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Foreword
It has been a great privilege to chair the
COVID-19 impact inquiry. When the inquiry
began last autumn, it was still reasonable
to expect that by the summer of 2021
we would be in a ‘post-pandemic’ phase.
As the months have elapsed it has become
clear that we will be living with the pandemic
itself, as well as its consequences, for a long
time to come. And while still not yet over,
there are already some clear messages about
the uneven impact it has had on different
groups within society.
With many words already written about
the pandemic, and so much more to come,
we did not set out to tell the whole story
of COVID-19’s impact and the measures
to contain it. Instead, we have sought
to draw together thinking across a variety
of disciplines, to situate COVID-19 in the
wider picture of health inequalities and
to understand how this extreme experience
may influence the journey towards
greater equality.
In doing so we were hugely assisted by
an Expert Advisory Panel, with expertise
spanning research, civil society and public
service. The panel’s broad understanding of
the dimensions and determinants of health,
across the nations and regions of the UK,
was invaluable in challenging and enriching
our discussions.
We were able to draw on research being
written in real time as the pandemic moved
from the first wave into its extended second
wave. Some early impacts were partially
reversed as restrictions ebbed and flowed.

Others have become entrenched, often with
uneven effects, with remote services proving
more accessible for some while risking
exacerbating problems of digital exclusion
for others.
Our guiding principle was understanding
how the UK’s experience of the pandemic
could inform the decisions of a government
committed to improving the health of its
population, shining a light on the key issue
of recovery.
The inquiry found that the shape of the UK’s
recovery from the 2008 financial crisis, the last
major global shock, had a direct bearing on our
experience of the pandemic. In turn, we can
expect the nature of the recovery from the
pandemic to shape our experience of the next
global shock, whatever it may turn out to be.
That makes it imperative to aim for a recovery
that builds economic and social resilience,
with ‘levelling up’ not limited to geographical
areas of disadvantage but also addressing the
needs of groups who have experienced the
most damaging impacts of the pandemic.
The legacy of the pandemic is all around
us in unmet health need, mental health
problems, gaps in educational attainment, loss
of employment and financial insecurity. If we
are to avoid these becoming long-term scars,
it’s time to confront our choices about how
we value people. A recovery led by investment
in people and communities – in health,
housing, skills and education – along with
a safety net to protect the most vulnerable,
will pay dividends for the nation’s health
and prosperity in the longer term.

Dame Clare Moriarty
Chair, COVID-19 impact inquiry Expert Advisory Panel

Executive summary
As the success of the COVID-19 vaccination programme sets the UK on a course
towards recovery, it is essential to learn the lessons of the past 18 months. What started
as a health crisis rapidly developed into an economic emergency, with government taking
unprecedented action to protect people’s lives and livelihoods. The pandemic has shown
that health and wealth are inextricably connected. A sustainable recovery needs to create
a stronger, more resilient economy and will require purposeful commitment to ‘level up’
health and reduce the stark inequalities exposed by the pandemic.
Although COVID-19 has challenged governments around the world, the UK was notable
in entering the pandemic with life expectancy stalling for the first time in a century and
falling for some. Following the 2008 financial crisis, public services had been eroded
and the underlying economy and social fabric frayed.
Over the first year the UK experienced some of the worst outcomes internationally, with
119,000 excess deaths* by 13 March 2021. Measures to suppress the virus have led to the
UK experiencing a huge economic shock – including a 9.9% drop in GDP in 2020 compared
with a 4.8% drop across all OECD countries.
Behind these overall figures lie the unequal burdens carried by different population groups
and regions. During the first wave of the pandemic, 40% of all UK deaths were among
care home residents. 6 out of 10 people who died with COVID-19 between January
and November 2020 were disabled. And people from ethnic minority communities had
significantly higher risk of mortality – 3.7 times greater for black African men than their
white counterparts during the first wave and Bangladeshi men more than five times more
likely to die during the second wave.
The Health Foundation’s COVID-19 impact inquiry has drawn on a broad range
of available evidence to consider two main questions:
1.

How were people’s experiences of the pandemic influenced by their pre-existing
health and health inequalities?

2.

What is the likely impact of actions taken in response to the pandemic on the
nation’s health and health inequalities – now and in the future?

It is beyond our intended scope to propose specific policy recommendations. But the
findings from this inquiry can direct policymakers at national and local level to some
core issues that need attention as they take the recovery forward.

*

Excess deaths measure additional deaths over a time period compared with the number of deaths usually
expected. We measure the deaths caused by the pandemic in excess deaths instead of registered COVID-19
deaths due to discrepancies in the way COVID-19 deaths are recorded.
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COVID-19 mortality and the actions taken to reduce it
Government restrictions have suppressed the spread of the virus and saved lives. National
and tiered lockdowns, PPE provision, self-isolation measures, and the vaccine programme
have moved us towards recovery.
Despite these actions, the UK had the fourth highest excess deaths of OECD countries
in 2020. Excess deaths for people younger than 65 were the second highest in Europe after
Bulgaria. The UK’s experience was worse during the second wave (326,352 COVID-19related hospitalisations and 96,763 COVID-19 deaths in this wave alone).
Several factors have influenced variations in the impact of COVID-19 across different
countries. The single biggest factor was the timing of pandemic restrictions as these
influenced levels of exposure to the virus. Population density and high levels of regional
and international travel accelerated spread in the UK ahead of restrictions.
Poor underlying health also accounted for differences in excess mortality among
countries – particularly in the outcomes for people younger than 65. Countries with
the greatest improvement in healthy life expectancy over the previous decade experienced
lower excess mortality during the pandemic. Conversely, countries with the highest levels
of disability-adjusted life years lost to diabetes, cardiovascular disease, cancer and chronic
respiratory disease had higher mortality rates.
Certain socioeconomic factors were also associated with an increased risk of transmission.
In England, COVID-19 mortality rates were more than twice as high for people from
the most deprived 10% of local areas compared with people from the least deprived, and
almost four times as high for people younger than 65. Pre-existing differences in health
were associated with worse outcomes from COVID-19, with those aged 50–69 in the
most deprived areas twice as likely as those in the least deprived areas to have at least two
long-term health conditions.
The type of work someone does and their access to financial support also shaped their
risk of, and outcomes from, COVID-19. People working in elementary, caring, leisure and
other service occupations had higher mortality rates, and these were higher still for men.
This partly reflects poorer existing health, but also because these roles are often in sectors
typified by having remained open during lockdowns or having fewer restrictive measures.
For lower income workers, the inadequate level of support for sick pay was a key factor
in not self-isolating.
Immediate risks to health
The immediate risks to people’s health go beyond the direct harm caused by the virus.
Reprioritisation of health care services to manage COVID-19-related demand has led to
increased unmet need for care. Health Foundation analysis shows that 6 million ‘missing
patients’ did not seek treatment in 2020, which could mean many living with poor health
for longer. In cases of acute need, such as cancer care, where treatments have been delayed,
reductions in survival rates are likely.
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Long COVID will limit people’s ability to return
to daily life. By May 2021, an estimated 1 million
people self-reported being affected by long COVID
(equivalent to 1 in 5 people who tested positive
for COVID-19). Women and those from more
deprived backgrounds appear to be at particular risk,
disrupting employment and reducing quality of life.
Pandemic restrictions have also affected people’s
mental health through reduced social interaction,
changing work conditions and loss of work and
income. Although the easing of restrictions tended
to improve mental health, by September 2020
there had been a sustained deterioration in mental
health for a fifth of the population. Women, younger
people and those facing financial hardship have fared
the worst.

“In England,
COVID-19
mortality rates
were almost
four times as
high for those
younger than 65
from the most
deprived 10%
of local areas.”

Access to social care services has declined despite
increasing need. This will have longer term effects on the health and wellbeing of those
needing care and exacerbate the growing pre-pandemic responsibilities of unpaid carers.
Reported incidents of domestic abuse increased during the first wave of the pandemic.
With children out of school, child safeguarding referrals reduced. One study found
a 37% decrease in referrals for child protection medical examinations between February
and June 2020 than in the same period in 2019 – suggesting some children were left
exposed to harm.
The vaccination programme has been crucial in reducing the spread of the virus
and preventing deaths and hospitalisations with over 70 million doses of the vaccine
given by 12 June 2021. Despite this there are emerging differences in access to and uptake
of the vaccine. In the least deprived fifth of areas 95% of people aged 50 and older have
received one dose, compared with 88% in the poorest. 67% of black Caribbean people
and 78% of Pakistani people older than 50 have received one dose compared with 94%
of white people. These threaten to exacerbate existing health inequalities as well as the
continued risk posed by existing and emerging variants.
Future risks to health
With large parts of the economy shut down and people required to stay at home,
the government implemented unprecedented economic measures to provide support
for individuals, families and businesses (such as the Coronavirus Job Retention Scheme)
and increased existing financial support (such as the £20 weekly Universal Credit
uplift). Despite the scale of action, 28% of adults saw their family finances deteriorate
by September 2020. Many families had to rely on savings or debt to get by with more
than half (54%) of those in the poorest fifth seeing their debts rise compared with
31% of the wealthiest fifth.
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Although there were early signs of labour market recovery in spring 2021, an extra
2.8 million people were out of work in May 2021 than before the pandemic, and the end
of the furlough scheme in autumn is likely to mean unemployment rises. Assuming the
£20 a week uplift to Universal Credit ends in September 2021, around 6 million families
will experience a drop in income.
Experiencing financial strain or periods of unemployment – resulting in lack of status,
structure and income – are associated with poorer physical and mental health. As temporary
support measures end, the pandemic risks further eroding people’s health through a decline
in living conditions and an increase in poverty.
The loss of education during the pandemic also risks widening the gap in future health
outcomes. The cohort of children and young people who have missed periods of education
could lag behind pre-pandemic cohorts. The loss of education has also not fallen evenly,
with children from more disadvantaged backgrounds having experienced a greater
deterioration in their educational outcomes.
But the risks to health identified in this report are far from inevitable and can be addressed
through a fair recovery.
Ensuring a healthy recovery
The government’s ‘levelling up’ agenda – and its associated funding for local government –
creates an opportunity to ensure this recovery is managed better than that following the
2008 financial crisis and creates a more resilient and fairer society.
With poor health estimated to cost the UK economy £100bn a year in reduced productivity,
the much-needed economic recovery will also require a recovery in the nation’s health.
Immediate action is needed to address the harm caused by the pandemic – tackling the
health care backlog, protecting family finances and ‘catching up’ on education. There need
to be greater protections for low-paid workers as well as schemes and targeted support for
people whose mental health has deteriorated to get back into work.
Over the longer term, resilience can be built through investment to create good-quality jobs
in areas with historically low employment, as well as those hardest hit by the pandemic.
Businesses can design better quality jobs and individuals can continue to help strengthen
local communities. Weaknesses in the welfare state need to be addressed to provide
an adequate safety net that supports people through income and health shocks. Public
services will require investment and to be redesigned to put prevention first.
The nation’s health has frayed over the past decade and this has contributed to the
UK experiencing some of the poorest global outcomes from the COVID-19 pandemic.
Ensuring a recovery that improves health – as well as the economy – will require
a cross-government health inequalities strategy with clear targets for improvement
and a regular, independent assessment of the nation’s health laid before parliament.
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Introduction
Changes
to the
determinants
of health

4
1

The COVID-19 pandemic has had a profound impact on people’s health and their
livelihoods. By mid-March 2021, the pandemic had led to 119,000 excess deaths in the UK
and in 2020 caused a 9.9% drop in GDP.1 The UK government and devolved governments
have taken far-reaching action in attempts to suppress the virus: schools closed, routine
health care suspended, and businesses and community facilities shut down.
People’s experiences of the pandemic have varied greatly. Not everyone faced the same risk
of exposure to the virus nor equivalent severity in health outcomes. The measures taken
to suppress the virus have affected people’s lives and livelihoods differently – with both
immediate and longer term consequences for people’s health and wellbeing.
Although COVID-19 has been challenging for governments around the world, the UK
entered the pandemic with life expectancy stalling for the first time in a century. A month
before the first national lockdown, The Marmot Review 10 Years On – funded by the
Health Foundation – showed that life expectancy had gone into reverse for the most
socioeconomically deprived communities, revealing a growing gap in health between
wealthy and deprived areas.
This report explores how the same factors contributing to this widening of health
inequalities exposed the UK to a high death toll and reduced people’s ability to deal with
the subsequent economic shock. Drawing on an extensive body of evidence, this report
identifies what has driven such outcomes during the pandemic.

Scope and structure of this report
The factors shaping the UK’s overall experience of the pandemic are complex and
multifaceted, and the pandemic is still ongoing. The COVID-19 impact inquiry
provides an initial assessment of the effects of the pandemic using evidence available
up to May 2021.
The inquiry set out to answer two key questions:
•

How were people’s experiences of the pandemic influenced by their pre-existing
health and health inequalities?

•

What is the likely impact of actions taken in response to the pandemic on people’s
health and health inequalities – now and in the future?

The inquiry did not set out to formulate specific policy recommendations but does highlight
the need for action in two key areas to ensure the recovery creates a more resilient society that
improves the nation’s health: immediate action to address the harm caused by the pandemic
and prevent longer term scarring effects; building resilience for the longer term.
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The COVID-19 impact inquiry
The Health Foundation launched this inquiry in October 2020 to gather, analyse and
synthesise evidence and insight from an extensive range of sources, including:
•

submissions received from around 75 charities, patient representative groups and
community organisations, through an open call and an in-house evidence review
of an additional 600 papers

•

commissioned work to address gaps in the literature relating to the experience
of specific population groups

•

a literature review of existing qualitative evidence, to understand the public
experience of the pandemic

•

stakeholder meetings focused on disability and digital exclusion, as well as discussions
and analyses of the impacts of the pandemic across the four UK nations

•

in-house Health Foundation data analysis.

