to decreased working capacity 
[5, 9]. Additionally, the waxing and waning of the number 
of COVID-19 cases during the pandemic interfered with 
capacity-planning.

During the COVID-19 pandemic, the main priority was 
treatment of acute COVID-19 infection cases and regular 
care was scaled down or postponed [10–14]. Consequently, 
individuals living with chronic disease during the COVID-
19 pandemic experienced reduced access to healthcare ser-
vices: especially with regard to in-person visits and medi-
cation supply [12, 15, 16]. Apart from limited healthcare 
access, chronic disease patients faced increased risk of 
severe complications and mortality upon COVID-19 con-
traction [17]. Taken together, chronic disease caused con-
siderable distress during the COVID-19 pandemic, adding 

to the already existent health-related quality of life (HRQoL) 
impairments for these individuals [18].

The impact of the COVID-19 pandemic on HRQoL 
reportedly is substantial and varies with demographic, 
socio-economic, as well as health-related factors for both 
patients and wider populations [19]. The pandemic has 
exposed existing health inequalities through at least two dif-
ferent pathways: having a disadvantaged background limits 
healthcare access in general, and a disadvantaged back-
ground increases chronic disease prevalence and worsens 
prognosis, with the described HRQoL impact [3, 13, 20]. 
Accumulation of negative COVID-19 effects in the general 
population has indeed been demonstrated in the US (New 
York) among those with a lower obtained level of education 
and those with poorer healthcare access [3], in Germany 
among children and adolescents with socially disadvantaged 
backgrounds and low socioeconomic status (SES) [21], and 
among Polish adults with low education attainment [22]. 
The pathway through chronic disease was observed in China 
and Ethiopia [23, 24].

As stated, limited access to healthcare, and the fear of 
contracting COVID-19 in those with chronic disease may 
have resulted in a cumulative deterioration of HRQoL 
[20, 25], regardless of country of origin. For instance, it is 
reported that individuals with rare diseases in the US have 
low HRQoL, which is related to barriers in healthcare access 
in general, and patients with chronic disease in Ethiopia had 
low HRQoL during the COVID-19 pandemic, where missed 
healthcare visits were significantly associated with impaired 
HRQoL [24, 25].

It is important to understand differences in HRQoL asso-
ciated with healthcare access for respondents with disad-
vantaged backgrounds, in order to address unmet health-
care needs in these individuals. Our study adds to current 
knowledge by revealing the cumulative association between 
healthcare access and HRQoL for people from marginal-
ized backgrounds during the COVID-19 pandemic, leverag-
ing a multi-country design. It examines the general role of 
age, and gender, the specific role of socioeconomic status 
(i.e. educational attainment) and pre-existing health status 
(i.e. chronic disease presence), as well as the role of limited 
healthcare access. The timing of the data collection allowed 
us to include the early phase of the pandemic, during its 
first peak in early 2020, while the repeated data collection 
approximately 1 year later (2021) permitted a longitudinal 
analysis.

Objectives

To determine to what extent (1) healthcare access at 
onset of the pandemic, (2) sociodemographic background 
(age, gender, SES), and pre-existing health status predict 
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deteriorated HRQoL during the COVID-19 pandemic. 
The study includes a general population sample of five 
countries.

Research questions

1.	 To what extent does insufficient healthcare access influ-
ence HRQoL during the COVID-19 pandemic over a 
1-year period (T2-T1) in the general population strati-
fied by age, gender, SES, and disease status (no chronic 
disease or one or more chronic disease(s))?

2.	 Does age, gender, SES, and/or chronic disease act as 
moderators of healthcare access in the relationship 
between healthcare access at T1 and change in HRQoL?

Access to healthcare at T1 is hypothesized to have a 
cumulative effect on change in HRQoL, with the smallest 
effect in the least deprived stratum (male, 18 to 34 years 
old, high SES, with no chronic disease) and largest effect 
in the most deprived stratum (female, 55 to 75 years old, 
low SES, at least one chronic disease). For conceptual 
model, see  Fig. 1

Methods

Study design and data collection

This study is part of the POPulation health impact of the 
CORoNavirus (COVID-19) study (POPCORN), which is a 
longitudinal study that measures the impact of the COVID-
19 pandemic on the HRQoL and mental well-being of the 
general population in Greece, Italy, the Netherlands, the 
United Kingdom (UK), and the United States (US). In the 
POPCORN study, participants from the general popula-
tion agreed to participate in a survey that was adminis-
tered through an online platform by an international mar-
ket research agency. The first wave of data collection was 
obtained between April 22nd and May 5th of 2020 and 
the second wave was between May 23rd and June 29th of 
2021. Data obtained were anonymized, and ethical approval 
was obtained from the Erasmus MC ethics review board 
(approval MEC-2020-0266). The participant recruitment 
and questionnaire distribution were performed by Dynata. 
Existing large internet panels from all countries were used, 
and these samples were designed to be representative of the 
population aged 18–75 years in each country with regard to 

Fig. 1   Conceptual model of hypothesized relationships concern-
ing healthcare access and HRQoL including controlled background 
variables (age, gender, SES, chronic disease status). Sociodemo-
graphic factors (age, gender, SES) may act directly on healthcare 
access (pathway A), on chronic disease prevalence and subsequently 
severity (pathway B), as moderators of the relationship between 

healthcare access and HRQoL change (pathway C), and directly on 
HRQoL change (pathway E). Insufficient healthcare access may 
directly impact HRQoL change (D). We are exploring an interaction 
effect between (1) age, gender, SES, and chronic disease, and HRQoL 
change via healthcare access, and (2) the direct association of these 
variables with HRQoL change, controlling for healthcare access
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age, sex, and educational level, thus we employed a quota-
sampling strategy. Respondents were registered as members 
of the market research agency’s existing voluntary panels. 
Dropout rates (respondents who started the questionnaire 
but did not finish) can be found in Tables S1a and b (supple-
mentary materials). Written informed consent was obtained 
upon registration as panel member. Once the questionnaire 
was started, the data capture system did not allow for miss-
ing values. Participants received an incentive in the form of 
cash or points from the research agency upon completing the 
questionnaire. Additional details of the data collection and 
response are available [1].

