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Abstract
Background  Essential services ensure the health, safety, and well-being of individuals and their communities. 
However, there is currently a lack of consensus on what constitutes an essential service in Australia. This gap hinders 
a detailed spatial understanding of essential service provision, access, and influence on populations. This systematic 
review critically assessed the literature on essential services and their impact on quality of life to understand service 
definitions and their relative contributions to quality of life.

Methods  A systematic search of ten databases was undertaken following the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses methodology. Five criteria were established for the inclusion of studies: (i) 
major developed economies, (ii) defined essential service and focus on spatial access, (iii) quality of life outcome, (iv) 
peer-reviewed, and (v) published between 2000 and 2024.

Results  From 1,473 unique records, seven studies met the inclusion criteria, with studies from Europe, Asia-Pacific, 
and North America. Across the studies, services were characterised based on their primary function and contributions 
to quality of life. Service categories included food, retail, personal services, health, education, culture and recreation, 
and faith-based services. Despite demographic and scale variations, services that fostered social connection and a 
sense of place showed the highest positive impact on quality of life.

Conclusions  Findings indicate limited and inconsistent evidence on essential service measures and their relationship 
with quality of life. The persistent lack of justification for classifying services as essential in research hinders definitive 
conclusions about which services most effectively enhance quality of life. Future research should adopt standardised, 
validated measures, and address representation gaps across diverse populations and regions. This work is 
fundamental for developing a validated set of essential services, to improve national modelling of geographic access 
and inform policy, decision-making, and understanding of how access to services influences quality of life.
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Background
Access to essential services has been found to relate posi-
tively to an individual’s quality of life (QoL) [1]. Essen-
tial services are necessary to maintain a minimum living 
standard, ensure the health, safety, and well-being of indi-
viduals and communities, and support societal function-
ing [1]. Access to these services fosters social inclusion, 
enhances labour market participation, and promotes 
societal resilience, ultimately protecting and maintaining 
people’s QoL [2]. QoL has varying interpretations across 
disciplines, including well-being, happiness, life satisfac-
tion, and liveability [3, 4]. Understanding what consti-
tutes an essential service and how it contributes to QoL 
is warranted to ensure that key services are accessible 
where they are needed most.

Access is a complex concept that encompasses both 
spatial and aspatial dimensions. Spatial access refers 
to geographic factors, such as location and proximity, 
while aspatial access includes non-geographic factors, 
such as affordability, appropriateness, and quality [5]. 
These dimensions shape an individual’s ability to utilise 
essential services. However, without geographic access, 
the other aspects of access are moot; a service must be 
geographically available before the other dimensions 
can be considered. Australia’s inequitable distribution of 
services is well documented, and issues associated with 
spatial access are often influenced by Australia’s vast 
landmass, challenging geographic environments, concen-
trated metropolitan populations, and sparsely distributed 
populations in rural areas [6].

In line with international efforts to define remoteness 
[7], Australia has made multiple attempts to define and 
quantify accessibility using a tiered lens from metropoli-
tan to remote or very remote areas. However, rurality and 
remoteness, often used interchangeably, remain poorly 
defined and are described using various geographic 
classification systems [8, 9]. Since the early 1990s, four 
classifications have been developed to represent access 
and remoteness: Rural, Remote and Metropolitan Area 
(RRMA) Classification 1991 Census Edition (1994) [10], 
Accessibility/Remoteness Index of Australia (ARIA, 
1999; ARIA+, 2001) [11], Australian Statistical Geogra-
phy Standard - Remoteness Structure (ASGS-RA) (2011) 
[12], and the Modified Monash Model (MMM) (2015) 
[13].

Of these models, RRMA, ASGS-RA, and the MMM 
all use aggregations of the statistical areas defined by the 
Australian Bureau of Statistics (ABS) statistical geogra-
phy standards. RRMA divides each of Australia’s states 
and territories into three zones and seven categories 
within these zones. The ASGC-RA/ASGS-RA classified 
ARIA + into five groups from metropolitan through to 
very remote. The MMM further classified the ASGS-RA 
into seven groups of access. ARIA + is an index of access 

that uses population size as a proxy measure to deter-
mine service availability. It is a continuous index cover-
ing the whole of Australia and underpins the ASGS-RA 
and MMM classifications [11]. ARIA + is calculated using 
road distance measurements between populated centres 
and localities and population ‘service centres’ across Aus-
tralia, assuming that service centres with larger popula-
tions contain more services.

These access measures do not allow for a detailed 
spatial understanding of access as they do not measure 
accessibility to actual services, and use spatial units not 
designed to understand service access. By assuming 
that larger populations equate to greater service provi-
sion, ARIA + oversimplifies accessibility by ignoring geo-
graphic constraints, such as road closures or seasonal 
limitations. These limitations are carried forward into 
other classifications (e.g., MMM), which compounds 
implications for health and policy decisions. Advances 
in locational data and improvements to spatial modelling 
offer the potential to build detailed individual address-
level access to actual services.