Other sources of data were excluded, such as studies with a low sample size or qualitative
data that could not be triangulated by other evidence. The literature review covers evidence
up to May 2021 and more detail of this review and the analysis is available in the separate
technical supplement.

Box 1: The Expert Advisory Panel
The inquiry has been guided and informed by an advisory panel with expert members
from across the areas of inequalities, economics and the wider determinants of health.
The members are:
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• Professor Sir Michael Marmot

• Professor James Banks

• Auriol Miller
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Summary
During the first wave, the UK had the
fourth highest rate of excess deaths out of
33 OECD countries behind Spain, Mexico
and the USA. Despite government measures
to supress the virus, the UK experienced higher
hospitalisations and excess deaths during its
second wave. It also had one of the highest excess
mortality rates among those younger than 65
in Europe.
The single biggest factor influencing
differences in COVID-19 mortality
between countries was the timing of
restrictions. The virus spread throughout
the UK before restrictions were applied due
to higher levels of travel within and to the UK.
Underlying population health also accounted
for some of the variation in excess mortality
between countries.
In the UK certain groups experienced
disproportionate levels of exposure and
deaths due to the virus. These included:
older people, people from ethnic minority
communities, disabled people and people
working in certain occupations, including
some keyworker roles.

Occupation, living conditions and the
ability to access financial support affected
risk of exposure to COVID-19. Low rates
and coverage of statutory sick pay, and difficulty
in accessing isolation payments reduced
people’s ability to self-isolate and increased
exposure. Being able to work from home
reduced the exposure risk.
Once exposed, people’s pre-existing
physical and mental health made them
more vulnerable to severe outcomes.
People with pre-existing conditions, such
as diabetes, obesity, cancer, respiratory disease
and underlying mental health conditions were
at increased risk of death from COVID-19.
In England, for people younger than 65,
the COVID-19 mortality rate for the
10% living in the most deprived areas is
almost four times that of those in the least
deprived areas. This partly reflects the poorer
health of people living in more deprived areas.
The vaccination programme has been
crucial in preventing many deaths and
hospitalisations. Despite this some groups
have lower access to and uptake of the vaccine.

96,763

58,824

First wave: 137,468
COVID-19-related
hospitalisations;
58,824 excess deaths

Second wave: 326,352
COVID-19-related
hospitalisations;
96,763 excess deaths

3.7x
2x

In England, age-standardised
COVID-19 mortality rates were
more than twice as high for people
from the most deprived 10% of
local areas compared with people
from the least deprived

By occupation, COVID-19 mortality
rates were highest for women working
in caring, leisure and other service
operations (93.2 per 100,000) and as
process, plant and machine operatives
(86.1 per 100,000) for infections
acquired before the first lockdown

In England, COVID-19 mortality rates
were almost four times as high for
those younger than 65 from the most
deprived 10% of local areas compared
with people from the least deprived

1

million

An estimated 1 million people in
the UK (that is 1 in 5 people who
tested positive for COVID-19)
reported experiencing long COVID
(by 6 March 2021)

By occupation, COVID-19 mortality
rates were highest for men working
in elementary (247.8 per 100,000)
and caring, leisure and other service
operations (234.9 per 100,000)
for infections acquired before the
first lockdown

The COVID-19 pandemic has had profound consequences for the health of people in the
UK. Most directly – and visibly – through the numbers of deaths attributed to COVID-19
and those who have experienced severe symptoms. As explored in this section, the UK’s
high COVID-19 death toll reflects a range of different factors. While some factors relate
to how the pandemic was managed – such as the timing of lockdown measures – others
reflect pre-existing aspects of the structure of UK society and the economy, such as the
wide disparity in COVID-19 mortality rates for those younger than 65.

COVID-19 outcomes in the UK
COVID-19 was first detected in the UK in January 2020 with the first known death
occurring at the beginning of March 2020. On 23 March, the UK government mandated
a nationwide lockdown requiring certain businesses to close and for people to only leave
their homes for essential purposes. By this time there were already 938 deaths2 recorded
and around 5,000 hospitalisations3 attributed to COVID-19. Most of these deaths had
occurred in England (876), with Wales (24), Scotland (29) and Northern Ireland (9)
recording fewer deaths.2

Box 2: COVID-19 waves and mortality
Where possible, this report uses the Office for National Statistics (ONS) definition
of first and second waves. The first wave refers to the period between 24 January and
11 September 2020. The second wave refers to the period from September 12 2020.4
Where our analysis diverges from this definition, this is clearly flagged.
A measure of excess mortality for COVID-19 deaths in the first wave is used – this is
the number of deaths in a given period over and above the number expected, such as the
average number recorded in the same week of the past 5 years.5 This was the international
gold standard used to measure mortality during the pandemic, and the measure we used
for international comparisons.
This is more reliable than measuring cases of COVID-19 because testing and the
reporting of deaths vary between countries. This also matters in comparing between
waves in the UK, given testing was less available during the first wave and conducted
mainly for hospitalisations, leaving high numbers of potential infections uncounted.
For the second wave, COVID-19 deaths are a more accurate measure of COVID-19-related
mortality in the UK. This is due to increased testing and because excess mortality was
reduced due to lower numbers of deaths than usual from flu during winter 2020–21.

The nationwide lockdown saved thousands of lives6 but by the end of the first wave
the UK had experienced 137,466 hospitalisations due to COVID-19 and 58,824 excess
deaths. With tight restrictions in place, the number of COVID-19 cases and deaths
began to fall from mid-April 2020.2 By the end of June, weekly deaths were back to
levels consistent with previous years.
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As restrictions eased in the summer, COVID-19 cases again began to rise, leading to a second
wave. Between 12 September 2020 and 30 April 2021, the UK experienced a further
96,763 COVID-19 deaths2 and 326,352 hospitalisations.3 The second wave was a more
prolonged outbreak.
Figure 1: Excess deaths and deaths involving COVID-19 by week
registered, per 100,000 people, UK, January 2020 to June 2021
Excess deaths
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Source: Health Foundation analysis of ONS, Weekly provisional figures on deaths registered in England and Wales;
National Records of Scotland, Deaths involving coronavirus (COVID-19) in Scotland, Weekly data on Births and Deaths
in Scotland; NISRA, Weekly deaths bulletin; Mid-year population estimates via NOMIS.

Experiences of COVID-19 have varied across the UK, from one nation to the next and
between different regions within nations. England had the highest excess deaths during the
first wave. In the second wave, the rates were more similar across the four nations except for
Northern Ireland, which had a slightly lower level of excess deaths.
At first, each UK nation imposed the same rules. But over time these varied – in timing and
stringency – as measures were eased at the start of June 2020. However, by the end of June,
Leicester was back in lockdown and by August other parts of the country had returned to
stricter measures. Between the end of the first lockdown (July 2020) and the beginning
of the second lockdown (November 2020), some regions and countries in the UK had
considerably higher levels of excess mortality. Northern Ireland had 36 excess deaths per
100,000, and the north east and north west of England had 19 per 100,000. London had
fewer excess deaths than average, and the south west had 1.6 per 100,000, highlighting
the regional variation in outbreaks during this period.
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Figure 2: Excess deaths as a share of expected deaths by week registered,
for regions and countries of the UK, January 2020 to June 2021
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In the north of England as well as the East Midlands,
deaths began to increase from October 2020
compared with November/December in London
and parts of the south of England. These regional
variations and tiered restrictions continued
until a new national lockdown was imposed
in January 2021.
Long COVID
The effect of COVID-19 on people’s health should
not only be perceived in terms of hospitalisations
and deaths. By May 2021, initial data showed that
an estimated 1 million people self-reported being
affected by ‘long COVID’ – ongoing symptoms
persisting for more than 4 weeks after infection.
Of these, 65% reported that persisting symptoms
affected their ability to carry out day-to-day activities,
including almost 20% who reported these activities
had been limited a lot. People with a pre-existing,
activity-limiting health condition, women, workers
in the health and care sectors and those from more
deprived backgrounds have reported higher
incidences of long COVID.7

“Across the
33 countries in
the OECD with
comparable
data, the UK
had the fourth
highest excess
mortality rate
during this
period behind
Spain, Mexico
and the USA.”

Comparing UK COVID-19 outcomes internationally
Outcomes from COVID-19 during 2020 – measured by excess deaths – were significantly
worse in the UK than in most other comparable OECD countries. Across the 33 countries
in the OECD with comparable data, the UK had the fourth highest excess mortality
rate during this period behind Spain, Mexico and the USA. In spring 2020, the UK had
a higher peak in the rate of excess deaths than neighbouring or similar countries other
than Spain (Figure 3).
In the autumn, excess deaths began to rise and then fall again following short-term
restrictions in November, but then rose rapidly through December and January 2021.
The 82,305 COVID-19 deaths between 28 November 2020 and 30 April 2021 can
be attributed partly to the rapid spread of the alpha variant8 and a failure to introduce
lockdown measures sooner. Few other countries experienced the level of excess
deaths that the UK saw at the peak of its second wave.
Restrictions began to be eased again on 12 April 2021. Deaths have remained low in
the UK following tight restrictions and the introduction of the vaccination programme.
But the threat of emerging variants that may be more transmissible or resistant
to existing vaccines remains.
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Explaining the differences in COVID-19 outcomes internationally
The single biggest factor in the extent to which COVID-19 spread in the UK compared
with other countries is the timing of lockdowns and stringency of restrictions. Higher
levels of regional and international travel, increasing burden of disease and worsening
social conditions also played a role. Once the virus had spread the extent to which
different groups were affected within the UK reflected variations in underlying health
and socioeconomic factors that increased risk of exposure and worse outcomes.
Figure 3: Cumulative excess mortality for select countries, January 2020
to May 2021
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Source: Health Foundation analysis of Our World in Data excess mortality data, population data via OECD Stat for 2018.

Timing of lockdowns and travel
Differences in policy interventions were more important than socioeconomic variations9
in explaining the varying death rates among OECD countries. One study points to timing
of lockdowns10 accounting for around 40% of the international variation in deaths –
highlighting the importance of policy responses in suppressing the spread of the virus.
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The extensive spread of the virus observed in the UK reflects three factors:
•

COVID-19 entered the country in a number of regions over a similar period
of time11

•

the UK is more densely populated than many developed countries12, 13

•

the relatively high level of travel between different UK regions, for instance there
were more than 1.7 billion domestic trips in 2019 (versus 260 million in France).14

The virus arrived and spread in different places in the UK, leading to excess deaths across
all regions. In other countries, the spread of the virus and deaths tended to be isolated
to specific regions. For example, in Italy only three northern regions experienced high
excess mortality outside of the main cities.15
An ageing population and poorer underlying health
The total number of excess deaths during the first wave was highest for older age groups,
with 41% of all deaths among those aged 85 and older.16 Once the virus had spread,
the age and health of the UK population (including underlying health conditions and
comorbidities) played a role in the severity of outcomes.
The UK has an ageing population, so could expect more deaths than countries with
a younger age profile. But deaths among older age groups were far higher in the UK than
other countries even though its proportion of people aged 80 and older is below average
for a developed country.17 As healthy life expectancy improvements have not kept pace
with life expectancy in the UK, people are living more years in poor health – particularly
in older age.18 This could have led to greater vulnerability to COVID-19.
While there appears to be little relationship between pre-existing levels of life expectancy
or healthy life expectancy and excess deaths from COVID-19 across different countries,
Figure 4 shows that greater improvement in healthy life expectancy over the past decade
is associated with lower COVID-19 mortality. Countries with the greatest improvements
in healthy life expectancy in the previous two decades, such as Latvia and Slovenia,
experienced lower excess mortality during the pandemic. A similar pattern holds for
life expectancy improvements.
Improvements in healthy life expectancy are a meaningful measure of broader and historical
social conditions because factors such as adequate income, good-quality jobs and housing
are necessary ingredients for good health. The decline in improvement in healthy life
expectancy partly reflects the erosion of these social conditions in the UK in the decade
preceding the pandemic – affecting certain groups to a greater extent.19 This reduced the
population’s opportunities for good health and is highly likely to have weakened resilience
to COVID-19.
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Figure 4: Change in healthy life expectancy at birth, 2010–2019 compared
with excess mortality as a share of expected deaths during 2020, for people
aged younger than 65, selected OECD countries
R²=0.2355
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Increasing burden of disease in the UK
Research within the UK20, 21 and internationally22,23 shows that certain underlying health
conditions increase risk of more severe outcomes from COVID-19. For example, UK adults
with diabetes were 1.31–1.95 times more likely (depending on blood sugar levels) to die
than those without diabetes, after adjusting for age, sex and other health conditions.21
Similarly, those with dementia, obesity, cancer, respiratory disease, reduced kidney function
or COPD had an increased risk of mortality.20, 21 In the years leading to the pandemic,
the UK experienced declines in health – particularly in the conditions associated with
poor COVID-19 outcomes. In 2016, 27.8% of adults in the UK were obese, the highest
in Europe.24 Prevalence data from the Global Burden of Disease study also show that the
UK has higher age-standardised prevalence of asthma, COPD, chronic respiratory conditions
and diabetes. It is lower for stroke, cardiovascular disease and chronic kidney conditions.
In the decade to 2019, diabetes prevalence increased faster in the UK than in the EU.
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Table 1: Age-standardised prevalence of certain health conditions
associated with COVID-19 outcomes, UK and EU, 2019 and change
since 2009
UK
EU
age-standardised age-standardised
prevalence 2019 prevalence 2019

Difference

Change in the
UK since 2009

Change in the
EU since 2009

Cancer

2.2%

2.1%

0.1%

0.1%

0.0%

Diabetes

9.4%

6.5%

2.9%

1.9%

0.9%

Chronic kidney
disease

5.7%

6.6%

-0.9%

0.0%

0.1%

Chronic obstructive
pulmonary disease

4.3%

3.2%

1.1%

-0.1%

-0.1%

Chronic respiratory
conditions

13.3%

8.8%

4.5%

-1.1%

-0.5%

6.1%

6.6%

-0.5%

0.1%

-0.1%

Asthma

10.1%

6.1%

4.0%

-1.2%

-0.5%

Stroke

0.7%

0.9%

-0.1%

-0.1%

-0.1%

Cardiovascular
disease

Source: Institute for Health Metrics and Evaluation, Global Burden of Disease Study, 2019 via GBD Results Tool.