Respondent characteristics at T1

Health-related determinants were assessed in the survey, 
including COVID-19 infection status and chronic dis-
ease status (“no chronic disease” or “one or more chronic 
disease(s)”). Sociodemographic determinants included gen-
der (male or female), age at T1, highest achieved education 
level (categorized according to the International Standard 
of Classification of Education (ISCED) into low, medium, 
or high [26], occupation status (student, employed, unem-
ployed, retired, or unable to work), living situation (liv-
ing with others, living alone, or other), and healthcare 
access (sufficient or insufficient). Additional information 
on response categories and categorization of independent 
variables can be found in Table S2. Outpatient healthcare 
access was measured with the question: “thinking of your 
last visit, what was your experience with regard to access?”. 
“Access” was considered with regard to the respondent’s 
ease of getting an appointment, waiting time, and oppor-
tunity to contact the provider. There were two versions of 
responses, which ranged from “always good” to “never 
good” or “very good” to “very bad” on a five-point scale. 
The variable “outpatient care access” was conveniently 
dichotomized into “sufficient” versus “insufficient”. Suffi-
cient access comprises the response levels “always good” 
and “usually good” and “very good” and “good”, whereas 
insufficient access comprises the remaining three response 
levels “sometimes good”, “usually not good”, and “never 
good”, and likewise “fair”, “bad”, and “very bad” were com-
bined. Means and SD are reported for normally-distributed 
variables, whereas medians and IQR were reported for non-
normally distributed variables.

Primary outcome measures

The primary outcome measure in this study was change 
in HRQoL (T1 subtracted from T2) over a 1-year period, 
measured by the EQ-5D-5L instrument. The EQ-5D-5L 
is a measure of HRQoL that comprises five dimensions of 
health: mobility, self-care, usual activities, pain/discomfort, 

and anxiety/depression with a reference period of “your 
health today” [27]. Dimension responses can be aggre-
gated unweighted or summated through specific weighting 
coefficients (value set) into an index score. The EQ-5D-5L 
index is a weighted summary score reflecting how a par-
ticular health state is valued by a representative sample of 
the general population from a specific region or country. 
In this study, the US value set was used to calculate the 
EQ-5D-5L index with scores ranging from −0.573 (worst 
possible score) to 1 (best possible score) [28]. For multi-
country studies, the use of a single value set is suggested, in 
order to facilitate comparisons across countries. This allows 
us to compare differences in HRQoL rather than differences 
in HRQoL and differences in value set [29]. The EQ instru-
ment also contains a visual analog scale (EQ VAS) where 
individuals rate their health on a scale from 0 to 100 [28]. 
The EQ VAS anchors are 'worst imaginable health', which 
refers to states worse than death (0), and 'best imaginable 
health’ (100).

Statistical analyses

Change in HRQoL was calculated by subtracting the EQ-
5D-5L scores at T1 from T2 for the EQ-5D-5L index and 
EQ VAS. Descriptive analyses were then performed on 
HRQoL (cross-sectional) and HRQoL changes using soci-
odemographic data, and health-related data as determinants. 
A positive difference score (EQ-5D-5L index, EQ VAS) 
denotes improved HRQoL. Positive regression coefficients 
for change in EQ-5D-5L index and EQ VAS scores thus 
imply a positive contribution to HRQoL improvement. 
Paired-Samples T Tests were conducted to investigate mag-
nitude and direction of change of HRQoL between T1 and 
T2. Predictor variables were: COVID-19 status at T1, age 
category, living situation, gender, healthcare access, educa-
tion level, and occupation.

Thirty-six multi-stratified regressions were run for both 
the EQ-5D-5L index and EQ VAS. For each individual 
regression, a unique combination of age-gender-SES-chronic 
disease constituted one stratum. Regressions were univari-
ate with dichotomized independent variable “outpatient 
care access” and continuous dependent variables EQ-5D-5L 
index change (T2-T1) and EQ VAS change (T2-T1). Regres-
sion coefficients were reported in 6 by 6 tables. Lastly, a 
full factorial univariate general linear model was performed. 
Based on the results, we built two models with change in 
HRQoL (EQ-5D-5L index and EQ VAS) as outcome vari-
ables. The significance level was set to 5%. All statistical 
analyses were carried out using IBM SPSS Statistics version 
28.0.1.0. Sankey diagrams were created using RStudio using 
package networkD3. Bar charts were created with Windows 
Office Excel 2016.
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Results

Study population

In total, 6,765 respondents completed the questionnaire 
at T2. The response rate was 41% at T2 (16,683 people 
responded at T1). Results of non-response bias analysis 
have been published previously [19]. Respondents at T2 
were significantly older than those who did not respond at 
T2, had less chronic conditions, and had different educa-
tion levels and occupations. Table 1 and S2 show baseline 
characteristics of respondents at T1. Out of all respondents 
at T2, 511 were from Greece, 1,784 from Italy, 1,143 from 
the Netherlands, 1,448 from the UK, and 1,879 from the 
US. Most respondents were between 55 and 75 years old 
(43.6%). The age category of 18 to 34 years old contained 

the lowest number of respondents compared to any other 
age category: 1,013 respondents, 15% of the total respond-
ents. The vast majority of respondents were highly edu-
cated (55.2%) and employed (53.5%). Furthermore, there 
were more female (52.3%) than male (47.7%) respondents. 
The Netherlands had a large proportion of low-educated 
respondents (29%) compared to the total of all countries 
(10.3%) (Table S3). Moreover, 3,888 (57.5%) respondents 
had no chronic disease, somewhat more than with at least 
one chronic disease (42.5%).

Insufficient healthcare access

Insufficient healthcare access was reported by 19.8% 
of respondents (Table 1) and ranged from 11.7% in the 
US (lowest) to 29.2% in Greece (highest), also reported 
in Table S3. Outpatient care access by age category by 

Table 1   Baseline characteristics 
for all respondents at T1, total 
and by outpatient care access 
(sufficient versus insufficient)

Outpatient care access

Response rate (T2/T1) 6765 (41%)

Total Sufficient Insufficient

Number of respondents 6765 (100%) 5427 (80.2%) 1338 (19.8%)
Age category

Median (IQR) 51.00 (23.00) 53.0 (23.0) 46.0 (21.0)
Mean (SD) 50.84 (14.08) 51.9 (14.0) 46.8 (13.5)
18–34 1013 (15.0%) 722 (71.3%) 291 (28.7%)
35–54 2805 (41.5%) 2179 (77.7%) 626 (22.3%)
55–75 2947 (43.6%) 2526 (85.7%) 421 (14.3%)

Gender Male 3226 (47.7%) 2600 (80.6%) 626 (19.4%)
Female 3539 (52.3%) 2827 (79.9%) 712 (20.1%)

Living situation Living with others 5344 (79.0%) 4,305 (80.6%) 1039 (19.4%)
Living alone 1288 (19.0%) 1025 (79.6 263 (20.4%)
Other 133 (2.0%) 97 (72.9%) 36 (27.1%)