A paradigm shift in modelling service access in Aus-
tralia requires a clearer understanding of the services 
and facilities essential to QoL. Currently, there is no 
universally accepted definition of what constitutes an 
essential service in Australia, a challenge highlighted dur-
ing the COVID-19 pandemic lockdowns [14]. During 
this period, public debate and policy decisions exposed 
inconsistencies in how essential services were defined 
and prioritised across jurisdictions [14]. Similarly, inter-
national literature has shown that social infrastructures, 
such as community centres, childcare, and education, 
were often overlooked despite their profound impact on 
QoL [15, 16]. Given this lack of consensus, this review 
seeks to identify which services contribute to QoL, pro-
viding evidence that may help inform future definitions 
of essential services.

As QoL itself is a broad and multifaceted concept with-
out a standardised definition, understanding its relation-
ship with service access is crucial. The European Union 
(EU) defines QoL as the overall well-being of individuals 
in a society and has established a comprehensive frame-
work for assessing QoL across the EU [17]. Since 2003, 
the European Quality of Life Surveys (EQLS) have moni-
tored QoL across multiple dimensions, incorporating 
individual and societal perspectives and objective and 
subjective indicators, including access to public services 
and amenities [17].

Over the past decade, there has been increas-
ing research interest in the role of the built environ-
ment in generating or sustaining QoL. Wesz et al. [18] 
reported on a systematic review of factors influenc-
ing QoL in urban sustainable development, and Gao 
et al. [19] explored urban amenities. From an urban 
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liveability perspective, Badland and colleagues [20] ana-
lysed health and well-being indicators, and Dsouza et al. 
[21] examined the reliability and validity of QoL mea-
sures. Although many reviews take a multidimensional 
approach to understanding QoL, the impact of essential 
service access, particularly spatial access, remains poorly 
understood.

To better understand challenges to essential service 
access in Australia, it is first necessary to identify which 
services and facilities contribute to QoL. However, there 
is limited Australian-specific research linking service 
accessibility with QoL outcomes. To address this gap, 
international evidence is considered. To our knowledge, 
no reviews have been undertaken that examine the acces-
sibility of essential services with QoL outcome measures. 
A synthesis of evidence is needed to understand and 
identify gaps and provide recommendations for future 
research that can enhance models of remoteness and 
accessibility, ensuring more meaningful modelling of spa-
tial access. This systematic review aims to address this 
knowledge gap by answering the question: What essential 
services have empirical evidence for improving quality of 
life outcomes when accessibility is considered?

Methods
This systematic review followed the Preferred Report-
ing Items for Systematic Reviews and Meta-Analyses 
(PRISMA) statement [22]. The completed PRISMA 
checklist is available in the supplementary materials 
[see Supplementary file 1]. A protocol for this review 
was developed in advance and registered in PROSPERO 
(CRD42024576921).

Eligibility criteria
The PICOS mnemonic was used to frame the inclusion 
and exclusion criteria (Table  1). Population included 
countries classified as major developed economies based 
on the United Nations country classifications [23]. The 
exposure was the type of essential service, with the inter-
vention defined as access to these services. Comparison 
was not included. Outcome was a measure of QoL. QoL 
lacks a standard definition and is often used interchange-
ably with well-being, happiness, life satisfaction, and live-
ability [3, 4]. Therefore, this review included all terms 
relating to the concept of QoL. Literature published in 
English in a peer-reviewed journal between 1 January 
2000 and 13 August 2024 was included. Study design 
considered for inclusion included peer-reviewed experi-
mental or observational research, including, but not 
limited to, cross-sectional studies, cohort studies, and 
randomised controlled trials. Study protocols, editorials, 
conference abstracts, grey literature, and qualitative stud-
ies were excluded from this review. Relevant systematic 
and scoping review reference lists were checked for eli-
gible studies.

Information sources
A literature search was conducted on 13 August 2024, 
using ten electronic databases: Business Source Com-
plete (EBSCOhost), CINAHL (EBSCOhost), EMBASE 
(Elsevier), Environmental Complete (EBSCOhost), 
Global Health (EBSCOhost), GreenFILE (EBSCOhost), 
Health Policy Reference Center (EBSCOhost), MEDLINE 
Complete (EBSCOhost), Scopus, and Web of Science. 
Reference lists of relevant studies were also reviewed for 
additional studies.

Search strategy
Search terms were developed from a preliminary search 
of databases, MEDLINE and CINAHL and a literature 
review of key relevant studies, such as systematic reviews. 
The keywords contained in the titles and abstracts of rel-
evant studies and the Medical Subject Headings (MeSH) 
terms used to describe the studies were used to develop 
the full search strategy. A combination of search terms 
related to the following concepts were used: [1] essential 
service; [2] access; and [3] well-being. A supplementary 
file outlines the complete search strategies [see Supple-
mentary file 2]. A librarian with expertise in develop-
ing search strategies for health databases reviewed the 
searches. The search strategy, including all identified key-
words and index terms, was adapted for each database.