People with underlying mental health conditions have also had worse COVID-19
outcomes. Evidence from the UK Biobank study between 31 January and 26 July 2020
found that after adjusting for age, sex, ethnicity, deprivation, BMI, smoking status and
certain comorbidities, people with existing psychiatric disorders were 2.0 times more
likely to die from COVID-19 than those without.25 The risk ranged from 1.2 for substance
misuse to 3.5 for psychotic disorders. People with more than one psychiatric diagnosis
had an even higher risk of dying from COVID-19.25
A range of factors contribute to worse COVID-19 outcomes among those with mental
health conditions:
•

higher prevalence of other underlying health conditions, such as diabetes26

•

greater likelihood of living in poor living environments27

•

difficulties appraising health information27

•

difficulties physically distancing or complying with social distancing restrictions27

•

stigma resulting in barriers to accessing health care28

•

differences in immune responses.25
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A working age population at greater risk
Compared with other European countries, excess mortality among people younger than
65 in the UK was second only to Bulgaria. Figure 5 illustrates the differences between
some of these countries.29 More detailed analysis using data for within the UK shows the
rate of excess deaths for 55–64 year olds (45–64 year olds in Scotland) was higher than for
65–75 year olds. As will be discussed further, higher COVID-19 mortality in this younger
age group was determined by poorer pre-existing health due to socioeconomic deprivation,
as well as increased risk of exposure.
Figure 5: Excess mortality by age, selected European countries, 2020
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rates 2020 compared with 2015–19
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What made people more vulnerable to COVID-19
in the UK?
Underlying health and comorbidities are important factors in shaping outcomes from
COVID-19, but they do not provide a complete picture of why the UK fared as it did.
Other factors, such as someone’s sex, the type of work they do, where they live and their
housing situation, also shaped people’s exposure and vulnerability to COVID-19.
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Sex
In England and Wales 54% of COVID-19 deaths
were among men.30 In Scotland and Northern
Ireland deaths were evenly distributed among
men and women.31, 32 However a comparison
of age-standardised rates of excess deaths shows
that across 29 high income countries men were
at greater risk of mortality. In England and Wales
excess mortality rates were 1.5 times higher for
men, 1.9 times higher in Scotland and 1.2 times
higher for Northern Ireland.33

“Across 29
high income
countries
men were
at greater risk
of mortality.”

Overall differences in mortality reflect that men are at a higher risk of more severe
symptoms and worse outcomes. Men have higher prevalence of certain comorbidities
(such as cardiovascular disease34 and diabetes35). And there are hormonal differences
too, with research showing that oestrogen can enhance the immune system while
testosterone can suppress it.36
Occupational risk factors
Occupation type
Among people aged 20–64, mortality differed among those working in different
occupations. By the end of December 2020, the highest relative risk of mortality was
for men and women working in elementary occupations, process, plant and machine
operatives and in caring, leisure and other service occupations. The pattern of these
COVID-19 mortality rates by occupation largely follows the pattern of all-cause mortality.37
This suggests that people in these occupations had poorer pre-existing health.
Figure 6 shows how risk of occupational exposure affected mortality. It compares first
wave mortality rates before and after the first lockdown by occupation. Mortality rates
proportionally reduced the most for people more likely to be able to work from home,
or for those who tended to work in sectors that shut down.
People working in social care had a significantly higher rate of death compared with
those working in health care by December 2020.38 For men, the death rate in health
care was 44.9 per 100,000 people, rising to 79.1 per 100,000 for nurses, compared
with 109.9 per 100,000 in social care. For women, the death rate for health care was
17.3 per 100,000, rising to 24.5 for nurses, and compared with 47.1 in social care.37
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Figure 6: Age standardised mortality rates for deaths related to COVID-19
among 20–64 year olds by occupation and sex, England and Wales,
March to June 2020
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Source: ONS, Coronavirus (COVID-19) related deaths by occupation, before and during lockdown, England and Wales:
deaths registered between 9 March and 30 June 2020.

A study from Scotland using national data on health care workers for the period 1 March
to 6 June 2020 found that patient-facing workers were 3.3 times more likely to be admitted
to hospital for COVID-19 than non-patient-facing workers, after adjusting for age, sex,
ethnicity, deprivation and comorbidity. Household members of patient-facing workers
were also 1.79 more likely to be admitted.39
Figure 7 highlights the relationship between the ability to work from home and
COVID-19 mortality for those younger than 65 across local areas in England during the
second wave. Areas with low rates of homeworking and high mortality rates are shown
in dark red; areas with high rates of homeworking and low mortality rates are shown
in dark blue. The pattern suggests that those able to work from home were able to limit
their exposure to the virus and subsequently their risk of mortality. Some areas, however,
had high rates of homeworking and COVID-19 mortality among those younger than 65.
In London and the south east in particular this partly reflects exposure to the alpha variant
in late 2020. More rural areas and the south west tended to have low rates of both.
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Figure 7: Mortality rates for deaths due to COVID-19 among those younger
than 65 with share of workers that work from home, England and Wales,
September 2020 to May 2021
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Source: ONS, ad hoc requested data on COVID-19 mortality by lower tier local authority and MSOA by age;
Homeworking in the UK, work from home status.

Access to financial support
The UK government and devolved governments launched several schemes to support
individuals and businesses through periods of economic closure and reduced activity.
This included the Coronavirus Job Retention Scheme. By May 2021, over 11 million jobs
had been furloughed, with people receiving financial support to replace their earnings
while not being able to work.40
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For people going out to work, inadequate levels of sick pay led to people continuing
to work even if unwell or exposed to COVID-19. UK statutory sick pay covers only
a quarter of the average worker’s earnings and 2 million of the lowest paid workers are
ineligible.41 Additional self-isolation payments of £500 were introduced but access to
the scheme was limited – between September/November 2020 and 15 January 2021,
only one-third of people applying for isolation payments were successful.42
Financial incentives to keep working are also strong, with UK unemployment benefits
replacing only 12% of average wages, compared with the 50–60% replacement offered
by most other western European countries.43 Existing UK social security design is geared
towards incentivising work rather than allowing a minimum standard of living for those
out of work.
The CORSAIR study, which surveyed 53,880 people aged 16 and older between
2 March 2020 and 27 January 2021, found that adherence to self-isolation was low (20.2%).
‘Going to work’ was reported as one of the most common reasons for not self-isolating.44
Access to PPE
Within organisational settings, containment measures such as social distancing and access
to PPE played a role in reducing deaths among key workers. For example, in the first wave
there were higher deaths among social care workers compared with health care workers.38
Social care workers also had lower access to PPE.
In November 2020 the National Audit Office found that of the total PPE items distributed,
only 14% were given to social care providers – equal to 10% of the estimated need –
compared with NHS trusts, which received 81% of the PPE distributed – equal to 80%
of the estimated need.45 The fragmentation of the social care sector further exacerbated
poor coordination and lack of access to PPE for staff especially during the first wave.46
Deprivation
Before the pandemic, women living in England’s most socioeconomically deprived 10%
of local areas were already expected to live 19 fewer years in good health than those in
the least deprived 10%.47 COVID-19 mortality also follows a similar pattern in deaths
by deprivation seen before the pandemic.
For people younger than 65, the COVID-19 mortality rate for the 10% living in the
most deprived areas is almost four times (3.7) that of those in the least deprived areas
(Figure 8). This partly reflects the poorer health of people living in more deprived areas.
50–69 year olds living in the 10% most deprived areas are more than twice as likely to have
two or more long-term conditions, with a similar risk differential for diabetes and chronic
lung conditions.48 Differences in occupation (for those in work) and housing conditions
also increased risk of exposure to the virus in areas with greater deprivation.
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Figure 8: Age-standardised mortality rates for deaths due to COVID-19,
deprivation decile relative to the least deprived decile by age, England,
March 2020 to May 2021
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Housing
Going into the pandemic, one in three households in England (32% or 7.6 million
households) had at least one major housing problem relating to overcrowding, affordability
or poor-quality housing.49 These factors increase exposure to poor living conditions, reduce
financial resilience, and exacerbated susceptibility to COVID-19 through overcrowding.
In 2019/20, the rate of overcrowding in the private and social rented sectors in England
was at its highest recorded, with 9% of social renters and 7% of private renters living
in overcrowded accommodation.50
Household size increases the risk of COVID-19 infection and mortality, with one study
finding that household size increased the odds of a positive test by 9%.51 Another study
found that households with nine or more residents had more than five times the risk
of deaths compared with single-occupant households.52
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Multigenerational households are also associated with higher rates of COVID-19 infection
and mortality. For example, for women aged 65 and older, the risk of mortality if living
in a multigenerational household with children was 1.2 times that of people living with
another adult.53 Research also shows that the proportion of people aged 70 and older
living with people of working age within a local authority explains some of the variation
in COVID-19 cases across England – suggesting the risk of exposure was greater and that
those of working age may not have had the space to self-isolate in their own homes.54

The COVID-19 vaccination programme
The NHS vaccination programme has been a crucial intervention in suppressing
COVID-19’s spread, saving lives and marking the beginnings of recovery in the UK.
The initial rollout prioritised reducing mortality. As age is a key predictor of COVID-19
mortality, the focus was on making sure the oldest people were vaccinated first along with
health and social care staff and those with underlying health conditions. By 30 April 2021,
almost 35 million people in the UK had received their first dose and almost 15 million had
received both doses.55
Analysis by Public Health England found that the vaccination programme had prevented
33,000 hospitalisations among people aged 65 and older, and 11,700 deaths among people
aged 60 and older in England to the end of April 2021.56
Nevertheless, there are emerging inequalities in access to and uptake of the vaccine.
Figure 9 shows that by 12 April 2021, fewer people in socioeconomically deprived areas,
people from ethnic minority groups, or those for whom English is not their main language
have been vaccinated – despite the pandemic disproportionately affecting these groups. Only
88% of people aged 50 and older in the poorest areas had received a first dose, compared with
95% in the least deprived. Innovative approaches are being applied by local councils to close
this gap, including providing information and training to community and faith leaders,
interactive webinars and follow-up phone calls with people not taking up vaccinations.57
Ensuring a fair recovery across all areas and groups will require concerted local and national
efforts to mitigate these differences in vaccine access and uptake.

28

Unequal pandemic, fairer recovery: The COVID-19 impact inquiry report

Figure 9: COVID-19 vaccination rates among people age 50 and older
by socio-demographic group, England and Wales, 12 April 2021
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Summary
Health care services for non-COVID-19
conditions were reprioritised to manage
increased demand from COVID-19.
Childhood vaccinations and access to
prescription medication were maintained,
but reduced treatment of existing conditions
has resulted in a backlog of unmet care need.
People living with long-term conditions,
disabled people and those shielding experienced
reduced access to health services.
Access to social care services has declined
despite an increasing need during the
pandemic. This will have longer term effects
on the health and wellbeing of those in need
of services.
Mental health impacts from the pandemic
are not uniform but worsened for many.
One-fifth of the population had experienced
a sustained increase in poor mental health
by September 2020. Rates of anxiety and
depression were particularly high during
periods when the tightest social distancing
restrictions were in place. Those facing
financial hardship fared worse than others.

Domestic abuse and child protection
risk increased during the first lockdown.
Reported incidents of domestic abuse increased
during the first wave of the pandemic. With
children out of school, child safeguarding
referrals reduced suggesting children were
left exposed to harm.
Health risk behaviours, such as smoking
and drinking alcohol, decreased during
the first lockdown. However, this reduction
masks an increase in these behaviours among
heavy smokers and drinkers.

The measures brought in to suppress the spread of the virus have had wider implications
for the health and wellbeing of people in the UK. These are less well understood and are
likely to have longer term implications for the population’s health. They arise from the
following main causes:
•

reduced access to routine care services

•

the consequences of lockdown on people’s mental health

•

the consequences of lockdown on vulnerable groups

•

changes in people’s health risk behaviours.