Education High 3733 (55.2%) 3004 (80.5%) 729 (19.5%)
Middle 2332 (34.5%) 1861 (79.8%) 471 (20.2%)
Low 700 (10.3%) 562 (80.3%) 138 (19.7%)

Chronic disease status No chronic disease 3888 (57.5%) 3176 (81.7%) 712 (18.3%)
One or more chronic disease(s) 2877 (42.5%) 2251 (78.2%) 626 (21.8%)

COVID-19 infection status Not infected 6622 (97.9%) 5330 (80.5%) 1292 (19.5%)
Infected 143 (2.1%) 97 (67.8%) 46 (32.2%)

Occupation status Employed 3622 (53.5%) 2881 (79.5%) 741 (20.5%)
Student 174 (2.6%) 132 (75.9%) 42 (24.1%)
Unemployed 1067 (15.8%) 784 (73.5%) 283 (26.5%)
Retired 1550 (22.9%) 1369 (88.3%) 181 (11.7%)
Unable to work 352 (5.2%) 261 (74.1%) 91 (25.9%)

Country Greece 511 (7.6%) 362 (70.8%) 149 (29.2%)
Italy 1784 (26.4%) 1353 (75.8%) 431 (24.2%)
Netherlands 1143 (16.9%) 988 (86.4%) 155 (13.6%)
UK 1448 (21.4%) 1064 (73.5%) 384 (26.5%)
US 1879 (27.8%) 1660 (88.3%) 219 (11.7%)
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country is reported in Table S4. Table 1 with percentages 
shown by column can be found in Table S5. Total median 
age differed significantly between those who experienced 
insufficient outpatient care access and those with suf-
ficient outpatient care access: 46.0 (IQR 21.0) and 53.0 
(IQR 23.0) respectively (Table 1). Compared to insuffi-
cient healthcare access, a higher percentage of sufficient 
outpatient care access was observed across every age cat-
egory. Overall, outpatient care access varied significantly 
across age categories. The distribution of age categories 
was significantly different between sufficient and insuf-
ficient outpatient care access (p < 0.001). 18 to 34-year-
olds reported insufficient outpatient care access most out 
of all age categories (28.7%) and 55 to 75-year-olds the 
least (14.3%). Within the insufficient access category, 
most respondents were from Italy (32.2%), did not have 
chronic disease (53.2%), did not report having a COVID-
19 infection at T1 (96.6%), and reported being employed 
(55.4%) (Table S5). Additionally, insufficient healthcare 
access was significantly higher among respondents with 
at least one chronic disease (21.8%) compared to those 
with no chronic disease (18.3%), presence of COVID-19 
infection (32.2%) compared to those with no COVID-
19 infection (19.5%), occupational status “unemployed” 
(26.5%) compared to other occupation categories, and 
being a respondent from Greece (29.2%) compared to 
other countries (Table 1).

Effect of age, gender, SES, and chronic disease 
status on healthcare access and HRQoL change

Flow of change in EQ-5D-5L index and EQ-VAS strati-
fied by healthcare access is shown in Figure S1. Change 
in HRQoL when accounting for healthcare access alone 
is shown in Table S6. Tables 2 and 3 show the results of 
the univariate linear regression analyses of EQ-5D-5L 
index change and EQ VAS change respectively. Number 
of respondents per stratum can be found in Table S7. Sub-
group analyses were conducted using a subset of variables 
for stratification, as well as respondents’ last outpatient 
care visit, and can be found in Tables S8 through S14 and 
Figures S2 and S3. Overall, healthcare access was not sig-
nificantly associated with HRQoL change when stratified by 
age, gender, SES, and chronic disease status for most strata. 
We can elucidate interaction effects of age, gender, SES, and 
chronic disease and healthcare access on HRQoL change by 
comparing equals, e.g. one can compare interaction effects 
with chronic disease status in the first cell in Table 3: Δ0.771 
(confidence interval (CI): −5.202, 6.745) with the fourth cell 
Δ5.062 (CI −4.357, 14.481).

When comparing effects by chronic disease status, 
healthcare access significantly influenced HRQoL change 
(improved EQ-5D-5L index change Δ0.037, CI 0.001, 
0.073) for male respondents between 35 and 54 years old 
with middle SES and no chronic disease (Table 2). In com-
parison, males of the same age and SES with at least one 
chronic disease(s) had a negligible change in EQ-5D-5L 
index (Δ−0.008, CI −0.060, 0.043). Male respondents of 
the same age with high SES and chronic disease(s) with 

Table 2   Univariate linear regression analysis of sufficient compared to insufficient healthcare access on EQ-5D-5L index change (T2-T1)

Regression coefficients of 36 univariate regressions to determine the relationship of outpatient care access (sufficient vs insufficient) on EQ-
5D-5L index change (T2-T1) using different strata (age, gender, SES, chronic disease status). Asterisks and bold text denote significant results 
(p < 0.05). 95% Confidence intervals are shown in parentheses

Chronic disease status

No chronic disease One or more chronic disease(s)

SES SES

Gender Age High Middle Low High Middle Low

Male 18–34 −0.055 (−0.117–
0.007)

−0.047 (−0.138–
0.044)

−0.002 (−0.207–
0.202)

0.025 (−0.117–
0.168)

0.036 (−0.066–
0.139)

−0.062 (−0.452–
0.328)

35–54 −0.023 (−0.056–
0.011)

0.037* (0.001–
0.073)

0.017 (−0.119–
0.153)

−0.062* (−0.166–
−0.007)

−0.008 (−0.060–
0.043)

−0.075 (−0.184–
0.035)

55–75 0.022 (−0.002–
0.047)

0.009 (−0.019–
0.037)

−0.014 (−0.066–
0.028)

−0.017 (−0.050–
0.015)

0.013 (−0.040–
0.065)

−0.009 (−0.084–
0.066)

Female 18–34 −0.005 (−0.045–
0.036)

−0.019 (−0.097–
0.058)

0.061 (−0.117–
0.239)

0.002 (-−0.074–
0.079)

−0.043 (−0.147–
0.061)

0.012 (−0.285–
0.309)

35–54 −0.009 (−0.038–
0.019)

−0.003 (−0.045–
0.039)

−0.029 (−0.112–
0.054)

−0.025 (−0.068–
0.017)

0.000 (−0.056–
0.056)

0.041 (−0.077–
0.159)

55–75 −0.031(−0.064–
0.001)

0.027 (−0.007–
0.061)

−0.025 (−0.075–
0.025)

0.001 (−0.044–
0.046)