Screening and selection
All identified citations were collated and uploaded into 
Endnote (Version 20.2.1, Clarivate, Philadelphia, PA). 
Citations were then imported into Covidence (Veritas 

Table 1  PICOS inclusion and exclusion criteria
CRITERIA INCLUSION EXCLUSION
P (Population) • Major developed 

economies
• Economies in transition
• Developing economies

I (Intervention)/ 
Exposure

• Type of essential service
• Spatial access to an 
essential service

• Does not specify the 
type of essential service
• Aspatial access to an 
essential service

C (Comparison) • none
O (Outcomes) • QoL outcomes • Does not include a QoL 

outcome
S (Study design) • Peer-reviewed experi-

mental or observational 
research, including, but 
not limited to, cross-
sectional studies, cohort 
studies, randomised 
controlled trials and case 
studies
• Published in English

• Study protocols, 
editorials, conference 
abstracts, grey literature, 
qualitative studies
• Not published in 
English

Time period • 1 January 2000 to 13 
August 2024

• Publication dates out-
side of 1 January 2000 
to 13 August 2024
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Health Innovation, Melbourne, Australia), and duplicates 
were removed. Titles and abstracts were dual screened 
in Covidence by four independent reviewers (SW, KP, 
HB, MB) using the prespecified eligibility criteria. Poten-
tially relevant studies were retrieved as full texts and 
dual-assessed in detail against the inclusion criteria by 
four independent reviewers (SW, KP, HB, MB). Reasons 
for exclusion at the full-text stage were recorded. Refer-
ence lists of included studies were screened for additional 
studies. Any reviewer disagreements during the selection 
process were resolved through discussion with a third 
reviewer.

Data extraction
Data were extracted from eligible studies by SW and KP 
and tabulated with the following headings: first author 
and year, article title, country, geographic scale (e.g., 
urban, rural), study aim/objective, sample size, data 
collection methods, services tested for QoL, statistics 
used, and the main results. Any reviewer disagreements 
were resolved through discussion or with an additional 
reviewer.

Quality assessment
Quality assessment of included studies was conducted 
using the relevant Joanna Briggs Institute (JBI) critical 
appraisal tools for analytical cross-sectional studies [24]. 
SW and KP completed the quality appraisal. Any dis-
agreements between the reviewers were resolved through 
discussion with a third reviewer.

Data synthesis
A narrative synthesis was conducted to summarise 
and interpret the findings of the included studies. This 
involved examining each study’s characteristics, includ-
ing the study setting (e.g., geographic location and con-
text), population demographics (e.g., age, sex), sources of 
secondary data (e.g., population surveys), and QoL mea-
sures used. Essential services were identified and catego-
rised by type (e.g., health, education, social services), with 
individual services grouped into broader categories based 
on their primary function for a structured classification.

Results
As detailed in Fig. 1, the search retrieved 2,560 studies, 
of which 1,087 duplicates were removed. The remaining 
1,473 studies were screened for inclusion based on their 
title and abstract. During title and abstract screening, 
1,302 studies were excluded, leaving 170 full-text studies 
to be screened for eligibility. During the full-text screen-
ing, 163 studies were excluded for the following rea-
sons: not focused on access to essential services (n = 42), 
developing economies (n = 39), no QoL outcome (n = 38), 
research protocol or conference abstract (n = 28), did not 

specify the essential service (n = 9), and not published in 
English (n = 7). At the conclusion of the full-text screen-
ing, seven studies met the strict inclusion criteria, and 
were included in the final synthesis.

Study characteristics
The characteristics of the seven included studies are pre-
sented in Table 2. Studies were published between 2015 
and 2024 and varied in geographic scale and sample size. 
Most studies were from Europe (n = 4), followed by Asia 
and the Pacific (n = 2), and Northern America (n = 1). 
Four studies were conducted across a single city [25–28], 
two were multi-city within the same country [29, 30], and 
one was a multi-national study [31]. Three studies were 
conducted within urban areas [25–28], one in a rural set-
ting [30], and two were mixed [29, 31]. The largest study 
included 139,470 responses across 300 municipalities 
[29], and the smallest study included 213 respondents 
aged 65 or over from Noord-Limburg, The Netherlands 
[28].

Study quality
Seven studies were evaluated using the JBI quality 
appraisal tool for analytical cross-sectional studies. A 
supplementary file includes the quality appraisal for all 
studies (see Supplementary file 3). Of the seven studies, 
five (71%) clearly defined their inclusion criteria, and six 
(85%) provided detailed descriptions of study subjects 
and settings. All studies used objective, standard crite-
ria for measurement and identified confounding factors. 
Furthermore, six studies (85%) explicitly stated strategies 
to address the confounding factors. The validity and reli-
ability of outcome measurements were unclear in two 
studies that utilised secondary datasets, as they lacked 
information about primary survey validation. Despite 
this limitation, all studies employed appropriate statisti-
cal analyses.

Service characteristics
There was considerable variation in the types of services 
identified, and the terms used to describe these across the 
studies (Table  3). Some studies presented results based 
on individual service types, whereas others grouped 
results with broader categories. Davern et al. [26] devel-
oped a conceptual framework of ‘social infrastructure’ to 
measure how neighbourhood attributes impacted behav-
ioural, intermediate, and long-term health and well-
being outcomes. The framework’s definition of social 
infrastructure was guided by established literature, and 
attributes were linked to geocoded health survey data to 
analyse how accessibility and mix of social infrastructure 
impacted the subjective well-being of individuals.

Kourtit et al. [29] developed a conceptual model in an 
earlier paper [32] defining the ‘body’ and ‘soul’ aspects 
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of ‘city love’, the former of which included tangible and 
functional amenities, like public and commercial ser-
vices. This was utilised in their cross-sectional analysis 
of Belgian municipalities, where they sought to estimate 
the relationship between measurable indicators of urban 
liveability and residents’ feelings of appreciation and 
contentment toward their environment. Kourtit et al. 
[29] developed a set of variables representing key func-
tional (‘body’) amenities and cultural, lifestyle, and social 
(‘soul’) amenities using statistical socio-economic and 
environmental data. The relationship between these ame-
nities and city love was measured via a resident survey, 

and regression modelling was used to incorporate spatial 
dependencies when examining the results.