Access to health care services for non-COVID-19 conditions
Health services were reprioritised to manage the increased demand from COVID-19-related
illness and to allow for new social distancing restrictions, which meant fewer patients could
be treated. While this was a necessary precaution, in most sectors this has led to reduced
treatment of existing conditions and a backlog of unmet care need.
Primary care
Despite the restrictions, in April 2020, 98% of people with a long-term condition
who needed prescription medications were still able to obtain them. 73% who needed
treatment via a GP still received the services they needed and 65% were able to see
a pharmacist.58 Childhood immunisations appear to have held at pre-pandemic levels in
England.59,60 Health Foundation analysis shows that all regions across England saw a 30%
drop in GP consultations per patient between March and May 2020.61 This was despite the
efforts to enable online and telephone consultations. An unintended consequence of this
service shift has meant that access has been more challenging for those digitally excluded
or people more reliant on face-to-face services.62, 63 The greatest reduction in consultations
has been for patients without a pre-existing condition, as shown in Figure 10 (15% versus
6% for those with one pre-existing condition and 2% for those with two or more
pre-existing conditions).64
It is not known what proportion of the missing consultations is a direct result of
a reduction in need because of the pandemic; for example, fewer treatments following
car accidents or a reduction in the prevalence of non-COVID-19 communicable disease
(especially among younger patients). The size of the reduction in consultations, however,
suggests that there will be a high number of people with undiagnosed conditions coming
into contact with the health system at a more advanced stage of their condition.
The relative reduction in consultations has been similar across ethnic groups, apart from
those from a Chinese ethnic background64 who saw larger reductions and previously had
a below average consultation rate.
By October 2020, primary care consultations had recovered to pre-pandemic levels61
and remained so until the end of January 2021.64
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Figure 10: Percentage change in consultation rate in 2020 compared
with 2019, by number of pre-existing conditions and age, England, 2020
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Referrals
At the beginning of the pandemic there was a substantial drop in 2-week wait for suspected
cancer and urgent referrals. By autumn 2020, the rates of 2-week wait referrals and urgent
referrals were broadly the same as in previous years. However, 2-week wait referrals did not
increase enough to account for the substantial reduction during the first lockdown. Around
250,000 estimated 2-week wait referrals were ‘missing’ by the end of January 2021.64
Routine referrals dropped by 74% during the first lockdown.65 This had not recovered by end
of January 2021.64
A&E visits
A&E visits began to fall 2 weeks before lockdown in March 2020 in England, falling to
48% compared with the same week in 2019 by the end of March.66 This recovered slightly
to reach 64% of 2019 levels by mid-May.66 The fall in visits was greater for injury (54%)
than for illness (32%).66 This is likely due to a combination of changes in NHS operations,
in patient behaviour and in prevalence of conditions.66
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Those from the most deprived areas had 23.3%
fewer emergency admissions in March to December
2020, compared with a 20.2% reduction for those
in the least deprived areas.67 The IFS reported that
the absolute gap in activity between local areas
is substantially larger, since more deprived areas
generally have more emergency admissions.67
Elective care
During 2020, treatment activity fell in some
specialties more than others. The largest impact was
in trauma and orthopaedics, oral surgery and ear,
nose and throat (ENT), with respective falls of 38%,
37% and 37% compared with 2019.68 In England,
there were regional differences, with the largest fall
in the north west (31%) and the smallest reduction
in the south west (24%).68 The fall was greater in the
most deprived areas (9,162 per 100,000 compared
with 6,765 per 100,000 in the least deprived areas).68

“Only 27%
of people with
long-term
health
conditions
who needed
NHS treatment
in April 2020
received it,
because of NHS
cancellations.”

Survey data show that only 27% of people with long-term health conditions (such
as cancer or cardiovascular disease) who needed NHS treatment in April 2020 received
because of NHS cancellations.58 For other health conditions during this period, the NHS
cancelled such treatment for more than two-thirds of people and around 5% of people
cancelled treatment themselves.58
There was a 29% decline in the number of patients referred to consultant-led elective
care. In other words, there were 6 million ‘missing patients’ who did not seek treatment
in 2020.68 If 75% of these ‘missing patients’ are referred for treatment as social distancing
measures ease further, the waiting list for elective treatment could increase to 9.7 million
by March 2024.68 By August 2020, almost three times more people had waited for more
than 18 weeks as compared with August 2019.69
Cancer
The number of patients seen for suspected cancer by a specialist dropped by 60% in April
2020 compared with 2019.61 Similarly, 37% fewer patients started treatment for cancer
in May 2020.61 These numbers improved over the summer, narrowing to 8% and 10%
respectively by October 2020.61
Endoscopy activity from 23 March to 31 May 2020 was 12% of that between 6 January and
15 March 2020, which resulted in only 58% of the expected cancer cases being detected.70
From April to October 2020, over 3,500 fewer people had been diagnosed and treated
for colorectal cancer in England than would have been expected. Survival from colorectal
cancer is closely linked to the stage of disease, with over 90% of those diagnosed at
stage I surviving 5 years compared with only 10% at stage IV.71
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Self-management of existing conditions
The fall in NHS treatments has adversely affected the health and wellbeing of people with
existing conditions, as restrictions made their conditions harder to manage. For example:
•

Diabetes (affected 3.9 million people in UK in 2019)72 – some adults with
diabetes reported that their confidence to self-manage their condition fell during
the summer (between 24 April and 31 August 2020), particularly their mental
wellbeing (37%), as well as their physical activity (32%), eating patterns (29.6%)
and ability to maintain a healthy weight (27.1%).73

•

Eating disorders (affected 700,000 people in UK in 2019, 90% of whom
are women)74 – between June and July 2020, 83.1% of adults with an eating
disorder reported a worsening of symptoms.75

•

Epilepsy (affected 600,000 people in the UK in 2010)76 – in June 2020,
one in three young people with epilepsy reported that their seizures had increased
during the pandemic and the majority reported that their sleep, mood and levels
of physical activity had deteriorated.77

Shielding population
Due to particularly high case numbers, the UK government advised 2.2 million of the
most clinically vulnerable people to shield. Early data from NHS Digital shows that by
mid-April, the drop in emergency admissions for shielding patients in England was greater
than that for the general population (46% versus 33%).78 By July 2020, more than one
in three of the shielding population had reduced access to care.79 Outpatient attendance
for this group had fallen by 43% and elective admissions by 51%.80
Perinatal and antenatal care
Women saw disruptions to perinatal and antenatal care. Scans became less frequent at
the beginning of the pandemic and women reported difficulties discussing sensitive issues
virtually and fears of further burdening the health system.81 Initial restrictions meant many
women gave birth without a birthing partner and even once this changed there were still
limitations on how long they could stay to support mothers.82 In Northern Ireland travel
restrictions meant that women could not travel to England to access abortions.83
Access to social care services
The pandemic has had a profound impact on social care services in England. Against
a backdrop of pre-existing problems, such as chronic underfunding, workforce issues
and system fragmentation, COVID-19 has made some of these challenges worse.
Analysis by the Health Foundation has found that despite an increase in care needs during
the pandemic, fewer people have accessed local authority-funded long-term care than
before the pandemic. In September 2020, 800 fewer younger adults and 12,150 fewer
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older people were supported in residential and nursing care than in March, a decrease
of 2.6% and 10.5% respectively.84 This unmet need for care is occurring at the same time
as an increase in unpaid care.
The COVID-19 impacts on care home residents and staff in terms of mortality, infection
risk and access to PPE are covered in Section 5.
Mental health impacts of the pandemic
The mental health impacts of the pandemic have been mixed. For many, initial declines
in mental health during periods of lockdown subsequently improved. A significant cohort
have experienced a reduction in mental health, posing a potential longer term risk to the
nation’s health.
Analysis from the ONS showed that around 21% of adults experienced some form of
depression in early 2021 (27 January to 7 March), more than double that observed before
the COVID-19 pandemic (10%).85 By March 2021, anxiety and depression had returned
to levels seen during the lockdown easing in summer 2020.86
However, one-fifth of the population experienced a sustained period of poor mental
health relative to their previous levels by September 2020.87 By January 2021 around
a quarter of working age people had experienced a new mental health problem during
the pandemic.88 Diagnoses of self-harm, depression and anxiety and first anti-depressant
prescribing decreased substantially in April across England, Wales, Scotland and Northern
Ireland. In England, the rates returned to expected levels in September but remained
about a third lower than expected in the other nations.89 The evidence suggests that access
to mental health care declined with implications for individuals, health care services and
for society as a whole.
Who has been disproportionately affected by worsening mental health?
Analysis of two longitudinal studies (the Avon Longitudinal Study of Parents and Children90
and the Generation Scotland: Scottish Family Health Study91) found that in April–May 2020
those with financial problems, lower educational attainment, lower incomes or living
in a more deprived area had disproportionately high rates of anxiety and depression.92
The ONS also found that during 27 January–7 March 2021 a higher proportion of adults
renting their home experienced some form of depression (31%) compared with adults who
own their home outright (13%).85 Almost 3 in 10 (28%) adults living in the most deprived
areas of England experienced depressive symptoms, compared with just under 2 in 10
(17%) living in the least deprived.85
The pandemic is compounding mental health and economic hardship. Those experiencing
income loss, loss of pay or with minimal safety net have been more likely to report poorer
mental health.93 In January 2021, 43% of unemployed people had poor mental health.
This was greater than for people in employment (27%) and for people on furlough (34%).
This suggests that furloughing has provided some protection for people’s mental health.93
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Self-reported declines in mental wellbeing were
twice as high for women as men.94 This is likely
due to differences in caring responsibilities,
social engagement and health behaviours.
Women were more likely to spend longer
doing housework and home schooling, alongside
facing fears of redundancy and greater feelings
of loneliness.95, 96 When home schooling returned
in January 2021 there was a significant increase in
psychological distress among mothers, higher than
in earlier waves, and compared with younger people
during this period.93
Young people and disabled people experienced worse
mental health outcomes compared with the general
population. The outcomes for these groups are
explored further in Section 5.

“Young people
and disabled
people
experienced
worse mental
health
outcomes
compared with
the general
population.”

Domestic abuse and child protection
For some people, having to stay at home increased the risk of experiencing domestic
violence and abuse.
Analysis of domestic abuse cases held by the Metropolitan Police between 23 March 2020
and 14 June 2020 shows that abuse by current partners and family members had increased
by 8.5% and 16.4% respectively, while abuse by ex-partners had declined by 9.4%.97
Survivors reported escalating abuse during the first lockdown. Almost two-thirds (61.3%)
of respondents to one survey said the abuse they were experiencing had worsened during
lockdown; 54.8% said they had felt more afraid since the start of lockdown and 71.7%
reported that their abuser had more control over their life.98
Calls for help have remained high during both waves. Refuge reported an average 60%
increase in monthly calls to their helpline between April 2020 and February 2021
compared with the start of 2020. 72% of these calls were from women directly
experiencing domestic abuse.99
Similarly, orders to stay at home have increased the risk to children experiencing
violence and abuse at home. The NSPCC recorded a 53% increase in monthly average
calls to their helpline between April and December 2020. The number of calls peaked
in November 2020.100
Research also suggests that school closures have resulted in fewer safeguarding referrals,
indicating that children and young people had reduced opportunities to ask for help and
no safe places where they could disclose. One study found a 37% decrease in referrals for
child protection medical examinations between February and June 2020 compared with
the same period in 2019.101
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Health risk behaviours
On average, health risk behaviours such as smoking and drinking alcohol decreased during
the first lockdown. The percentage of adults smoking reduced from 14% pre-pandemic
(in 2018/19) to 11% in April 2020. This reduction persisted and was still 11% in
January 2021.102
The same was true for drinking, with a slight decrease in the average number of units
consumed per week – from 14.9 to 13.4 between March and June 2020.103
However, this average reduction in smoking and alcohol consumption masks an increase
in these behaviours among heavy smokers and drinkers. Lighter smokers were more likely
to quit during the first wave, but in people who smoked more than 20 cigarettes a day there
was no change.94
By September 2020, 8.5 million people’s drinking levels were considered high risk,
compared with 4.8 million in February 2020.104 There was also a 20% increase in
alcohol-specific deaths in 2020 compared with 2019, the increase occurring between
April and December, with deaths 28% higher in the fourth quarter of 2020 compared
with a year earlier.105
Analysis by Sport England, for ages 16 and older, found that physical activity levels
declined during the early stages of the pandemic where there were just over 3 million fewer
active adults (doing 150+ minutes a week of physical activity). As restrictions eased these
declines in physical activity improved but did not recover to pre-pandemic levels.106
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Changes in
the wider
determinants
of health

4

Summary
Relationships between friends, families
and communities changed with stay
at home restrictions in place. Many people
reported feeling closer to family and their local
community, but less connected to friends
and other relatives. Loneliness increased
over the pandemic. Those living alone, those
with poorer underlying health or in rented
accommodation were more likely to report
higher levels of loneliness.
The closure of schools and reduced
access to early years settings led to lost
learning and development. Children from
more disadvantaged backgrounds experienced
higher levels of learning loss than their peers.
A lack of social participation affected young
people’s mental health and wellbeing.

The UK government launched
unprecedented support to mitigate impacts
on income and employment, including the
Coronavirus Job Retention Scheme and the
£20 uplift to Universal Credit. Despite these
measures, people in shutdown sectors, those
from deprived backgrounds, young people and
the self-employed remained among those worst
affected by the economic shock.
Challenges in housing security
and homelessness were initially met
with positive government measures.
This included the introduction of mortgage
holidays, the halting of evictions and schemes
to house homeless people. Yet many families
still struggled with housing payments, with
an extra 450,000 families in rental arrears by
January 2021 and 400,000 at risk of eviction
in May 2021.

The greatest influences on health are the factors
that shape the conditions in which we are born,
grow, live, work and age.107 Quality of work, housing,
education, communities and family all impact on
people’s health. The pandemic and the measures
taken in response have had direct effects on these
wider determinants of health.
Despite concerted and unprecedented measures
to protect lives and livelihoods, there are short
and long-term implications for the health of the
population due to the effect of restrictions on
families, communities, the economy, education
and housing.

“47% of people
reported feeling
more connected
to family and
45% more
connected
to neighbours
[during the
first wave].”