−0.039 (−0.089–
0.010)

−0.058 (−0.131–
0.016)
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sufficient outpatient care access as predictor resulted in 
a deteriorated HRQoL (mean EQ-5D-5L index change 
Δ−0.062, CI −0.166, −0.007). Male respondents between 
55 and 75 years old with middle SES and no chronic disease 
had a statistically significant improved HRQoL (EQ VAS 
change Δ3.7, CI 0.474, 6.901) with sufficient outpatient 
care access, whereas male respondents of the same age and 
SES with chronic disease(s) had a non-significant change 
in HRQoL (EQ VAS change, Δ1.266, CI −6.253, 3.721), 
shown in Table 3. For male respondents between 55 and 
75 years with low SES and no chronic disease, having suf-
ficient outpatient care access corresponded significantly to a 
deterioration in EQ VAS (Δ−7.0, CI −12.427, −1.590). For 
male respondents of the same age and SES but with chronic 

disease(s), EQ VAS did not change significantly (Δ0.282, 
CI −9.235, 9.800).

An overall effect of gender on change in HRQoL could 
not be determined (Tables 2 and 3). There were no statisti-
cally significant HRQoL changes for any strata containing 
female respondents.

When comparing effects by SES for male respondents 
between 55 and 75 years old, middle SES, and no chronic 
disease, EQ VAS improved (3.7, CI 0.474, 6.901). For male 
respondents of the same age with low SES and no chronic 
disease EQ VAS deteriorated: (−7.0, CI −12.427, −1.590). 
The difference in EQ VAS between respondents with middle 
SES and low SES was 10.7, with changes in opposite direc-
tions. This statistically significant result was only present 

Table 3   Univariate linear regression analysis of sufficient compared to insufficient healthcare access on EQ VAS change (T2-T1)

Regression coefficients of 36 univariate regressions to determine the relationship of outpatient care access (sufficient vs insufficient) on EQ VAS 
change (T2-T1) using different strata (age, gender, SES, chronic disease status). Asterisks and bold text denote significant results (p < 0.05). 95% 
Confidence intervals are shown in parentheses

Chronic disease status

No chronic disease One or more chronic disease(s)

SES SES

Gender Age High Middle Low High Middle Low

Male 18–34 0.771 (−5.202–
6.745)

−4.288 (−11.359–
2.782)

0.000 (−23.718–
23.718)

5.062 (−4.357–
14.481)

5.071 (−5.440–
15.583)

26.250 (−170.453–
222.953)

35–54 −0.064 (−2.914–
2.785)

1.571 (−2.406–
5.547)

−1.893 (−8.654–
4.869)

−3.495 (−7.588–
0.598)

−3.329 (−8.013–
1.355)

−0.792 (−11.655–
10.072)

55–75 0.891(−2.410–
4.191)

3.688* (0.474–
6.901)

−7.009* 
(−12.427–
−1.590)

−2.105 (−5.650–
1.440)

−1.266 (−6.253–
3.721)

0.282 (−9.235–
9.800)

Female 18–34 −0.391 (−4.645–
3.863)

4.056 (−3.115–
11.227)

−2.000 (−16.638–
12.638)

−1.362 (−7.525–
4.800)

0.192 (−8.889–
9.273)

−0.667 (−13.608–
12.275)

35–54 −0.357 (−3.419–
2.705)

3.538 (−1.153–
8.228)

2.326 (−6.462–
11.214)

−0.241 (−4.834–
4.351)

2.507 (−3.323–
8.337)

−4.158 (−15.363–
7.047)

55–75 1.314 (−2.438–
5.065)

3.125 (−0.377–
6.627)

−4.739 (−12.173–
2.696)

−2.605 (−6.808–
1.559)

2.008 (−2.873–
6.889)

−4.282 (−13.008–
4.444)

Table 4   Final linear regression 
model for change in EQ-5D-5L 
index (T2-T1)

F = 8.927, p < 0.001, R2 = 0.002

Change in EQ-5D-5L index (T2-T1)

95% Confidence Interval

Beta Robust Std. Error Sig Lower Bound Upper Bound

Constant 0.003 0.287 −0.004 0.013
Healthcare access

Insufficient (ref)
Sufficient −0.032 0.005 0.009 −0.02 −0.003

Chronic disease status
None (ref)
One or more 

chronic diseases
0.037 0.004 0.003 0.004 0.018
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in EQ VAS change regressions (Table 3), not in EQ-5D-5L 
index change (Table 2).

Multiple linear regression models with outcome 
HRQoL change

The full factorial general linear models showed no signifi-
cant interaction effects. Thus, we moved forward with main 
effect models (Table 4). For EQ-5D-5L index change, sig-
nificant predictors were chronic disease (Δ0.037, CI 0.004, 
0.018), and healthcare access (Δ−0.032, CI −0.02, 0.003) 
(Table 4). There were no significant predictors in the full 
model for EQ VAS change, apart from gender (Table 5), 
which lost significance after removing non-significant vari-
ables from the full model (see Tables S15 and S16 for full 
main effect models).

Discussion

Summary

Approximately one in five respondents reported insufficient 
healthcare access across all countries combined. Respond-
ents with chronic disease, those aged 18–34 and 35–54 years 
old and respondents from Greece and the UK reported insuf-
ficient healthcare access more often compared to their coun-
terparts. Previous studies have shown declines in health-
care access during the COVID-19 pandemic, varying across 
countries [30]. Declines in healthcare access during the first 
wave of the COVID-19 pandemic have also been reported 
for women and people with chronic conditions [31]. One 
study reported 18.6% of a sample of patients with multiple 
sclerosis had stopped getting treatment during the COVID-
19 pandemic, and 13.4% were unsatisfied with their health-
care [32].

An intriguing finding is the dual association of insufficient 
healthcare access: such respondents more often reported 
either better or worse HRQoL compared to respondents with 
sufficient access, who had a higher percentage of unchanged 
HRQoL. The percentage of improved HRQoL was slightly 

higher than of deteriorated HRQoL for the EQ-5D-5L index 
and slightly higher for deteriorated HRQoL for EQ VAS, 
regardless of healthcare access category. Previous longitu-
dinal studies on change in HRQoL during the COVID-19 
pandemic have yielded mixed results: HRQoL was reported 
to be negligibly affected during the pandemic in several 
populations of chronically ill patients and a general popula-
tion sample of Norwegian parents [32–37], but was found to 
be significantly deteriorated in certain groups of chronically 
ill patients as well as in the Japanese and Estonian general 
populations [38–40]. A study among Chinese adults found 
mixed change in HRQoL [41]. It should be noted that there 
was a large variety of follow-up intervals in the aforemen-
tioned studies.