Rhubart et al. [30] analysed ‘third places’ as a contribu-
tor to civic life, health and well-being in rural United 
States. This study focused on the ‘meaningful use’ of 
third places, assessed by time spent socially interacting 
with others. The third places were derived from an ear-
lier typology developed by the authors and included five 
categories: ‘free and publicly available third places’, ‘social 
services,’ ‘low-cost commercial third places’, ‘creative, 
athletic and entertainment third places’, and ‘personal 
services.’ The study surveyed rural working-age adults 

Fig. 1  PRISMA flow diagram of the screening process
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to predict the odds of how often a respondent used and 
meaningfully used a third place. Across the studies, ser-
vices were characterised based on their primary function 
and contributions to QoL. The categories include food, 
retail, personal services, health, education, culture and 
recreation, and faith-based services (Table 4).

Food services
Three studies identified cafés, coffee shops, restaurants, 
and bars as important for social interaction and QoL [25, 
27, 33]. Takamine et al. [27] found that cafés and restau-
rants in Tokyo were central to relaxation, making memo-
ries, and socialising, with these spaces fostering a sense 
of well-being. Similarly, van den Berg et al. [28] showed 
that bars and restaurants were rated highly important 
for social interactions among older adults in the Neth-
erlands. Grocery stores were also highlighted by Tiitu et 
al. [25] in Finland, where both residents and practitioners 

regarded access to food services as an important compo-
nent of a liveable neighbourhood.

Retail services
Retail stores were highlighted as essential for both daily 
living and well-being. Takamine et al. [27] found that in 
Tokyo, retail stores were popular destinations for resi-
dents to visit with family or to relax, contributing to their 
overall subjective well-being. Similarly, through a cross-
sectional analysis of a national Belgian survey, Kourtit et 
al. [32] found that a diverse range of recreational shop-
ping opportunities positively impacted citizens’ satisfac-
tion with place and well-being. Węziak-Białowolska et 
al. [31] also identified the availability of retail outlets as 
a factor influencing dissatisfaction with life in European 
cities.

Table 2  Study characteristics (n = 7)
Study Region Country Location* Popula-

tion 
summary

Sample 
size

Sex (%) Age* Data source

Davern, 
2017

Asia/ 
Pacific

Australia 31 local govern-
ment areas in 
urban metropoli-
tan Melbourne

Adults 
aged 18 
years and 
over

n = 7,141 F = 58%
M = 42%

Mean age = 53.6y 
(SD 16.5)

Secondary data source: 
VicHealth Indicators 
Survey

Kourtit, 2024 Europe Belgium 300 Flemish 
municipalities

NR n = 139,470 NR NR Secondary data sources: 
Federal Bureau for Statis-
tics, the National Bank of 
Belgium, Flemish Bureau 
for Statistics, Municipali-
ty-City Monitor

Rhubart, 
2023

Northern 
America

US Rural USA Work-
ing aged 
adults liv-
ing in the 
rural US

n = 1,135 F = 53%
M = 47%

18-34y = 386 (34%)
35-64y = 743 (66%)

Primary data source: 
Cross-sectional survey

Takamine, 
2024

Asia/ 
Pacific

Japan Metropolitan 
area (i.e., Tokyo, 
Kanagawa, Chiba, 
and Saitama)

Adults 
aged 
20–80 
years

n = 2,601 F = 49%
M = 50%

20-29y = 438 (17%)
30-39y = 439 (17%)
40-49y = 438 (17%)
50-59y = 440 (17%)
60-69y = 439 (17%)
70-89y = 407 
(166%)

Primary data source: 
Survey

Tiitu, 2024 Europe Finland 3 city districts in 
Helsinki (i.e., Kan-
nelmäki, Koivukylä, 
Ristinummi)

Residents 
aged at 
least 18 
years

n = 750 F = 61%
M = 39%

Mean age = 59y Primary data sources: 
Postal and participatory 
survey, workshops

Van den 
Berg, 2015

Europe Netherlands Noord-Limburg Older 
adults 
aged 65 or 
over

n = 213 F = 57%
M = 43%

65–69y = 74 (35%)
70–74y = 44 (21%)
75–79y = 43 (20%)
≥ 80y = 52 (24%)

Primary data sources: 
Two-day social interac-
tion diary data and 
questionnaire

Węziak-
Białowolska, 
2016

Europe Multiple EU 
countries

83 cities NR n = 41,645 NR NR Secondary data sources: 
Flash Eurobarometer 
366: Quality of life in the 
European cities

KEY = EU: European Union, F: female, M: male, Metro: metropolitan, NR: not reported, SD: standard deviation, US: United States, y: years

*as described in studies
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Study Outcome 
measure

Definition / 
justification

Analysis Service examined Source of 
services

Results

Davern, 
2017

Subjective 
well-being

SWB is an alterna-
tive measure of 
well-being needed to 
understand the influ-
ence of policy deci-
sions on individuals.