Friends, family and community
Positive relationships and feelings of connectedness contribute to good health and wellbeing.
This was inevitably affected by the pandemic, with the scale of the response leading to radical
changes in our day-to-day lives. Restrictions during the first wave limited people’s
social contact with others outside of their own households and 51% felt less connected
to friends and colleagues.108 In contrast, 47% reported feeling more connected to family
and 45% more connected to neighbours.108
Loneliness increased in Great Britain between spring 2020 and February 2021.109
Data from the ONS show that working-age adults living alone were more likely to report
loneliness. Those in ‘bad’ or ‘very bad’ health, those in rented accommodation, or who
were either single, divorced or separated also reported higher levels of loneliness.110
During the first wave, many local communities came together to support each other.
By May 2020, there were 2,000 new local support groups on the Mutual Aid website and
more than 5,000 neighbourhood-based Mutual Aid groups established to provide support
for residents of local communities.111, 112 More than 750,000 NHS volunteers signed up to
help support vulnerable people.113
This increase in community spirit was not experienced universally. People with lower
levels of education and members of certain ethnic minority communities experienced
a greater decline in perceptions of neighbourhood cohesion than their less disadvantaged
counterparts.114 For some vulnerable groups, including people living in poverty or with
pre-existing mental and physical health conditions, social support was persistently
lower – by about 10–15% – than for those from wealthier backgrounds, or without
physical or mental health conditions.115
For the majority, feelings of neighbourhood cohesion were mirrored at the beginning
of the pandemic by an increased sense of national unity. However, this does not seem to
have been sustained.116 In April 2020, 57% of people thought that Britain would be more
united than before once recovered from the pandemic,117 but by June 2020 this figure had
fallen to 28%.118
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Unpaid carers
Greater responsibility for unpaid care has previously been linked to poorer mental health
and greater risk of some physical health conditions.119, 120, 121, 122
The number of people caring for older, disabled or seriously ill relatives and friends
almost doubled during the pandemic from 17% of the population in 2018–20 to 32%
in January 2021.123 By October 2020, unpaid carers were reporting increases in caring
activity but reduced access to support. Many reported lower wellbeing, financial difficulties
such as greater reliance on foodbanks, and lack of respite opportunities.124, 125, 126, 127, 128
Carers are more likely to have poor health with over 60% of people providing over 20 hours
of care a week having two or more long-term conditions. During the pandemic, over 20%
have been waiting for NHS treatment.123

Early years
Early years services have profound and lifelong effects on many aspects of health and
wellbeing because they support social and emotional development and contribute to
school readiness. Early years settings are particularly important for more disadvantaged
children, helping to prevent gaps opening up in development levels at this early stage.129
Before the pandemic, 68% of parents with children aged 2–4 years reported accessing
formal early education or childcare. During the first lockdown this dropped to just 7%130
and by June 2020 the figure was still below 20%.130
During the second wave, families were accessing early years settings more often but not
at pre-pandemic levels. In February 2021, early years providers in England and Wales
reported that attendance was still 28% lower than in the previous year.131 In England almost
half reported lower take up of government-funded childcare entitlements.131
Ofsted found that over half of early years providers felt that children’s personal, social and
emotional development had fallen behind during the first lockdown.132 Almost half (45%)
of parents reported a negative impact on their child’s social and emotional development,
and 20% felt their child’s language and physical development was negatively affected.130

Education
Government restrictions and lockdowns led to school closures, with most children and
young people spending almost 60% less time in school by Easter 2021, with corresponding
impacts on participation in learning and increased learning loss.133, 134
There was some recovery in the autumn term when schools reopened and increased
online provision in January 2021. But by the end of the 2020/21 spring term, primary
school children had lost between 2 and 2.3 months of reading progress and between 3.1
and 3.6 months of progress in maths.135 Secondary school pupils also experienced similar
levels of learning loss for reading, amounting to 1.6 and 2 months respectively for
years 8 and 9.136
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The disruption of the pandemic has been greater for some children than others.
School-aged children who are eligible for free school meals, have lower-educated
parents or are in single-parent families spent less time on home learning than
peers. In secondary education, schools with high rates of eligibility for free school
meals had higher levels of learning loss than schools with lower rates (2.2 months
versus 1.5 months) by autumn 2020.136

Box 3: Digital exclusion
The pandemic transformed many day-to-day activities by accelerating people’s reliance
on technology. Social distancing policies meant people having to use the internet to access
vital services, such as financial, housing, health and social services. Internet access has
been necessary to maintain connections with friends and family, to learn and work remotely,
and to pursue exercise, faith, cultural and social activities.
This inadvertent and rapid shift in infrastructure widened inequalities for people digitally
excluded: those lacking access, skills or confidence to use the internet. Before the pandemic,
around 10% of the population had not used the internet in the previous 3 months or more.137
A considerable proportion of the UK population – 9 million people – is unable to use the
internet independently.138
Around 53% of the ‘offline population’ may lack the disposable income to afford an average
monthly broadband bill of £30–35.138 The Good Things Foundation reports that certain
groups – disabled people, older people, people on low incomes and those living in rural
areas – are disproportionately likely to experience digital exclusion. These groups are
also likely to have faced worse socioeconomic outcomes, showing how digital exclusion
widens existing inequalities.
For example, digital exclusion has affected education and employment. Around one in five
children did not have access to a suitable device for home learning during the pandemic,
and 3% of school children were unable to do any schoolwork due to digital exclusion.139
At the same time, many people with limited digital skills have embraced the internet during
the pandemic. The proportion of homes without internet reduced from 11% in March 2020
to 6% in March 2021,139 while 75% of 50–70 year olds reported making video calls more
often.140 There has also been a threefold increase in the number of 70 year olds registering
for an online bank account.138

In July 29% of teachers in the ‘most-deprived schools’ (as measured by the highest quintile
of children on free school meals) reported that their children were 5 months or more
behind, compared with only 5% of teachers in the least.141 Children from ethnic minority
communities were also particularly disadvantaged by school closures. These are explored
further in Section 5. The OECD estimates that learning loss equivalent to one-third of
a school year can subsequently reduce earned income in later life by 3%.142 At an aggregate
level the current cohort of years 1–12 losing just one-third of a year in effective learning has
been estimated to reduce a country’s GDP by an average of 1.5% over the remainder of the
21st century.142 The negative consequences for individual and societal standard of living
would be expected in turn to have negative consequences for health, particularly for those
from more disadvantaged backgrounds. This risks widening future health inequalities.
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Income and employment
Pandemic restrictions have had a profound effect on the economy, with the reduction
in GDP in 2020 the greatest since current records began in the 1950s. Shutting
down large parts of the economy has also reduced paid employment and as a result
household incomes.143, 144
The huge scale of financial support provided by government has helped to mitigate
much of the impact of the pandemic on household finances, as have reduced outgoings
for many families. This has left average income levels in 2020 similar to those in
2019.143 The Coronavirus Job Retention Scheme also has helped to prevent a large rise
in unemployment and protected incomes by replacing a proportion of lost earnings.
However, there is significant variation in how incomes and employment have been affected.
The duration of the economic shock has meant that by January 2021, 10% of the working
population had been unemployed or on full furlough for 6 months or longer.144 The loss
of status and routine that can arise from loss of employment, and reduction in income
or disruption such as needing to move home, can increase stress and anxiety and cause
depression. A sustained period without work can also cause a scarring effect on future
employment chances and earning potential with longer term consequences on health.
Increased debts to cover short-term income losses can also create future financial strain.

Box 4: Key government economic support through the
pandemic
Job retention: From 1 March 2020 to 30 June 2021, the UK government paid 80%
of employee wages, up to a cap of £2,500 a month, for businesses unable to operate
fully due to COVID-19. From 1 July 2021 to 30 September 2021, this contribution is being
reduced, with the scheme due to end in October 2021.
Self-employment income support: The government offered grants for self-employed
people whose businesses were adversely affected. Eligibility required certain criteria: being
a sole trader or a partner in a partnership, having been self-employed in the 2019/20 tax
year, intending to continue trading in the 2020/21 tax year and being adversely affected
by COVID-19.
Business loans: The government offered a range of loans to help businesses recover.
The Bounce Back Loan Scheme enabled small and medium-sized businesses to borrow
up to 25% of their turnover. And the COVID-19 Corporate Financing Facility involved the
Bank of England buying short-term debt from eligible large businesses.
Universal Credit uplift: The government increased the standard allowance of Universal
Credit by £20 a week in March 2020 for 1 year, with an equivalent increase to tax
credits. In March 2021 it was announced the scheme would be extended until the end
of September 2021.
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Employment
In January 2021 an estimated 25% of the working
age population were no longer working, on furlough
or reduced earnings (of greater than 10%) compared
with February 2020. Some groups were more
affected than others including young and old
people, those on low pay or in insecure work
and the self-employed.144
The biggest factor affecting someone’s likelihood
of changes to their work status during the pandemic
was the sector in which they worked.144 For example,
72% of people working in hospitality in February
2020 were out of work, furloughed or had a pay
reduction of at least 10% or more in January 2021.
About 19% of workers in this sector were no longer
working compared with 7% across the general
working population.144 Those who work in the
sector are more likely to be younger and in low
paid or insecure work.

“The biggest
factor affecting
someone’s
likelihood
of changes
to their work
status during
the pandemic
was the sector
in which they
worked.”

The share of self-employed people reporting they had stopped working has increased
during the pandemic. Compared with February 2020, 9% were no longer working in
May 2020, 11% in September 2020 and 14% in January 2021. For this group, earnings
were also particularly affected – with 27% reporting they had lost more than 25%
of earnings in January 2021 compared with February 2020.144 Poor targeting of the
Self-Employed Income Support Scheme meant that 3 in 10 self-employed workers
were not able to receive financial support despite their income decreasing.144
As well as younger people (discussed further in Section 5), older people have experienced
the most significant changes in employment during the pandemic. In January 2021,
15% of people aged 60–65 were no longer working compared with 7% of all working
age people.144, 145 Among those aged 50–65 working in February 2020, those
self-employed (13%), in insecure work (18%), with the lowest weekly pay (14%)
and those working in the hospitality sector (10%) were most likely to stop working
in January 2021 (compared with 8% across all working people aged 50–65).145
Household income
Despite the significant increase in support available, some families experienced large
reductions in income – incomes fell by 40% on average for people making claims to
Universal Credit.146 Across the income distribution reductions in family incomes were
similar, with 25% of adults from the poorest fifth experiencing a reduction in income,
compared with 23% in the wealthiest fifth by September 2020.143 This is partly because
lower income families gained from the Universal Credit uplift, receive a smaller share
of income from work overall, and because lower paid workers may live in families
with various levels of income.
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Taking account of changes in spending and income, 28% of adults saw their family finances
deteriorate by September 2020, with poorer families experiencing a bigger hit to their
overall finances. One-third of adults from the poorest fifth of families had their income
fall further than their spend, compared with a quarter of those from the wealthiest fifth.147
Many families have had to rely on savings or increase their debt to get by. However, the
experience differed greatly among different sections of the community. The poorest fifth
of households were twice as likely as the richest fifth to see their debts rise rather than
fall during the crisis.144 Similarly, 50% of people with savings below £1,000 had to use
their savings during the pandemic, compared with less than 20% of those with savings
above £20,000.147
Parents
During the first wave, within parent couples, more mothers than fathers reduced their
working hours (21% versus 11% of fathers),95 quit or lost their job (16% versus 11%
of fathers) and were furloughed (34% versus 30% of fathers).148 The risk of this differential
effect is that mothers have had a larger reduction in earnings and employment to recover.149
If it is also harder to restore their economic position, there could be a prolonged widening
in employment and pay outcomes between fathers and mothers.
Already likely to have lower income before the pandemic, almost half of single mothers
reported struggling to make ends meet, compared with a third of mothers in couple
households. In April 2020, 62% of single mothers reported struggling with going shopping
for essentials due to childcare responsibilities, compared with half of mothers in a couple.150
During the same month, one-third of mothers on a low income reported having nobody
outside their household to help support them during the pandemic. This was higher than
the average for all mothers and higher than the average for low-income fathers (29.4%
and 25.6% respectively).150
Disabled people, young people and ethnic minority communities were also particularly
disadvantaged by the economic effects. The outcomes for these groups are explored further
in Section 5.
Housing security and homelessness
Good-quality housing can contribute positively to people’s mental and physical health
with recent research49 showing that in addition to quality and condition, the affordability
and security of housing are key for ensuring health. Financial pressure can cause increased
stress and anxiety and also increase the likelihood of overcrowding.
Due to the financial instability arising from the pandemic, the devolved governments
introduced policies to protect families facing rental arrears and mortgage payments.
From 26 March 2020 the Coronavirus Act 2020 protected tenants in England by requiring
landlords to give extended notice of their intention to evict. Similar legislation was brought
in to protect tenants in Wales, Scotland and Northern Ireland.151
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For homeowners struggling to pay their mortgages, the government announced the
availability of a mortgage holiday in March 2020 (extended until the end of July 2021).152
Despite these schemes, 6% of mortgagors in the English Housing Survey reported being
in arrears in July 2020, compared with 1% before the pandemic. Similarly, 7% of private
renters were in arrears compared with 3% in arrears pre-pandemic. There was no significant
change in arrears for social renters.153 By January 2021, the Resolution Foundation
estimated that the pandemic had led to an extra 450,000 families falling behind on their
housing costs.154 The Joseph Rowntree Foundation estimated that 400,000 renters were
at risk of eviction in May 2021.155
Rough sleeping
In March 2020 the UK government introduced its scheme ‘Everyone In’ to provide
emergency accommodation for people experiencing homelessness. The intervention
allowed homeless people to access essential services and enabled self-isolation, which
helped to reduce COVID-19 infections and deaths among homeless populations
compared with other countries internationally.
The National Audit Office found that by end of November 2020, 23,273 people had been
moved into settled accommodation and 9,866 remained in emergency accommodation.
However, local authorities and charities reported an ongoing increase in rough sleeping
throughout the period.156
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Some groups
disproportionately
affected by the
pandemic

5

Summary
Care home residents: Care home residents
accounted for 40% of all COVID-19 deaths
during the first wave. This was due to increased
exposure to the virus, a high prevalence
of underlying health conditions among this
group and was compounded by a lack of access
to PPE and a high turnover of social care staff
due to insecure terms and conditions.
Disabled people: 6 out of 10 people who
died with COVID-19 between January and
November 2020 were disabled. Those with
a learning disability were at even greater risk
of dying than those with a physical disability.
Many disabled people also experienced
a decline in health due to cancellations
of treatment, reduced access to health care,
or a worsening of conditions from a drop
in physical activity and were six times more
likely to report feeling depressed than the
general public (in June 2020).
Ethnic minority communities: People from
ethnic minority communities are at higher risk
of mortality due to COVID-19. During the
first wave, black African men were 3.7 times
more likely to die than white British men.
During the second wave, Bangladeshi men
were five times more likely than white
men to die from COVID-19. People from
ethnic minority communities also provided
more hours of unpaid care, experienced
higher levels of income loss and were twice
as likely to have experienced food insecurity
throughout the pandemic.