We found no evidence of significant HRQoL change that 
was associated with healthcare access at T1 when stratified 
by age, gender, SES, and chronic disease status during a 
1-year period of the COVID-19 pandemic in the general 
population of five countries. Stratification resulted in a non-
significant effect of healthcare access on HRQoL in almost 
all strata apart from two, and were likely chance findings. 
Thus, in this study, background variables (age, gender, SES, 
and chronic disease status) did not exhibit effect modifica-
tion in the relationship between healthcare access at T1 and 
HRQoL change. The context-specific nature of healthcare 
access in different countries may have contributed to the 
heterogeneity of our findings, as well as individuals’ per-
ception of unmet healthcare needs [42, 43]. Government 
stringency of pandemic measures and restrictions varied by 
country as well as by US state throughout the COVID-19 
pandemic, with especially Italy implementing restrictions 
earlier compared to other countries in Europe and the US 
[44] [45]. Healthcare system resilience also varied across 
countries, with outpatient facilities being more affected in 
some countries compared to others [30, 46]. For example, 
the median decline in outpatient care services utilization in 
Italy was reportedly higher than in the US [30].

Another explanation for the lack of strong association 
of healthcare access with change in HRQoL is the partici-
pant selection in this study. This study consisted of the gen-
eral population, rather than a hospitalized or primary care 

Table 5   Final linear regression 
model for change in EQ VAS 
(T2-T1)

F = 3.602, p = 0.058, R2 = 0.001

Change in EQ VAS (T2-T1)

95% Confidence Interval

Beta Robust Std. Error Sig Lower Bound Upper Bound

Constant 0.257  < .001 −1.559 −0.564
Gender

Male (ref)
Female −0.023 0.349 0.058 −1.353 0.022
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sample, which relied on self-report of chronic conditions, 
and potentially led to reporting of fewer chronic conditions. 
Additionally, there was an underrepresentation of young 
adults (18–24 year olds) whose HRQoL and mental wellbe-
ing has been reported to be affected substantially by COVID-
19 pandemic restrictions [47, 48]. There may also be addi-
tional factors that we did not measure that can be attributed 
to HRQoL change, such as health literacy, marriage status, 
and diet [39, 40, 49, 50]. Furthermore, mixed results have 
been reported in the literature regarding change in HRQoL 
of elderly people. Some studies suggest HRQoL deterio-
rated for the elderly whereas others suggest it remained the 
same [51–53]. Likewise, telehealth was reported to offset 
effects of missed outpatient care visits, whereas another 
study found that the effect varied greatly across populations 
with low access to telehealth in disadvantaged communities 
[54, 55]. On the other hand, the effect of deferred care may 
not yet show in HRQoL trends but will in the coming years 
(e.g. with missed cancer screening opportunities due to the 
COVID-19 pandemic) [56, 57]. Additionally, the timeframe 
of data collection may explain a discrepancy between our 
results and published studies. Numerous studies compare 
HRQoL before the pandemic to HRQoL during early stages 
of the pandemic (2020), or only examine HRQoL at one 
point in time [20, 41, 53, 58, 59], whereas our study inves-
tigated change between early 2020 and 2021.

Lastly, depression and anxiety increased during the 
COVID-19 pandemic, especially for younger persons [58, 
60], which may indicate that mental health and distress due 
to the COVID-19 pandemic had a greater association with 
HRQoL change over a 1-year period than did healthcare 
access.

Strengths and limitations

Strengths of this study include its longitudinal and multi-
country design. This aspect of the study allowed for a large 
cohort of respondents with greater heterogeneity of COVID-
19 pandemic effects. The longitudinal design allowed for the 
possibility of investigating the relationship between health-
care access and change in HRQoL over time. Furthermore, 
the first wave of data collection (T1) occurred in the earliest 
stage of the COVID-19 pandemic, when healthcare access 
was first disrupted globally [61, 62]. This allowed us to study 
the effect of the COVID-19 pandemic on healthcare access 
in the general population. Furthermore, we were able to 
separate effects of various variables (i.e., age, gender, SES, 
and chronic disease status) by stratification.

This study has several limitations. Firstly, although 
controlling for various variables is a strength, it is also 
a weakness as it resulted in strata that contained small 
frequencies of respondents. Due to this corresponding 
reduced power we could not further stratify respondents 

by COVID-19 status, to differentiate between effect of 
chronic disease and COVID-19 infection. Exact numbers 
of respondents per stratum can be found in Table S7. The 
multivariate regression model we employed to assess the 
association between healthcare access at T1 and HRQoL 
change does not consider heterogeneity within subjects, 
which may have introduced bias. Secondly, due to the lon-
gitudinal nature of the study, there is a possibility of attri-
tion bias. Only 41% of the respondents who completed the 
survey at T1 also completed the follow-up survey at T2. As 
a consequence, the results cannot be generalized to popu-
lations not consisting primarily of older (55–75 years old) 
people with a high education. The forced choice design of 
the questionnaire may have contributed to nonresponse 
bias, and could have introduced social desirability bias 
and response set bias. Additionally, there was no extensive 
information on other aspects of healthcare access, such 
as access to medication. In the same vein, government 
stringency of pandemic measures varied per country, as 
previously mentioned [44, 45]. These factors may have led 
to an inaccurate portrayal of healthcare access in the early 
stages of the COVID-19 pandemic. Furthermore, SES 
was measured only through education attainment due to 
missing data related to income from 12 participants, and 
marital status was not measured, both of which may have 
contributed to loss of information regarding SES. Moreo-
ver, we were not able to conduct mediation analysis due to 
possible residual confounding. We recommend future stud-
ies to look into the mediation effect of healthcare access. 
It should be noted that New York State and New York City 
were oversampled, and likely had greater access to health-
care as compared to many other regions in the US. Lastly, 
we dichotomized our chronic disease variable, which may 
have resulted in a loss of information.

Conclusion

Approximately one in five respondents reported insufficient 
access to outpatient care. Respondents with insufficient 
healthcare access had both more improved HRQoL and dete-
riorated HRQoL than respondents with sufficient healthcare 
access, who had a higher percentage of unchanged HRQoL. 
In this study, age, gender, SES, and chronic disease status 
did not moderate the relationship between healthcare access 
at T1 and HRQoL change over a 1-year period during the 
COVID-19 pandemic when stratified.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s11136-​024-​03704-1.