Linear regres-
sion, multi-level 
models, spatial 
autocorrelation, 
ICC

Community centres, culture & 
leisure (cinema / theatre, library, 
museum, art gallery), early years 
(childcare), education (state pri-
mary, state secondary), health and 
social services (aged care, com-
munity health centres, dentists, 
GP, maternal child health), sport 
and recreation (swimming pools, 
sports facility)

Literature 
review

Access to a mix of 15 social 
infrastructure services 
increased SWB on average 
by 2.3 points.

Kourtit, 2024 City love, 
urban 
well-being

City love is a multidi-
mensional concept 
that captures the in-
dividual place-based 
attraction of residents 
to a locality. Feel-
ings of satisfaction 
of urban residents 
reflect their ‘love for 
the city’.

Ordinal least 
squares regres-
sion model, beta 
regression, spatial 
autocorrelation

Sports infrastructure (open air, 
sports halls, swimming pools), 
stores (clothes and fashion, free 
time, hotels, restaurants, bars, 
culture, recreation), healthcare 
facilities and cultural, lifestyle, and 
social amenities

Federal 
Bureau for 
Statistics, 
the National 
Bank of 
Belgium, 
Flemish 
Bureau for 
Statistics, 
Munici-
pality-City 
Monitor

A diverse range of shop-
ping opportunities and 
the organization of cultural 
events seem to positively 
impact city satisfaction.

Rhubart, 
2023

Meaningful 
use

Meaningful use was 
defined as engaging 
with others in conver-
sation in a third place 
for more than 30 min.

Frequencies 
(weighted and 
unweighted), 
binary logistical 
regression

Public retail establishments (cof-
fee shops, restaurants, bars, liquor 
and tobacco stores, or salons 
and barbershops), social event or 
meeting places (bowling alleys, 
religious and spiritual organisa-
tions, civic organisation, libraries, 
recreation facilities, community 
centres, schools, or parks)

Previous re-
search and 
typology 
developed 
by authors

The most common third 
places that are meaning-
fully used among rural 
working-age adults are 
religious organisations, 
parks/lakes, and dine-in 
restaurants.

Takamine, 
2024

Subjective 
well-
being and 
cognition

SWB is a compre-
hensive indicator of 
health status (includ-
ing psychosocial 
aspects such as loneli-
ness and isolation).

Logistic and mul-
tiple regression

Exercise facility, cultural facility, 
educational facility, meeting 
hall, medical and welfare facility, 
religious facility, leisure facility, 
café and restaurant, retail store, life 
service facility

N/A The most commonly used 
places to relax, memories, 
show others, socialise, and 
visit with family were cafes 
and restaurants. Cultural 
facilities and retail stores 
were other places used to 
relax and visit with family. 
The number of clinics in 
the area was significantly 
correlated with SWB.

Tiitu, 2024 Comfort 
factor 
(liveability)

Comfort factors refer 
to the neighbour-
hood characteristics 
of a resident’s living 
environment.

Z-scores, and 
fourfold table vi-
sualizations were 
made using the 
mean values

Cultural services, exercise facili-
tates, grocery shops, health and 
social services, indoor meeting 
places, kindergartens, restaurants, 
school

Literature 
review and 
workshop

Residents rated cultural 
services and exercise fa-
cilities as high importance, 
whereas practitioners rated 
schools and kindergartens 
as high importance. Health 
and social services and 
grocery shops were rated 
high importance by both.

Table 3  Service characteristics (n = 7)
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Personal services
Personal services, such as hair salons, nail salons, and 
barbershops, were found to serve a social function, 
offering spaces where individuals can relax and engage 
in informal social interactions. Rhubart et al. [30] fur-
ther highlighted personal services in the context of rural 
USA, finding that they were among the most frequently 
used “third places” where meaningful social interactions 
occurred.

Health services
Two studies found that health services and medical facili-
ties promote QoL [25, 27]. Helsinki residents and prac-
titioners deemed access to health and social services 
essential to neighbourhood liveability [25]. Conversely, 
Węziak-Białowolska et al. [31] found that health services 
did not influence satisfaction with life in a city.

Education services
Educational facilities, including schools and kindergar-
tens, were identified as important by urban practitioners 
in Helsinki, who rated them as essential to the liveability 
of neighbourhoods [25].

Cultural and recreational services
Three studies identified cultural and recreational services 
as important for liveability and well-being [25, 27, 31]. In 
Finland, Tiitu et al. [25] found that residents placed high 
importance on cultural services and exercise facilities, 
valuing these amenities as contributing to a positive liv-
ing environment. Similarly, Takamine et al. [27] reported 
that Tokyo residents frequently used cultural facilities 
as places to relax and visit with family, which contrib-
uted to their subjective well-being. In contrast, van den 
Berg et al. [28] noted that sports facilities accounted for 
only 6% of social interactions among older adults in the 

Netherlands and were rated relatively low in importance. 
Węziak-Białowolska et al. [31] highlighted that the lim-
ited availability of cultural services influenced dissat-
isfaction with life in European cities. Kourtit et al. [29] 
explored how localised and non-localised shopping facili-
ties and recreational (cultural and other) services could 
be located outside the municipality without negatively 
impacting local city love.

Faith-based services
Rhubart et al. [30] found that in the rural USA, places 
of worship, such as churches and other spiritual organ-
isations, were among the most used third places where 
people gathered for meaningful social interactions. Con-
versely, van den Berg et al. [28] found that the church was 
rated the lowest importance in social interactions among 
older adults in the Netherlands.