Young people: In April 2020, 2 million
children experienced food insecurity. For many,
school closures meant missed learning as well
as the loss of important sources of emotional
support. Levels of psychological distress
among 18–24 year olds had almost doubled
in April 2020 compared with 2017/18.
Loss of employment was significantly higher
among young people. Between March 2020
and February 2021, employment levels for
those aged 16–24 had fallen by 9% compared
with 0.4% for those aged 25–64. Young
people from a black background were more
likely to have reduced employment than
their white peers.

Members of ethnic minority
communities had disproportionate
levels of income loss, ranging from
29% to 43% compared with 22% among
white British people (apart from black
Caribbean people, where only 21%
reported an income loss)

3.7x
People from ethnic minority
communities are at higher risk of
mortality due to COVID-19. During
the first wave, black African people
were 3.7 times more likely to die
than white men

By January 2021, almost one in five
(19%) 18–24 year olds who were in
work before the pandemic were no
longer working, compared with just
4% of 25–54 year olds and 11% of
those aged 55 and older

5x
During the second wave, the
risk increased for Bangladeshi
men, who were five times more
likely than white men to die
from COVID-19

2
The prevalence of psychological
distress among 18–24 year olds
increased from around 23% in
2017–19 to 44% in April 2020,
compared with 19.4% in 2017–19
and 30.6% in April 2020 for
all adults

million

A month into lockdown, 2 million
children had experienced food
insecurity and one-third of children
eligible for free school meals were still
not receiving any substitute provision

40%
Care home residents
accounted for of all COVID-19
deaths during the first wave

6 out of 10 people who died with
COVID-19 between January and
November 2020 were disabled

People’s experiences of the COVID-19 pandemic have varied widely. Some have faced
disproportionate hardship and poorer health outcomes than others.
This section looks at how the pandemic has affected the lives of four groups whose
experiences have been compounded by multiple factors:
•

care home residents

•

disabled people

•

ethnic minority communities

•

young people.

The section also covers the less documented experience of marginalised groups such
as homeless communities, those facing sexual exploitation and people in prison.

Care home residents
COVID-19 impacts
Figure 11: Excess mortality in care homes, England and Wales,
January 2020 to May 2021
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Source: Weekly provisional figures of care home resident deaths registered in England and Wales.
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Care home residents accounted for 40% of all UK deaths attributed to COVID-19
during the first wave.157 The age and higher prevalence of underlying conditions among
this group puts them at risk of worse outcomes once exposed to the virus: 90.4% of
COVID-19-related deaths among care home residents in England and Wales had
at least one pre-existing condition.158
The same disproportionate impact was not seen during the second wave (as shown
by Figure 11).159 This suggests that the biggest risk factor for this group was the initial
exposure that resulted from the spread of the virus due to the timing of lockdown,
discharge from hospital without tests, and the lack of protections such as availability
and access to PPE.84
Another factor that may have contributed is the difficulty of achieving effective
infection control and isolation in this setting, where some residents require high levels
of physical support for day-to-day activities. Infection control measures were introduced
too slowly within social care, which led to further viral exposure and spread.160 Social care
provision is highly fragmented, with many social care workers employed on insecure
contracts with poorer financial support for those needing to self-isolate such as sick pay
and access to isolation payments.161 This may have contributed to increased exposure,
with more people coming into care homes due to a higher turnover of agency staff.162
Health Foundation analysis in May 2020 found that care homes in different regions
across England were affected differently. After accounting for care home beds in each
region, care homes in northern England and London had more deaths relative to the
number of care home beds than other areas. Another study shows that outbreaks in care
homes had no relationship with deprivation. However, mortality in care homes did have
a relationship with deprivation. This means that deprivation did not affect exposure but
did affect severity of outcomes. This difference may be due to poorer underlying health
among care home residents in more deprived areas.163, 164
Wider health impacts
Access to health care
Between March and May 2020, emergency hospital admissions from care homes for
conditions other than COVID-19 (including stroke and heart attack) decreased by 36%.165
Routine elective admissions for care home residents (including care such as cataract surgery,
some cancer treatment and hip replacements) fell by 63%.165 Compared with the 56%
reduction in routine admissions for the general population, this suggests that people living in
care homes – who often have complex health needs and require high levels of hospital care –
were particularly hard hit by reduced services with implications for their quality of life.166
Wellbeing
To protect the health of older people, given their vulnerability, the UK government placed
strict visiting restrictions on care homes. For an extended period, from March 2020 to
March 2021, care home residents were generally not allowed to receive visitors leading
to them feeling isolated and desperately missing their families.167, 168 Some relatives were
able to stay in touch with residents using the phone and digital technology. But for some
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less able to use technology effectively – particularly those with dementia – this was not
always possible.169 For this reason, many care homes found innovative uses of technology
to facilitate feelings of contact, such as using big screens, or recording and replaying the
sound of relatives.169
People living in care homes were also profoundly affected by the number of friends and
other residents dying from COVID-19 around them. Infection control measures in care
homes limited people’s ability to grieve effectively.167

Disabled people
COVID-19 impacts
Disabled people have been among those most at risk of dying from COVID-19. In England
between 24 January and 20 November 2020, 6 out of every 10 people who died with
COVID-19 were disabled.*, 170 The risk of death involving COVID-19 was 3.1 times
greater for ‘more-disabled’ men compared with non-disabled men and 3.5 times greater
for ‘more-disabled’ women than non-disabled women.170 This risk was even higher for
people with a learning disability, who were 3.7 times more likely to die from COVID-19
than someone without a learning disability.170
Figure 12: Age-standardised mortality rates for deaths related to COVID-19
among 30 to 100 year olds by self-rated disability status, England,
January 2020 to November 2020
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Source: ONS, Updated estimates of coronavirus (COVID-19) related deaths by disability status, England.

*

Disability was defined based on self-reported answers to the 2011 census question: ‘Are your day-to-day
activities limited because of a health problem or disability which has lasted, or expected to last, at least
12 months?’ More-disabled people are those who responded ‘Yes, limited a lot’, whereas less-disabled
people are those who responded ‘Yes, limited a little’.
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Many disabled people live in communal settings,
placing them at increased risk of COVID-19
transmission171 and an increased risk of death. This
risk was particularly stark for those with learning
disabilities.170 One-third of those who died due
to COVID-19 between 2 March and 9 June 2020
had been living in residential care.172
Place of residence, socioeconomic and geographical
circumstances, as well as pre-existing health
conditions, all play a part in the increased risk
experienced by disabled people.170 After adjusting
for these, the risk reduced to 1.1 and 1.4 for
more-disabled men and women respectively, and
1.7 for men and women with a learning disability.170
This unexplained difference in mortality risk is likely
due to factors that affected exposure such as reliance
on health and social care services placing disabled
people at higher risk of exposure.173

“In September
2020, 50%
of disabled
people reported
experiencing
reduced or no
treatment,
compared
with 27% of
non-disabled
people.”

Access to PPE was an issue too. A survey of disabled people conducted in April 2020 found
that many who needed PPE struggled to access it.174 This was particularly an issue for those
who directly employ personal assistants and were responsible for providing protection
for them.
Wider health impacts
Access to health care
Before the pandemic, studies had shown people living with severe disability were
reporting worse access to health care, with the main barriers being transport, cost and long
waiting lists.175 These prevailing inequalities in access persisted through the pandemic,
increasing disabled people’s risk of worsening health outcomes.
Disabled people were more likely to experience reduced access to routine services.
In September 2020, 50% of disabled people reported experiencing reduced or no
treatment, compared with 27% of non-disabled people.176 By February 2021 there was
a slight improvement, to 40% of disabled people versus 19% of non-disabled, but the
disparity still remained.177
Many of those whose planned treatments were cancelled struggled with pain management
and people were often unable to access their usual physiotherapy or exercise activities.178
Wellbeing
In February 2021, more disabled people than non-disabled people reported that the
pandemic had adversely affected their health (35% compared with 12% for non-disabled
people) and wellbeing (65% compared with 50%).177
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Many found it difficult to carry on with their usual activities and maintain physical
activity during lockdown. Nearly a third (29%) of respondents to one survey said they
were struggling to stay physically active.179 One-third of people with Parkinson’s
reported that their health deteriorated and they experienced increased symptoms
during lockdown,180 while one-third of people with multiple sclerosis felt that
their symptoms worsened.181
Mental health
In June 2020, disabled people were six times more likely to report moderate to severe
depression.182 These unequal mental health impacts persisted through to March 2021.85
Families of children with disabilities reported that the pandemic had negatively affected
their child’s health and wellbeing (93%), behaviour and emotions (87%), and mental
health (82%).183
Some disabled people reported that they felt pressured into agreeing to do not resuscitate
(DNR) notices with little or no consultation.174,  184
Figure 13: Wellbeing and effect of social restrictions by disability status,
Great Britain, February 2021
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Source: ONS, Coronavirus and the social impacts on disabled people in Great Britain: February 2021.

Health and day-to-day living
Many disabled people reported difficulty obtaining essential items:185, 186 over 60%
of respondents to one survey struggled to access food, medicine and necessities.174
Disabled people were also more likely to experience food insecurity.187 In April 2020 over
one-third (38%) of disabled mothers (compared with 17% of non-disabled mothers) said
they were struggling to feed their children.188
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Lack of adjustments for disabled people’s needs and negative attitudes faced by those with
sensory and invisible impairments added to difficulties leaving the house and shopping.183, 184
Longer term impacts
Access to government information and advice
Many disabled people felt that government information and guidance about COVID-19
restrictions was not specific enough and was not always disseminated in formats or languages
that were accessible to all groups.174, 189 More than three-quarters (78%) of deaf people found
information shared by the government to be partly or completely inaccessible.190
Income and employment
During the pandemic, the employment gap between disabled and non-disabled people
persisted across the UK.191 By June 2020, 67% of disabled women and 65% of disabled men
had their employment negatively affected by COVID-19, compared with 50% of women
and 43% of men living without disability.192 This could have longer term implications for
disabled people’s income and employment prospects, threatening financial resilience
and the ability to live independently.

Ethnic minority communities
COVID-19 impacts
Ethnic minority communities have been among those most at risk of being exposed to and
dying from COVID-19. During the first wave of the pandemic, age-standardised mortality
rates for COVID-19-related deaths were more than three times higher for black African
and Bangladeshi men and more than two times higher for black African and Bangladeshi
women than their white counterparts (see Figure 14).193
During the second wave (from 12 September 2020 onwards), the differences in COVID-19
mortality compared with the white British population increased for Bangladeshi and
Pakistani people. Those from Bangladeshi ethnic backgrounds had the highest rates, 5 times
and 4.1 times greater than for white British men and women respectively.193 Although the
risk among people of black Caribbean and black African ethnicity still remained elevated
in the second wave, the risk compared with white British people reduced compared with
that in the first wave. ONS analysis shows that a large proportion of the difference in
mortality observed between different ethnic groups is due to factors such as deprivation,
occupation, living circumstances and pre-existing health.193
Changes in the difference in mortality reported by ethnicity during the first and second
waves require further examination. The improved outcomes for people from black
backgrounds in the second wave suggests that the risk factors were modifiable – more
likely to be the result of environmental rather than genetic factors for example – and can
be addressed. Although a single factor cannot be identified to explain this improvement,
it is a likely combined consequence of better access to public health messaging, the ability
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to self-isolate, better access to PPE and accessing health care services earlier. The increased
mortality among those of Bangladeshi and Pakistani backgrounds needs careful further
investigation to understand and ameliorate these inequalities.
Figure 14a: Risk of death involving COVID-19 relative to those of white
ethnicity (men), England, 24 January 2020 to 31 March 2021
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Source: ONS, Updating ethnic contrasts in deaths involving the coronavirus (COVID-19), England: 24 January 2020
to 31 March 2021.

One UK-based study showed that although obesity is an established risk factor for
COVID-19 outcomes (such as increased hospitalisations and deaths) among all ethnic
groups, the strength of association is strongest in those of black ethnicity. This means that
people from black ethnic groups with obesity are at greater risk of being admitted to critical
care, of being mechanically ventilated and of dying in hospital.194
Wider evidence shows that the disproportionate number of COVID-19 hospitalisations
and deaths among ethnic minority communities cannot be explained entirely by underlying
health or comorbidities using existing data. Even after accounting for regional differences,
residence type, socioeconomic factors and health measures such as pre-existing conditions,
men of black African ethnicity had a 2.2 times higher risk of death from COVID-19 than
those of white ethnicity in the first wave and 1.7 times higher in the second. Similarly, the
risk for black African women 1.5 was times higher than for white women in the first wave
and 1.2 times higher in the second.193
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Figure 14b: Risk of death involving COVID-19 relative to those of white
ethnicity (women), England, 24 January 2020 to 31 March 2021
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Public Health England has reported some of these differences are due to racial
discrimination, and that the associated stress has a negative effect on people’s long-term
mental and physical health, as well as affecting COVID-19 exposure risk and outcomes.195
A range of evidence details how people from ethnic minority communities have been more
exposed to COVID-19, due to living and working conditions. Among minority ethnic
communities, numbers were above the UK average for people:
•

living in poor living environments* (25% versus 8.6%)196

•

living in overcrowded housing (Bangladeshi 24%, Pakistani 18%, black African 16%,
Arab 15%, mixed white and black African 14% and black Caribbean 8%
versus 2% white British)197

•

unable to work from home in June 2020 (33% versus 27%)198

•

likely to be classed as key workers in June 2020 (28% versus 23%)198

*

This is based on the living environment deprivation domain of the Index of Multiple Deprivation (IMD).
This includes houses without central heating; houses that fail to meet the Decent Homes standard; poor air
quality; road traffic accidents involving injury to pedestrians and cyclists.
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•

likely to use public transport at least once
a week in June 2020 (26% versus 10%)198

•

working in elementary occupations (black
16% versus 10% for all) and process, plant and
machine operatives (Pakistani/Bangladeshi
15% versus 6%).199

Survey data from June 2020 also reveals that
discrimination may have reduced people’s ability
to protect themselves from infection – for example,
through having little choice but to do jobs with
greater risk of exposure to COVID-19 or by not
having fair access to PPE. A greater proportion
of ethnic minority key workers (32%) said they
were not given adequate PPE compared with white
counterparts (20%). An even higher prevalence
of inadequate PPE was reported within the following
ethnic minority communities: Bangladeshi (50%),
Pakistani (42%) and black African (41%).198

“Employment
worries
negatively
affected
the mental
health of 61%
of people from
ethnic minority
communities,
compared with
51% of white
people.”