Acknowledgements  We thank Daan Nieboer for his assistance 
in implementing and interpreting the general linear model. We 

https://doi.org/10.1007/s11136-024-03704-1


2550	 Quality of Life Research (2024) 33:2541–2552

acknowledge the collaboration with Erasmus MC Graduate School. 
This study was funded by the EuroQol research foundation (Grant num-
bers 77-2020-RA and 238-2020RA). Views expressed by the authors in 
the publication do not necessarily reflect those of the EuroQol group.

Author contributions  All authors contributed to the design of the study. 
JH, GB, and MJ designed the questionnaire and collected the data. 
Data analysis was performed by NA and ES. NA wrote the first draft 
of the manuscript. All authors reviewed and revised the manuscript. All 
authors read and approved the final version of the manuscript before 
submission and agree to be accountable for all aspects of the work.

Funding  EuroQol Research Foundation (77-2020-RA); EuroQol 
Research Foundation (238-2020RA).

Data Availability  Data is available upon reasonable request.

Declarations 

Conflict of interest  The authors do not have any conflict of interest to 
declare.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Long, D., Bonsel, G. J., Lubetkin, E. I., Yfantopoulos, J. N., Jans-
sen, M. F., & Haagsma, J. A. (2022). Health-related quality of 
life and mental well-being during the COVID-19 pandemic in 
five countries: A one-year longitudinal study. Journal of Clinical 
Medicine., 11(21), 6467.

	 2.	 WHO COVID-19 Dashboard. 2023.
	 3.	 Lubetkin, E. I., Long, D., Haagsma, J. A., Janssen, M. F., & Bon-

sel, G. J. (2022). Health inequities as measured by the EQ-5D-5L 
during COVID-19: Results from New York in healthy and dis-
eased persons. PLoS ONE, 17(7), e0272252.

	 4.	 Ju, Y. J., Kim, T. H., Han, K.-T., Lee, H. J., Kim, W., Ah Lee, 
S., et al. (2017). Association between unmet healthcare needs 
and health-related quality of life: A longitudinal study. European 
Journal of Public Health., 27(4), 631–637.

	 5.	 Chemali, S., Mari-Sáez, A., El Bcheraoui, C., & Weishaar, H. 
(2022). Health care workers’ experiences during the COVID-19 
pandemic: A scoping review. Human Resources for Health., 20(1), 
27.

	 6.	 Soham, B., Ronnie, E. B., Murtaza, K., Muath, A., Daniel, K. 
O., Yara, B., et al. (2020). Infection and mortality of healthcare 
workers worldwide from COVID-19: A systematic review. BMJ 
Global Health., 5(12), e003097.

	 7.	 Chew, N. W. S., Lee, G. K. H., Tan, B. Y. Q., Jing, M., Goh, Y., 
Ngiam, N. J. H., et al. (2020). A multinational, multicentre study 
on the psychological outcomes and associated physical symptoms 

amongst healthcare workers during COVID-19 outbreak. Brain, 
Behavior, and Immunity., 88, 559–565.

	 8.	 Froessl, L. J., & Abdeen, Y. (2021). The silent pandemic: The psy-
chological burden on frontline healthcare workers during COVID-
19. Psychiatry Journal., 2021, 2906785.

	 9.	 Young, K. P., Kolcz, D. L., O’Sullivan, D. M., Ferrand, J., Fried, 
J., & Robinson, K. (2021). Health care workers’ mental health and 
quality of life during COVID-19: Results from a mid-pandemic, 
national survey. Psychiatric Services., 72(2), 122–128.

	10.	 Mizee, M., Schaap, L. A., Hoogendijk, E. O., & van Schoor, N. 
M. (2022). Delay or postponement of medical care among older 
adults in the Netherlands at earlier and later stages of the COVID-
19 pandemic. Aging Clinical and Experimental Research., 34(11), 
2913–2917.

	11.	 Collaborative, C. (2020). Elective surgery cancellations due to 
the COVID-19 pandemic: Global predictive modelling to inform 
surgical recovery plans. British Journal of Surgery., 107(11), 
1440–1449.

	12.	 Palmer, K., Monaco, A., Kivipelto, M., Onder, G., Maggi, S., 
Michel, J.-P., et al. (2020). The potential long-term impact of the 
COVID-19 outbreak on patients with non-communicable diseases 
in Europe: Consequences for healthy ageing. Aging Clinical and 
Experimental Research., 32(7), 1189–1194.

	13.	 van Ballegooijen, H., Goossens, L., Bruin, R. H., Michels, R., 
& Krol, M. (2021). Concerns, quality of life, access to care and 
productivity of the general population during the first 8 weeks 
of the coronavirus lockdown in Belgium and the Netherlands. 
BMC Health Services Research., 21(1), 227.

	14.	 Chudasama, Y. V., Gillies, C. L., Zaccardi, F., Coles, B., Davies, 
M. J., Seidu, S., et al. (2020). Impact of COVID-19 on routine 
care for chronic diseases: A global survey of views from health-
care professionals. Diabetes and Metabolic Syndrome: Clinical 
Research and Reviews, 14(5), 965–967.

	15.	 Fekadu, G., Bekele, F., Tolossa, T., Fetensa, G., Turi, E., 
Getachew, M., et al. (2021). Impact of COVID-19 pandemic on 
chronic diseases care follow-up and current perspectives in low 
resource settings: A narrative review. Int J Physiol Pathophysiol 
Pharmacol., 13(3), 86–93.

	16.	 Kendzerska, T. Z. D., Gershon, A. S., Edwards, J. D., Peixoto, 
C., Robillard, R., & Kendall, C. E. (2021). The effects of the 
health system response to the COVID-19 pandemic on chronic 
disease management: A narrative review. Risk Manag Healthc 
Policy., 14, 575–584.

	17.	 Mehraeen, E., Karimi, A., Barzegary, A., Vahedi, F., Afsahi, A. 
M., Dadras, O., et al. (2020). Predictors of mortality in patients 
with COVID-19-a systematic review. Eur J Integr Med., 40, 
101226.

	18.	 Ryder, M., Guerin, S., Forde, R., Lowe, G., Jaarsma, T., O’Neill, 
M., et al. (2023). The perceived effects of COVID-19 while 
living with a chronic illness. Journal of Nursing Scholarship., 
55(1), 154–162.

	19.	 Long, D., Haagsma, J. A., Janssen, M. F., Yfantopoulos, J. N., 
Lubetkin, E. I., & Bonsel, G. J. (2021). Health-related quality 
of life and mental well-being of healthy and diseased persons 
in 8 countries: Does stringency of government response against 
early COVID-19 matter? SSM—Population Health., 15, 100913.