Quality of life
The concept of QoL was measured using various 
approaches across the studies reviewed (Table  3) [see 
Supplementary file 4 for further information]. Two 
studies [26, 27] assessed subjective well-being through 
surveys, focusing on individuals’ perceptions of life satis-
faction. Rhubart et al. [30] measured the meaningful use 
of third places by surveying participants about the time 
spent in social spaces and the nature of their interactions, 
while van den Berg et al. [28] used a 5-point Likert scale 
to evaluate the importance of social interactions by loca-
tion. One study [29] investigated QoL through the lens of 
place-based attachment and happiness, conceptualised 
as city love, focusing on emotional connections to the 
urban environment in Belgium. Węziak-Białowolska et 
al. [31] used satisfaction with life in a city as an indica-
tor of urban QoL across European cities, emphasising the 
importance of broader environmental and social factors. 

Study Outcome 
measure

Definition / 
justification

Analysis Service examined Source of 
services

Results

Van den 
Berg, 2015

Impor-
tance of 
interac-
tions per 
location

The importance of 
older adults’ social 
interaction was ana-
lysed to understand 
their location choices 
and personal, resi-
dential, and mobility 
attributes.

Latent class 
multinomial logit 
model

Play facility, community centre, 
church, supermarket, shop/ser-
vices, local shop, shopping centre, 
health facility, bar, restaurant 
sports facility, library, school 

N/A The results suggest that 
both personal and mobility
characteristics play an 
important role in social 
activity patterns of older 
adults.

Węziak-
Białowolska, 
2016

Urban QoL, 
satisfaction

Satisfaction with life 
in a city was used as 
an indicator of urban 
quality of life.

Logistic 
regression

Health care services (doctors 
and hospitals), cultural facilities 
(concert halls, theatres, museums 
and libraries), sport facilities (sport 
fields and indoor sport halls), retail 
shops, public spaces (markets, 
squares and pedestrian areas)

Flash Euro-
barometer 
366: Quality 
of life in the 
European 
cities

Dissatisfaction with cultural 
facilities and availability of 
retail outlets contributed 
significantly to dissatisfac-
tion with life in a city.

KEY = QoL: Quality of Life, ICC: Intraclass autocorrelation, N/A: Not available, SWB: Subjective well-being

Table 3  (continued) 
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Service type Individual service Davern, 
2017

Kourtit, 
2024

Rhu-
bart, 
2023

Taka-
mine, 
2024

Tiitu, 
2024

Van den 
Berg, 
2015

Węziak-
Białowolska, 
2016

Food services Supermarket 1
Food services Grocery shop 1
Food services Café/coffee shops 1 1*

Food services Restaurant (dine-in) 1 1* 1* 1 1*

Food services Fast food restaurants 1
Food services Bar/tavern 1 1* 1*

Food services Liquor and tobacco stores 1
Retail services Local shop 1*

Retail services Retail store 1* 1*

Retail services Shopping centre 1
Retail services Clothing and fashion store 1*

Personal services Hair salon 1*

Personal services Nail salon 1*

Personal services Barbershop 1*

Health service Health service 1 1* 1
Health service Medical facility 1*

Health service Doctor/general practitioner 1 1
Health service Hospital 1
Health service Dentist 1
Social service Social service 1*

Social service Life service facility 1
Social service Aged care 1
Social service Community health centre 1
Social service Maternal child health 1
Social service Community centre 1 1*

Social service Welfare facility 1
Education service Educational facility 1
Education service Childcare 1
Education service Kindergartens 1*

Education service Primary school 1 1 1* 1
Education service Secondary school 1 1 1* 1
Education service University
Education service College
Cultural and recreational service Concert hall 1
Cultural and recreational service Cinema 1
Cultural and recreational service Theatre 1 1
Cultural and recreational service Museum 1 1
Cultural and recreational service Art gallery
Cultural and recreational service Library 1 1 1 1
Cultural and recreational service Cultural facility 1 1* 1* 1*

Cultural and recreational service Recreation facility 1 1
Cultural and recreational service Exercise/sports facility 1 1 1* 1*

Cultural and recreational service Open-air 1
Cultural and recreational service Sport field 1
Cultural and recreational service Soccer field
Cultural and recreational service Indoor sport hall 1 1
Cultural and recreational service Swimming pool 1 1
Cultural and recreational service Bowling centre 1
Cultural and recreational service Golf course
Cultural and recreational service Rifle range
Cultural and recreational service Tennis court
Cultural and recreational service Play facility 1

Table 4  Reported essential services (n = 7)
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Tiitu et al. [25] examined liveability in Helsinki, where 
residents rated the importance of neighbourhood charac-
teristics, referred to as ‘comfort factors,’ through a survey.

Discussion
This systematic review aimed to identify studies on 
essential service accessibility where a QoL outcome was 
measured. Despite the increasing discourse around defin-
ing essential services, this review identified only seven 
studies that met the inclusion criteria, indicating a lack 
of quantitative evidence on how essential services are 
defined and contribute to QoL in developed countries.