Wider health impacts
Mental health
The gap in mental wellbeing between men from ethnic minority communities and white
British men increased in April 2020.200 In particular, Bangladeshi, Pakistani and Indian
men reported significantly greater increases in mental distress compared with men from
other ethnic minority communities and those from white British backgrounds. Although
women reported higher levels of and a higher increase in distress than men across
ethnicities, the increase did not differ by ethnicity. The difference in mental wellbeing
between men and women only increased among white British individuals.
Existing inequalities, heightened in the context of the pandemic, contributed
to deterioration in mental health. Almost one in three people from ethnic minority
communities said problems with housing made their mental health worse. People from
ethnic minority backgrounds were less likely to have good access to green spaces, with only
39% of adults saying that they lived close to green space, compared with 58% of those from
white British backgrounds.201
Employment worries also negatively affected the mental health of 61% of people from
ethnic minority communities, compared with 51% of white people.202 Teachers reported
that parental concerns over safety were highest in schools with higher proportions
of pupils from ethnic minority communities.203
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Longer term impacts
Unpaid care
Ethnic minority communities are providing more hours of unpaid care, with 47% of those
from black African backgrounds reporting providing unpaid care in winter 2020 compared
with 32% across the population. A greater proportion of Indian, Pakistani, Bangladeshi and
Caribbean ethnic groups reported providing more than 20 hours of care a week compared
with white British and Irish groups.123
Education
Pakistani and Bangladeshi children were overrepresented among those not receiving any
distance teaching (12.1% versus 9.3% of those from white backgrounds) and among those
who attended school during lockdown as children of key workers (7% versus 3%).204
Income and financial support
Members of ethnic minority communities had greater levels of income loss, ranging from
29% to 43% compared with 22% among white British people (apart from black Caribbean
people, where only 21% reported an income loss).198
Just over two-thirds (69%) of people from ethnic minority communities had heard of the
furlough scheme, dropping to 61% of people of Bangladeshi origin, compared with 88%
of white people.198 Over half of ethnic minority women said that they were unsure where
to turn for help as a result of the pandemic, compared with 18.7% of white respondents.205
Fewer than half of ethnic minority people were aware of the measure enabling people out
of work due to the crisis to claim Universal Credit (44%, versus 62% of white people).198
In one survey, significantly more ethnic minority women and men reported that they
had lost government financial support (43% and 48%) compared with white women
and men (13% and 21%).205
Food insecurity
People from ethnic minority communities were twice as likely to experience food
insecurity throughout the pandemic (18.3% versus 9.6% from white backgrounds
from March to August 2020, and 19.7% versus 8.8% from August to January 2021).206

Young people
Young people are generally at least risk of poor health outcomes from COVID-19. But they
have faced significant changes in education, employment and social support, impacting
young people’s mental health and health behaviours. The pandemic will also have a bearing
on their future health prospects.
Mental health and health risk behaviours
Mental health: The UKHLS found that the prevalence of psychological distress among
18–24 year olds increased from around 23% in 2017–19 to 44% in April 2020, compared
with 19.4% in 2017–19 and 30.6% in April 2020 for all adults.94
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Drugs and alcohol: There were accounts of increases in health risk behaviours among
young people, including increased use of drugs or alcohol. Nearly a third of young people
were using alcohol or illegal drugs, with highest levels among 18–24 year olds.207 2020
also saw the first increase in a decade in young adults aged 18 –24 starting to smoke for
the first time.208
Food security: There was great concern during the pandemic around food provision for
those children and young people who would usually receive free school meals. Widespread
media reports challenged the adequacy and nutritional value of the food parcels provided
in their place. A month into lockdown, 2 million children had experienced food insecurity
and one-third of children eligible for free school meals were still not receiving any
substitute provision.209
Exercise: Sport England found that in the 2019–20 summer term, less than half of boys and
girls in years 9–11 engaged in 60 minutes of physical exercise each day, with almost 7% fewer
boys engaging compared to the previous year, although there was an increase of 2.5% among
girls.210 About 45% of those aged 18–29 were doing less exercise during the January 2021
lockdown than in the March 2020 lockdown, while only 15% were doing more.211
Experiences with implications for future health
The Young people’s future health inquiry 212 identified the following four ‘assets’
as important for the 12–24 age group in securing the foundations of future health:
•

skills and qualifications

•

emotional support

•

personal connections

•

financial and practical support.

The pandemic has adversely affected all four areas with implications for young people’s
future health and prosperity.
Skills and qualifications
Engagement with and access to home education was extremely variable during periods of
school closure and much harder for vulnerable groups to manage. In general, most children
and young people spent fewer hours learning at home than they would have at school.
Although there was increased engagement in the second period of school closure from
January 2021, the gap remained.213 This is because children from poor backgrounds
received fewer active resources from schools, had less access to study space and were
more likely to be less supported by their parents than those from wealthier households.214
Teachers reported some groups were less – sometimes significantly less – engaged
in remote learning than their classmates. This included:
•

pupils with limited access to IT or study space (81%)

•

vulnerable pupils (62%)
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•

pupils with special educational needs and disabilities (58%)

•

pupils eligible for Pupil Premium funding (52%), and

•

young carers (48%).215

Young people have expressed concern about the disruption to their education.216
The lockdown was particularly hard for those who missed exams and/or were
transitioning to another phase of education. Only 17% of young people felt happy that
exams had been cancelled and were more likely to feel uncertain (51%) or worried (18%).217
Young people on vocational training were affected by the disruption on a practical level,
but there has been less research on their transitions into work. In April 2020, only 39%
of apprenticeships continued as normal, with 36% furloughed and 8% made redundant.
Just under one-fifth (17%) of apprentices had their off-the-job learning suspended.218
Emotional support
The experience of lockdown and spending more time at home was mixed for many young
people. The majority (92%) in a YMCA survey from July 2020 said they enjoyed seeing
more of their family.219 The majority (90%) also used digital communication to connect
with people online.
However, lockdown and educational disruption took its toll. In April 2020, young people
were three times more likely to report not enjoying day-to-day activities than they were
in 2017–18.220 Young people reported decreased ability to concentrate, worse sleep, and
loss of confidence.220 Young women (58%) reported lower moods than men (43%).221
The situation was especially severe for young carers, with two-thirds (69%) reporting
feeling less connected to others than they had before the pandemic.222 Many young people
with mental health needs also reported feeling overwhelmed with heavy workloads when
restarting school in September.223
Financial and practical support
The Young people’s future health inquiry found a distinct difference between the outcomes
of young people who had a safety net of financial and practical support and those who did
not. This support was often from families but could come from the state or other sources.224
Government action to mitigate some of the economic impacts of the pandemic has
undoubtably helped a large proportion of young people. Many have also been able to fall
back on the safety net provided by their families. However, different groups of young
people have been affected in different ways.
Loss of employment: Between March 2020 and February 2021, employment levels for
those aged 16–24 had fallen by 9% compared with 0.4% for those aged 25–64.225 While
employment rates have reduced (to 51.9% at the end of 2020), unemployment (14.4%)
and economic inactivity (6.2%) have increased alongside a decline in vacancies.226
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There have been stark differences in changes
to employment among different ethnicities,
widening inequalities that existed before the
pandemic. The unemployment rate for young
people aged 16–24 from black ethnic backgrounds
rose 9% from 25% to 34% between March 2020
and January 2021 but only 3% for those from white
backgrounds from 10% to 13%.227
The Sutton Trust found that 79% of undergraduate
students from working-class backgrounds and 76%
of students from middle-class backgrounds were
worried about gaining the skills and experience
required for employment in February 2021.228
A Prince’s Trust survey found that one in five young
people (21%) felt scared that their skills and training
are no longer useful.228 Nearly a quarter (23%) said
that retraining seemed pointless because ‘there are
no jobs anyway’.229

“Between
March 2020 and
February 2021,
employment
levels for those
aged 16–24 had
fallen by 9%
compared
with 0.4% for
those aged
25–64.”

Coronavirus Job Retention Scheme: Young
people are more likely to work in shutdown sectors such as hospitality and retail. This
is reflected in the fact that 9% of young workers were furloughed, in comparison to 6%
of all workers.88, 144
The income security and broader certainty provided by furlough appears to have provided
some mental health protection. More than a quarter (28%) of those furloughed reported
poor mental health – comparable to those with no change in employment – in contrast
to the 36% reporting poor mental health who had lost their job.92
Housing: Young renters were no more likely to default on their rent than people in older
age groups. However, 18–29 year olds were by far the most likely to have moved during
the crisis. By May 2020, over 7% had moved compared with less than 2% across older age
groups.230 This figure is partly explained by students moving from university (3% of the
age group), leaving 4% moving for other reasons. This may be a result of some young
people using the practical safety net provided by their families and moving back home.
There is likely to be a substantial number of young people in the private rental system
who do not have this safety net and who are struggling to meet rent payments with
reduced income. Private and social renters are now more than twice as likely as people with
mortgages to have lost their jobs (8% of private renters and 7% of social renters, compared
with 3% of homeowners).231
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Personal connections
The Young people’s future health inquiry described personal connections as whether young
people had confidence in themselves, along with access to social networks or mentors able
to offer them appropriate advice on navigating the adult world.224 These informal contacts
and networks are more difficult to build in an online environment, with many of the usual
routes to developing this social capital being less readily available during the pandemic.
Even when options were available for face-to-face contact between lockdowns, there was
a reduction in uptake due to social distancing and concern about the virus. For example,
in universities, participation in student societies fell from 54% in autumn 2019 to 39%
in autumn 2020 and to 30% in January 2021.228

Box 5: Experiences of homelessness, prison and sexual
exploitation during the pandemic
The pandemic has made life harder for many people across the UK, including those in the
criminal justice system, people experiencing homelessness and sexual exploitation prior
to the pandemic.
Homeless people*
In response to COVID-19, government and local authorities cooperated to move people
experiencing homelessness into hotel or B&B accommodation (via the ‘Everyone In’
scheme). While this move was welcomed by many and presented opportunities to support
people into permanent accommodation or employment, living in close proximity and
sharing facilities made social distancing and isolating difficult. Groundswell, a homelessness
charity, reported that 38% of London hostels had suspected COVID-19 cases, with 41%
of unwell residents sharing bathrooms and 35% of affected hostels using communal dining
rooms. The charity estimated the death rate for people living in London hostels to be 25%
higher than among the general population.232
For many migrants experiencing homelessness, COVID-19 brought the unprecedented
experience of statutory support. In suspending all immigration-based eligibility criteria
attached to welfare, the UK government provided – for the first time – a response to the
crisis of migrant homelessness. Regardless of immigration status, people experiencing
homelessness were given access to a private room, washing facilities, three meals a day,
and – crucially for those previously ineligible for statutory support – engagement with
a homelessness response service. However, despite the call to accommodate all homeless
people, rough sleeping continued in London between April and June 2020 and 49% of
those identified were non-UK nationals.233, 234
People in prison and their families†
At the beginning of the pandemic, there were widespread fears that prison populations
would be impacted significantly by the virus. Prisons tend to be overcrowded, with many
shared facilities, and prisoners are exposed to a large number of staff. Data up to early 2021
showed that people in prison experienced three times the death rate from COVID-19 than
people of the same age and sex in the general population.235

*

This information was provided by the University of Portsmouth (Principal Investigator: Dr Simon Stewart) which
is part of a larger study funded by the ESRC and UKRI.

†

This information was provided by Chantal Edge as part of an evidence review commissioned by the
Health Foundation.
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For prisoners, visits from friends and family are considered a lifeline: a protective factor for
mental health and suicide and key to rehabilitation.236 However, for many people in prison
during the pandemic these visits were not allowed. Restrictions on visits also impacted
the right to family life of up to 17,000 children with mothers in prison.237 This prolonged
separation is likely to have influenced these parent-child relationships and caused some
degree of trauma for children and the families who support them.238, 239
Prison restrictions also led to education, support visits, therapies and rehabilitation
programmes being withdrawn. Research indicates that the loss of offender behaviour
programmes caused significant stress for prisoners, in some cases disrupting sentence
plans and hampering prospects of release.240
Sexual exploitation*
The pandemic has worsened health and wellbeing among people experiencing complex
challenges – not least by reducing already limited incomes, leaving people without basic
supplies including food and clothing.241 For many vulnerable women, this has led to an
increased risk of sexual exploitation.241
Reports suggest an increase in the number of women using sex work to survive during the
pandemic. Between March 2020 and July 2020, the national charity Changing Lives saw
an 83% increase in women accessing its specialist support for people selling sex241 – driven
by the need for food and rent, and to provide for children. It also saw a 62% rise in women
saying they had experienced sexual violence during the same period.241
With social distancing measures in place, much sex work moved away from the street
and into private homes. This is more dangerous as the women are out of sight of services,
harder to access and often alone. People new to sex work are often unaware of the risks
they face or the support available.

*

This information was provided by Nadine Smith who conducted interviews with workers at Changing Lives
charity as part of research commissioned by the Health Foundation.
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Public
perceptions

6

Approach to engaging with the public
The pandemic has significantly enhanced a national conversation about the health
of the nation, including the wider factors that influence health and how outcomes are
experienced unequally by different groups. The pandemic has led to some of the widest
and most sustained polling to track people’s changing attitudes.242, 243 To inform this
inquiry, the Health Foundation worked with consulting company Kantar Public to explore
public attitudes to, and experiences of, health inequalities and the COVID-19 pandemic.
Engagement with members of the public took place through:
•

A nationally representative survey comprising 1,228 interviews, undertaken
during October and November 2020.