	20.	 Violato, M., Pollard, J., Lloyd, A., Roope, L. S. J., Duch, R., 
Becerra, M. F., et al. (2023). The COVID-19 pandemic and 
health-related quality of life across 13 high- and low-middle-
income countries: A cross-sectional analysis. PLOS Medicine., 
20(4), e1004146.

	21.	 Ravens-Sieberer, U., Kaman, A., Erhart, M., Devine, J., Schlack, 
R., & Otto, C. (2022). Impact of the COVID-19 pandemic on 
quality of life and mental health in children and adolescents 
in Germany. European Child & Adolescent Psychiatry., 31(6), 
879–889.

http://creativecommons.org/licenses/by/4.0/


2551Quality of Life Research (2024) 33:2541–2552	

	22.	 Szemik, S., Kowalska, M., & Kulik, H. (2019). Quality of life 
and health among people living in an industrial area of Poland. 
International Journal of Environmental Research and Public 
Health, 16(7), 1221.

	23.	 Ping, W., Zheng, J., Niu, X., Guo, C., Zhang, J., Yang, H., et al. 
(2020). Evaluation of health-related quality of life using EQ-5D 
in China during the COVID-19 pandemic. PLoS ONE, 15(6), 
e0234850.

	24.	 Ahmed, I. T. K., Tilahun, D., & Awel, S. (2022). Health- 
related quality of life among patient with chronic diseases dur-
ing COVID-19 pandemic: a cross-sectional study. Pan African 
Medical Journal., 43(2), 100943.

	25.	 Bogart, K., Hemmesch, A., Barnes, E., Blissenbach, T., Bei-
sang, A., Engel, P., et al. (2022). Healthcare access, satisfaction, 
and health-related quality of life among children and adults with 
rare diseases. Orphanet Journal of Rare Diseases., 17(1), 196.

	26.	 OECD and Eurostat and UNESCO Institute for Statistics. 
(2011). Guidelines for classifying national education pro-
grammes and related qualifications.

	27.	 Szende, A. J. B., & Cabases, J. (2014). Self-reported popu-
lation health: An international perspective based on EQ-5D. 
Dordrecht (NL) Springer.

	28.	 Pickard, A. S., Law, E. H., Jiang, R., Pullenayegum, E., Shaw, J. 
W., Xie, F., et al. (2019). United States valuation of EQ-5D-5L 
health states using an international protocol. Value Health., 
22(8), 931–941.

	29.	 Devlin, N. F. A. P., & Parkin, D. (2022). Chapter 5 Guidance to 
Users of EQ-5D-5L Value Sets. In N. R. B. Devlin & K. Ludwig 
(Eds.), Value sets for EQ-5D-5L: A compendium, comparative 
review & user guide [Internet]. Cham (CH): Springer.

	30.	 Dupraz, J., Le Pogam, M. A., & Peytremann-Bridevaux, I. 
(2022). Early impact of the COVID-19 pandemic on in-person 
outpatient care utilisation: A rapid review. British Medical Jour-
nal Open, 12(3), e056086.

	31.	 Constantin-Cristian, T., Andrew, W., James, C. M., Alun, D. H., 
David, B., Nishi, C., et al. (2021). Evaluating access to health 
and care services during lockdown by the COVID-19 survey in 
five UK national longitudinal studies. British Medical Journal 
Open, 11(3), e045813.

	32.	 Rodríguez-Agudelo, Y., Nava-Adán, J., Paz-Rodríguez, F., 
Abundes-Corona, A., Flores-Rivera, J., & Corona, T. (2023). 
Quality of life and mental health in multiple sclerosis patients 
during the COVID-19 Pandemic. Multiple Sclerosis and Related 
Disorders., 70, 104487.

	33.	 Koinig, K. A., Arnold, C., Lehmann, J., Giesinger, J., Köck, S., 
Willenbacher, W., et al. (2021). The cancer patient’s perspective 
of COVID-19-induced distress—A cross-sectional study and a 
longitudinal comparison of HRQOL assessed before and during 
the pandemic. Cancer Medicine., 10(12), 3928–3937.

	34.	 Izawa, K. P., Oyama, M., & Okamoto, K. (2021). Changes in 
physical and psychological states with respect to the gender of 
outpatients receiving rehabilitation at geriatric health services 
facilities during the COVID-19 state of emergency. Diseases., 
9(3), 51.

	35.	 Rohde, G., Helseth, S., Skarstein, S., Småstuen, M., Mikkelsen, 
H. E. T., & Haraldstad, K. (2022). Health-related quality of 
life in parents of adolescents one year into the COVID-19 pan-
demic: A two-year longitudinal study. Health and Quality of 
Life Outcomes., 20(1), 158.

	36.	 Jeppesen, S. S., Bentsen, K. K., Jørgensen, T. L., Holm, H. S., 
Holst-Christensen, L., Tarpgaard, L. S., et al. (2021). Quality of 
life in patients with cancer during the COVID-19 pandemic—a 
Danish cross-sectional study (COPICADS). Acta Oncologica., 
60(1), 4–12.

	37.	 Chiaravalloti, N. D., Amato, M. P., Brichetto, G., Chataway, 
J., Dalgas, U., DeLuca, J., et al. (2021). The emotional impact 

of the COVID-19 pandemic on individuals with progressive 
multiple sclerosis. Journal of Neurology., 268(5), 1598–1607.

	38.	 Elaraby, A., Shahein, M., Bekhet, A. H., Perrin, P. B., & Gorgey, 
A. S. (2022). The COVID-19 pandemic impacts all domains of 
quality of life in Egyptians with spinal cord injury: A retrospec-
tive longitudinal study. Spinal Cord., 60(8), 757–762.

	39.	 Ishikawa, H., Kato, M., & Kiuchi, T. (2021). Declines in health 
literacy and health-related quality of life during the COVID-19 
pandemic: A longitudinal study of the Japanese general popula-
tion. BMC Public Health, 21(1), 2180.

	40.	 Tamson, M., Reile, R., Sokurova, D., Innos, K., Nurk, E., 
Laidra, K., et al. (2022). Health-Related Quality of Life and 
Its Socio-Demographic and Behavioural Correlates during the 
COVID-19 Pandemic in Estonia. International Journal of Envi-
ronmental Research and Public Health., 19(15), 9060.

	41.	 Wang, X., Lei, S. M., Le, S., Yang, Y., Zhang, B., Yao, W., et al. 
(2020). Bidirectional influence of the covid-19 pandemic lock-
downs on health behaviors and quality of life among Chinese 
adults. International Journal of Environmental Research and 
Public Health, 17(15), 5575.