The findings of this review highlight several key con-
siderations for understanding essential services and 
their contribution to QoL. In many cases, the selection 
of services in studies appeared to be constrained by data 
availability rather than a systematic assessment of their 
potential importance to QoL. While just over a quarter of 
the services measured were shown to have a meaningful 
impact on QoL outcomes, inconsistencies across stud-
ies make it challenging to draw definitive conclusions. 
Commonly assumed essential services, such as health-
care services, lacked robust evidence linking them to 
QoL improvements. This may be partly due to the use of 
health-related QoL measures in healthcare access stud-
ies [34–36], which encompasses patient functioning and 
well-being rather than broader QoL, potentially leading 
to their exclusion during database searching. However, 
the absence of consistent evidence does not negate the 
importance of these services; rather, it highlights the 
need for more comprehensive research methodologies 
that can clarify why and how these services are regarded 
as essential for enhancing QoL.

Studies measured QoL using varying dimensions, such 
as subjective well-being and urban QoL, satisfaction with 
life, city love, and meaningful use of places. The larger 
studies [26, 29, 31] used secondary data from existing 
surveys to examine city love, urban QoL, and subjective 
well-being. The smaller studies [25, 27, 28, 30] collected 

residents’ responses to examine the meaningful use of 
places, subjective well-being and cognition, the impor-
tance of interactions in a place, and liveability. A previous 
systematic review [37] found a significant positive rela-
tionship between social capital and aspects of the built 
environment; however, similar to this review, there were 
variations in conceptualisations and operationalisations 
of social capital measures.

The essential services provided to citizens are key to 
these analyses, although what constitutes a service as 
‘essential’ also varied between studies and contexts. The 
services identified in this review with the greatest impact 
on QoL were those that promoted social connections and 
connectivity to place. Studies that only examined urban 
areas [25, 27, 28] found the greatest positive influence for 
food services (e.g., café/coffee shops, dine-in restaurants, 
and bars/taverns), cultural services, retail services (e.g., 
retail and local shops), health services (e.g., health and 
medical facilities), social services (e.g., community cen-
tres), sports and recreation (e.g., exercise and sports facil-
ities), and educational services (e.g., kindergartens and 
public schools). The only rural-focused study [30] exam-
ined access to ‘third places’ and found the greatest posi-
tive influence was for personal services (e.g., nail and hair 
salons), faith-based services (places of worship, religious 
and spiritual organisations), and food services (dine-in 
restaurants and bar/taverns). Studies that examined both 
rural and urban areas [29, 31] found the greatest positive 
influence was for cultural and retail services (e.g., retail 
and clothing stores).

Due to the heterogeneity in definitions and measures 
applied by studies, it was difficult to compare across con-
texts. The variety of descriptors underlines the issue that 
a lack of definition presents [3]. This review has high-
lighted that there is very little crossover between these 
studies and no clear enumeration of a set of services that 
should be studied by researchers concerned with what 
services are essential to support QoL. A key challenge 
in assessing the relationship between essential services 

Service type Individual service Davern, 
2017

Kourtit, 
2024

Rhu-
bart, 
2023

Taka-
mine, 
2024

Tiitu, 
2024

Van den 
Berg, 
2015

Węziak-
Białowolska, 
2016

Cultural and recreational service Leisure facility 1
Cultural and recreational service Public space 1*

Cultural and recreational service Market 1
Cultural and recreational service Square 1
Cultural and recreational service Indoor meeting place 1
Cultural and recreational service Meeting hall 1
Faith-based service Religious organisation 1* 1
Faith-based service Church 1
Faith-based service Spiritual organisation 1*

* Indicates a meaningful impact on QoL

Table 4  (continued) 
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and QoL is the heterogeneity in how QoL is conceptual-
ised and measured across studies. While well-established 
indices such as the Human Development Index [38] and 
the Better Life Index [39] provide macro-level assess-
ments of well-being, their applicability at the micro-level 
is less suitable [29]. The diversity of QoL measures identi-
fied in this review highlights the need for a more stan-
dardised approach. Future research could benefit from 
developing a comprehensive framework that consid-
ers both subjective and objective dimensions of QoL at 
various spatial scales. This could involve adapting exist-
ing indices to better account for local and contextual 
variations in QoL determinants or establishing a unified 
approach to measuring access to services and their con-
tribution to well-being.

While this review has identified a few disparate mea-
sures, it does not provide a working base for establish-
ing a clearly defined set of services. Instead, it highlights 
the need for a further review to examine studies focused 
on access to services that may not have included a QoL 
outcome. This review identified a large number of stud-
ies (n = 38) that examined access to essential services but 
did not include a tested QoL outcome and were therefore 
excluded. This emphasises the issue of measuring access 
to services to examine liveability without justifying the 
inclusion of services, or quantifying whether the service 
impacts QoL in the population being examined.

The excluded studies mostly examined access to essen-
tial services in urban design and city liveability contexts, 
with x-minute neighbourhoods and walkability as pri-
mary outcome measures. The justification for services 
deemed essential in these studies was based on existing 
literature, registries, point-of-interest data, and Open-
StreetMap, and the measured services most frequently 
included education, food, and health services. If these 
studies had been included, they might have broadened 
the understanding of how accessibility influences ser-
vice use and overall liveability, but without QoL-specific 
outcomes, it remains unclear whether improved access 
directly translates to enhanced QoL. Comparatively, this 
review found education and health services to have a lim-
ited positive influence on QoL; however, this could be 
due to the studies’ contexts. For example, education ser-
vices were examined only in metropolitan-based studies 
in this review and were highlighted as important by prac-
titioners but not residents. Another reason may be that 
services such as education and health may be presumed 
essential, while services facilitating other dimensions 
of QoL, such as social well-being, cohesion, or con-
nectedness, may show a more positive influence. Future 
research that examines access and QoL outcomes could 
help understand these relationships and strengthen the 
evidence base for defining essential services.