	42.	 Blumenthal, D., Fowler, E. J., Abrams, M., & Collins, S. R. 
(2020). Covid-19—Implications for the health care system. New 
England Journal of Medicine., 383(15), 1483–1488.

	43.	 Smith, M. A., & Jessica, M. B. (2004). Changes in usual source 
of care and perceptions of health care access, quality, and use. 
Medical Care, 42(10), 975–984.

	44.	 Mathieu, E. R. H., Rodés-Guirao, L., Appel, C., Giattino, C., 
Hasell, J., Macdonald, B., Dattani, S., Beltekian, D., Ortiz-
Ospina, E., & Roser, M. (2020). Coronavirus Pandemic 
(COVID-19). OurWorldInData.org.

	45.	 Hale, T., Angrist, N., Goldszmidt, R., Kira, B., Petherick, A., 
Phillips, T., et al. (2021). A global panel database of pandemic 
policies (Oxford COVID-19 Government Response Tracker). 
Nature Human Behaviour., 5(4), 529–538.

	46.	 Haldane, V., De Foo, C., Abdalla, S. M., Jung, A.-S., Tan, M., 
Wu, S., et al. (2021). Health systems resilience in managing 
the COVID-19 pandemic: Lessons from 28 countries. Nature 
Medicine., 27(6), 964–980.

	47.	 Rauschenberg, C., Schick, A., Goetzl, C., Roehr, S., Riedel-
Heller, S. G., Koppe, G., et al. (2021). Social isolation, men-
tal health, and use of digital interventions in youth during the 
COVID-19 pandemic: A nationally representative survey. Euro-
pean Psychiatry., 64(1), e20.

	48.	 Hettich, N., Entringer, T. M., Kroeger, H., Schmidt, P., Tibu-
bos, A. N., Braehler, E., et al. (2022). Impact of the COVID-19 
pandemic on depression, anxiety, loneliness, and satisfaction in 
the German general population: A longitudinal analysis. Social 
Psychiatry and Psychiatric Epidemiology., 57(12), 2481–2490.

	49.	 Khorani, H., Mohammadi, F., Hosseinkhani, Z., & Motalebi, 
S. A. (2022). Predictive factors of quality of life in older adults 
during the COVID-19 pandemic. BMC Psychology., 10(1), 176.

	50.	 Woolf, S. H. (2019). Necessary but not sufficient: Why health 
care alone cannot improve population health and reduce health 
inequities. Annals of Family Medicine, 17(3), 196–199.

	51.	 Harrison, E., Monroe-Lord, L., Carson, A. D., Jean-Baptiste, A. 
M., Phoenix, J., Jackson, P., et al. (2021). COVID-19 pandemic-
related changes in wellness behavior among older Americans. 
BMC Public Health, 21(1), 755.

	52.	 Herrera, M. S., Elgueta, R., Fernández, M. B., Giacoman, C., 
Leal, D., Marshall, P., et al. (2021). A longitudinal study moni-
toring the quality of life in a national cohort of older adults in 
Chile before and during the COVID-19 outbreak. BMC Geriat-
rics., 21(1), 143.

	53.	 Zaninotto, P., Iob, E., Demakakos, P., & Steptoe, A. (2022). Imme-
diate and longer-term changes in the mental health and well-being 



2552	 Quality of Life Research (2024) 33:2541–2552

of older adults in England during the COVID-19 pandemic. JAMA 
Psychiatry., 79(2), 151–159.

	54.	 Sanchez-Ramirez DC, Pol M, Loewen H, Choukou MA. Effect 
of telemonitoring and telerehabilitation on physical activity, 
exercise capacity, health-related quality of life and healthcare use 
in patients with chronic lung diseases or COVID-19: A scoping 
review. J Telemed Telecare. 2022:1357633X221122124.

	55.	 Patel, S. Y. M. A., Huskamp, H. A., Uscher-Pines, L., Ganguli, I., 
& Barnett, M. L. (2021). Variation in telemedicine use and out-
patient care during the COVID-19 pandemic in the United States. 
Health Affairs., 40(2), 349–358.

	56.	 Hacker, K. A., Briss, P. A., Richardson, L., Wright, J., & Petersen, 
R. (2021). COVID-19 and chronic disease: The impact now and 
in the future. Preventing Chronic Disease, 18, E62.

	57.	 Mazidimoradi, A., Hadavandsiri, F., Momenimovahed, Z., & Sale-
hiniya, H. (2023). Impact of the COVID-19 pandemic on colorec-
tal cancer diagnosis and treatment: A systematic review. Journal 
of Gastrointestinal Cancer., 54(1), 171–187.

	58.	 König, H.-H., Neumann-Böhme, S., Sabat, I., Schreyögg, J., Tor-
bica, A., van Exel, J., et al. (2023). Health-related quality of life in 
seven European countries throughout the course of the COVID-19 

pandemic: Evidence from the European COvid Survey (ECOS). 
Quality of Life Research., 32(6), 1631–1644.

	59.	 Pineda, C. N., Naz, M. P., Ortiz, A., Ouano, E. L., Padua, N. P., 
Paronable, J., Jr., et al. (2022). Resilience, social support, loneli-
ness and quality of life during COVID-19 pandemic: A structural 
equation model. Nurse Education in Practice., 64, 103419.

	60.	 Ferreira, L. N., Pereira, L. N., da Fé, B. M., & Ilchuk, K. (2021). 
Quality of life under the COVID-19 quarantine. Quality of Life 
Research, 30(5), 1389–1405.

	61.	 Rumas, R., Shamblaw, A. L., Jagtap, S., & Best, M. W. (2021). 
Predictors and consequences of loneliness during the COVID-19 
Pandemic. Psychiatry Research., 300, 113934.

	62.	 Czeisler, M. É. M. K., Clarke, K. E., et al. (2020). Delay or Avoid-
ance of Medical Care Because of COVID-19–Related Concerns 
- United States. MMWR, 69, 1250–1257.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	The relationship between healthcare access and change in health-related quality-of-life among the general population of five countries during the COVID-19 pandemic
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Plain english summary
	Introduction
	Background
	Objectives
	Research questions

	Methods
	Study design and data collection
	Respondent characteristics at T1
	Primary outcome measures
	Statistical analyses

	Results
	Study population
	Insufficient healthcare access
	Effect of age, gender, SES, and chronic disease status on healthcare access and HRQoL change
	Multiple linear regression models with outcome HRQoL change

	Discussion
	Summary
	Strengths and limitations

	Conclusion
	Acknowledgements 
	References