The COVID-19 pandemic exposed a critical gap in 
Australia’s definition of essential services, revealing the 
lack of a pre-determined list and the evolving nature of 
what is considered ‘essential’ [14]. Globally, essential ser-
vices like healthcare, utilities, and transport were pri-
oritised. In contrast, social infrastructure, such as civic 
institutions, community centres, and sports clubs, were 
largely overlooked despite their crucial role in build-
ing social resilience and supporting communities during 
crises [15]. This highlights the need for a more compre-
hensive and unified definition of essential services in 
Australia. A shared definition of essential services and a 
greater understanding of how these services contribute 
to QoL would allow for more detailed and meaningful 
modelling of spatial access, rather than relying on models 
that use population size as a proxy for service access. This 
would ensure that future policies not only cover basic 
needs, but also incorporate the social support structures 
necessary for community resilience and well-being.

Implications
This review is part of a Linkage Infrastructure, Equip-
ment and Facilities (LIEF) project developing a detailed 
access measure between Australian addresses and ser-
vices and facilities with a focus on residential addresses. 
This review intended to provide a starting point for 
generating a list of essential services that would be 
used in the address-level model. Due to the study con-
texts, the included services varied, with no clear ratio-
nale provided for what constituted an essential service. 
The findings highlight the need for a more consistent 
approach to defining essential services and improving 
spatial accessibility. Several key steps should be taken to 
address these gaps. First, policymakers should establish 
a standardised definition of essential services, incorpo-
rating basic services (e.g., healthcare, education) and 
social infrastructure (e.g., community centres) to better 
reflect community needs. Second, spatial accessibility 
measures should move beyond population-based prox-
ies by integrating minimum service levels and adopting 
address-based spatial units that utilise road networks 
and modelled travel times. A validated subset of essen-
tial services would enhance models of remoteness and 
accessibility, allowing for more accurate assessments of 
geographic access based on measurable realities. Third, 
validated access models should guide planning and 
resource allocation, ensuring infrastructure investments 
target underserved regions and spatial accessibility is 
embedded in regional and urban planning frameworks.

Strengths and limitations
A strength of this systematic review is the use of rigorous 
and robust methods to identify, appraise and synthesise 
the literature pertaining to essential service accessibility 
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and contribution to QoL. To our knowledge, this is the 
first review to synthesise quantitative evidence on the 
services most conducive to QoL. This review builds on 
existing evidence to understand accessibility in Australia, 
drawing from studies across countries classified as major 
developed economies to address the limited Australian-
specific research. However, several limitations warrant 
acknowledgement. First, gaps in the literature, with the 
inclusion of a single Australian study, may restrict the 
generalisability of the findings to the Australian context. 
As most of the included studies were concentrated in a 
few countries and used varying QoL measures, compa-
rability was limited. Additionally, there was an underrep-
resentation of specific population sub-groups, with only 
one study addressing a rural population, which limits 
the applicability of findings across diverse settings. Sec-
ond, the inclusion of only cross-sectional studies, which 
can provide insights into associations at a point in time 
but restrict any causal inference. To address this, lon-
gitudinal studies are needed to understand the impact 
of access to services and QoL. Furthermore, two stud-
ies [29, 31] did not clearly define their inclusion criteria 
or study sample characteristics, which may introduce 
selection bias and limit the generalisability of their find-
ings [24]. Third, many excluded studies focused solely on 
access to services without examining their direct impact 
on populations, particularly within the urban liveability 
literature. Future research could strengthen the evidence 
base by integrating mixed-method approaches, such as 
conducting longitudinal surveys or community-based 
research alongside spatial analyses. This would provide 
a more comprehensive understanding of how service 
access influences lived experiences and well-being within 
the local context. Standardised QoL measures should be 
incorporated into spatial studies to enhance comparabil-
ity and ensure access meets population needs. Fourth, 
restricting this review to peer-reviewed studies may also 
have increased the risk of publication bias due to exclu-
sions of grey literature. Future reviews could explore a 
broader range of essential services and examine the grey 
literature to understand how services are defined and 
prioritised.

Conclusion
Despite the systematic approach of this review and its 
inclusion of studies spanning 2000 to 2024, the find-
ings highlight limited and inconsistent evidence on the 
relationship between essential services and QoL. A key 
challenge is the variation in how QoL is defined and 
measured across studies, with a lack of standardisa-
tion undermining the comparability and robustness of 
results. While standardised well-being indicators exist, 
they primarily take a macro perspective and may not cap-
ture localised QoL outcomes at finer spatial scales. This 

inconsistency and the sparse evidence limit the ability to 
draw definitive conclusions about which services most 
effectively enhance QoL. However, the available evi-
dence suggests services that foster social connection, and 
a sense of place have a positive impact. These findings 
emphasise the need for future research to adopt stan-
dardised, validated QoL measures and address represen-
tation gaps across diverse populations and regions.
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