•

A two-stage qualitative dialogue with 72 participants taking part in virtual
workshops across five regions: Northern Ireland, Scotland, Wales, northern
England and the Midlands, and the south east of England.

Views on government responses
Over the course of the research, public opinion on the government’s response to the
pandemic seemed to shift. In October and November 2020, half the people surveyed
felt that the UK government’s response to the pandemic was ‘fair’. But by the time of the
workshops in February and March 2021, this had changed. This may reflect a shift in the
public view of the pandemic over the Christmas period as the third round of lockdown
restrictions were brought in across the country.
Where study participants lived also affected their perceptions of the government response.
Some in the north of England felt that government decisions were London-centric and
designed to protect the capital’s economy without enough consideration for other regions.
In Wales and Scotland, the responses of devolved government were generally seen
more positively.

Differential COVID-19 outcomes and impacts
At public workshops held in February and March 2021, participants were presented with
statistics outlining the number of COVID-19 cases, hospitalisations and deaths. Many
were shocked by the differential outcomes for older people, those from deprived areas
and people from ethnic minority communities, but responses varied:
•

Age: Differences by age were the easiest for people to understand as they found
it intuitive that the COVID-19 mortality rate would be higher among older people.

•

Deprivation: Most workshop participants generally understood why deprived
areas might be worse affected by COVID-19 and assumed this was due to them
having a greater population density and more social housing. 85% of survey
participants identified the pandemic as having a greater negative impact on those
in poorer areas of the UK.
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•

Ethnicity: While 71% of survey participants
assumed ethnic minority groups had had
worse outcomes from COVID-19 because
of factors relating to their physical health,
when presented with the data most were
unsure what was affecting the mortality
rate among these groups.

The public appetite for action
Participants were surprised by wider information
presented about the extent of current inequalities
in life expectancy and health life expectancy in the
UK. They saw addressing health inequalities as an
important part of the government’s role in recovery.
In general, participants saw three areas of policy
as being particularly important.

“Participants
were concerned
by the
disruption to
children and
young people’s
education and
saw funding
catch-up tuition
as a vital shortterm policy
response.”

1.

Education: Participants were concerned
by the disruption to children and young
people’s education and saw funding catch-up
tuition as a vital short-term policy response – especially for secondary school-aged
children close to sitting exams. In the long term, workshop participants (more
often, those without a university education themselves) were particularly interested
in strengthening vocational alternatives to university. Some wanted to improve
vocational training, which they often thought was more applicable to work contexts
than degrees. Changing syllabuses to include more life skills, such as healthy eating
and managing finances, was another popular long-term policy among participants.

2.

Income: This was seen by many participants as a way of empowering individuals
to make choices about their own lives in order to improve their health. There was
strong support for a short-term policy of providing food aid for people unable
to cover food bills. There were mixed opinions on making some temporary
measures permanent, such as raising the level of Universal Credit. Some felt
this would disincentivise work and not guarantee a better quality of life if the
recipients spent funds inappropriately. Others thought that current Universal
Credit rates were unable to support a good quality of life and that increasing
them was important.

3.

Work: Some participants felt that continuing the furlough scheme was vitally
important in the short term to ensure that people unable to work still receive
an income and some level of job security. However, some raised concerns about
how this would be paid for. Other popular long-term policies focused on reducing
or eliminating zero-hours contracts and raising the living wage.
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Recovery:
risks and
opportunities

7

Summary
The pandemic has left people facing long
delays in access to health care and poorer
mental health. As well as the significant
toll on people’s health, there are substantial
financial implications of tackling the backlog
of unmet need.
Further risks to people’s health may
come from a decline in living conditions.
Pandemic restrictions have led to reduced social
activities, changing work conditions and loss
of work and income for some. In addition, gaps
in education due to school closures, and loss
of work and income, are likely to have longer
term implications for people’s health.

The UK entered the pandemic following
a decade of stalling life expectancy. Factors
such as the fragility of the welfare state and
inequalities in jobs, housing and education
have all contributed to declining health. These
same factors also led to increased exposure
to COVID-19.
The recovery presents an opportunity
to ensure no one is left behind. Greater
investment and government action to build
economic and social resilience, harnessing the
economic, social and political changes of the
pandemic, could address these risks. While
the effects of the pandemic present clear risks
to people’s future health, these will only
prevail if there is failure to act.

The pandemic has been a major assault on the health of the population and risks casting
a long shadow on the nation’s future health. Good health is an asset – and a healthy society
will be essential to a fair and lasting recovery.
This section reflects on conditions in the UK prior to the pandemic, how this has
contributed to outcomes and explores the pandemic’s likely future consequences for
health, highlighting the main risks and how these might be mitigated.

Risks to future health
Rising physical and mental ill health
The need to reprioritise resources within the health care system to deal with the pandemic
has led to cancelled or postponed consultations, referrals and planned admissions. This has
resulted in reduced diagnosis and management of new conditions as well as support for
existing conditions.
Health Foundation analysis shows that there are 6 million ‘missing patients’ who did not
seek treatment in 2020,68 suggesting poor health is going untreated and is likely to require
more extensive care when people present at GPs or in hospitals. In cases of acute need,
such as cancer care, where treatments have been delayed, there will be a higher number
of avoidable deaths.71
Government restrictions, although needed to limit the spread of the virus, have also led
to higher prevalence of poor mental health with a sustained deterioration in mental health
for one-fifth of the population by September 2020.87
Long COVID has emerged as a new condition that is leading to disruptions in employment
and a further reduction in quality of life. The duration and extent of this condition is yet
to be understood.
Before the pandemic, the NHS and social care already required substantial investment
to provide adequate services. In November 2020, Health Foundation analysis estimated
that an additional £10bn will be needed in the next year to deal with the backlog of health
care, the rising demand for mental health services and the service improvements set out
in the NHS Long Term Plan.244
Decline in the conditions needed for good health
The pandemic risks having a further impact on people’s longer term health through the
decline in living conditions. This is being seen more immediately through the increases
in poor mental health. However, the gaps in education due to school closures and remote
learning, and the effects on work and income due to the economic shock, are likely to have
longer term implications for health.
The loss of education during the pandemic risks widening the gap in future health
outcomes in two ways. First, the cohort of children and young people who have missed
periods of education could lag behind older cohorts who had finished education before the
pandemic. Second, the loss of education has not fallen evenly. By autumn 2020 children
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from more disadvantaged backgrounds experienced
a greater deterioration in their educational outcomes –
2.2 months of learning loss compared with 1.5
months133 – creating an inequality between children
of the same age.
Government support measures have helped
to reduce the scale of the economic shock people
have experienced so far. Some people whose income
reduced may see it rise once restrictions are lifted –
but they will still have endured a sustained period
of reduced resources.

“In May 2021,
2.8 million
fewer people
were estimated
to be in
employment
than prior to
the pandemic.”

In May 2021, 2.8 million fewer people were
estimated to be in employment than prior to the
pandemic.245 The Coronavirus Job Retention Scheme
has prevented a significant rise in unemployment so far though once the scheme is phased
out in the autumn, unemployment is expected to rise.246 For lower income families,
assuming the Universal Credit uplift ends in September 2021, around 6 million families
will experience a drop in income.247
Unemployment is a key risk to health. Periods of unemployment are associated with
poorer physical and mental health. This is due to the experience of not having work –
lacking the status and structure it brings – as well as loss of income.
Income, and having other financial resources to draw on, are also key determinants
of health. Many families, particularly those with lower income, have increased their debt
to manage during the crisis.248 Repaying these debts will create continued financial strain
after restrictions have lifted.
At the same time, rental arrears have been mounting for some families and the measures
introduced to prevent evictions were removed at the end of May.154 Without additional
support there is likely to be an increase in homelessness. Such an outcome will have
important implications for health, while also placing greater financial strain on local
authorities to provide new accommodation.
Managing the risk to future health
The prolonged weak economic recovery following the 2008 financial crisis led to a fragility
in public services and the economy.249
Many people have boosted their incomes by working more250 and for some, increasing
personal debt.143 Forms of insecure work have increased since the financial crisis.251 This
has left some in a precarious position, less able to deal with a sudden shock to income.
This insecurity has been compounded by the residualisation of social security over the past
decade: the long-term shift towards a means-tested rather than universal or contributory
system which has reduced benefit entitlements, including support with housing.252, 253
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From 2010, a programme of significant cuts in government spending had helped
reduce the annual deficit to pre-financial crisis levels with day-to-day government spend
reduced by approximately 15% on a real-terms per capita basis between 2009/10 and
2018/19.254 While the Department of Health and Social Care was the main protected
department, in other areas of ‘unprotected’ government spending budgets fell by over
a quarter.255 In education, per pupil funding was cut by 8% in real terms between 2009/10
and 2019/20.256
The overall shape of these cuts has led to the prioritisation of services that meet acute need
rather than prevention. This channelled resources towards older people and pensioners,
and away from working-age families and children. Longer term investments in services
that help to maintain good health, such as Surestart or housing support, were reduced.257
Despite relatively better funding, health and social care services were also under strain.
Analysis by the Health Foundation and the REAL Centre has shown that in the decade
leading up to the pandemic there was a reduction in hospital capacity and staff shortages –
particularly in full-time nurses. Reform of the social care sector has been delayed for years,
with provision remaining fragmented and underfunded. These systemic vulnerabilities
made it harder for the UK to adapt and cope with COVID-19.258

Opportunities to improve health in the recovery
Good health is an asset. It is necessary for a prosperous and flourishing society as it enables
people to participate in and contribute to society in different ways. The potential economic
benefits of ensuring the best possible health of the population are substantial.
Poor health has been estimated to cost the UK economy £100bn a year in reduced
productivity.259 For those in the workplace, developing a ‘physical impairment’ doubles
the probability that a person will experience a reduction in productivity, while the onset
of clinically poor mental health leads to a threefold increase in reduced productivity.260
The presence of a health condition is associated with poorer educational attainment
and greater school absence – affecting long-term earnings potential.261
Building on the economic, social and political changes that have occurred through the
pandemic, the recovery presents an opportunity to address these issues through greater
investment and government action.
The pandemic has increased awareness of pre-existing inequalities and the
disproportionate effect on some groups, including disabled people, ethnic minority
communities, care home residents, people in forms of insecure work and people
experiencing homelessness. This awareness can open new debates about how to address
inequalities and clear the way for employers, service providers, local communities and
governments to take more action to support these groups.
There has also been greater political acceptance for government action and spend
to support recovery, through job creation schemes and capital investment projects.
These will be crucial for younger people as they enter the job market, as well as those
reskilling and entering new types of employment.
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There has been greater recognition of the potential power of different levels of governance
as the varying roles played by UK, national, regional and local government have become
more prominent.262 This could accelerate the move towards greater devolution of power and
increase public recognition of the important role local government can play in shaping
the conditions in which we live.
Strengthened local communities can help increase local social and economic resilience.
If sustained, the increase in community-based organisations, mutual aid groups and people
home working and spending more time locally could build long-term social resilience.
It could create novel ways to adapt and deliver services to meet local needs – particularly for
those at risk of isolation, such as older people and disabled people. There is also potential
for greater investment in local economies due to increased spend by home workers,
leading to longer term support for local and smaller businesses and support for local
economic growth.
Increased flexibility around remote working and remote access to services
will be especially important for working mothers, families and disabled people. Such
adaptations could lead to new employment opportunities for these groups, as well as more
inclusive working environments and services. Flexible working also enables employers
to look beyond their usual geographical markets and access a wider labour pool.
The pandemic saw greater use of new and collaborative data sources and rapid data
and evidence collection to inform policy, as well as the high-profile use of scientific
expertise in making key policy decisions. An expansion of collaborative data sources has
the potential to offer linked data and address data gaps that are currently hampering efforts
to fully map the needs of groups that lie below the data line – for example, some ethnic
minority communities and people experiencing homelessness.
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Conclusions

8

As the success of the vaccination programme sets the UK on the course towards recovery,
it is essential to learn the lessons from the past 18 months. The UK experienced some of
the poorest outcomes from the pandemic when compared with similar and neighbouring
countries, along with some of the worst economic impacts. The timing of pandemic
restrictions and the UK’s regional and international connectedness were leading factors
in determining the extent to which the virus spread. But the way COVID-19 has affected
different parts of the UK and various populations has seared public consciousness and
is a result of pre-existing health and socioeconomic conditions.
It was necessary to impose far-reaching restrictions during the pandemic to suppress
the spread of the virus in advance of the population being fully vaccinated. Without these
measures, deaths from COVID-19 would have been of an even greater magnitude. The
government also took unprecedented action to help mitigate the economic consequences
of the restrictions.
Other parts of society also stepped in to support the most vulnerable, from mutual aid
groups to food suppliers. However, many services – from education, health and social care
to child protection services – were put on hold, or became harder to access. This has meant
many people went without the help they urgently needed and are at risk of facing erosions
to their immediate and longer term health.
The conclusions of the inquiry points to the need for action in two areas. First, the need for
immediate action to address the harm caused by the pandemic. And second, supporting
longer term change to prevent future deterioration of health. Ensuring progress will require
robust mechanisms for an ongoing assessment of the state of the nation’s health by an
independent body and implementation of a cross-government health inequalities strategy.

A legacy of the last crisis
The shape of the UK’s society and economy before the pandemic hit was a consequence
of past events and policy choices of successive governments. Decades of reform have
led to the benefit system acting as a last resort form of financial support. Growth in
productivity, pay and incomes were weak by historical standards even before the financial
crisis and there has been growth in forms of insecure work – all of which have reduced the
financial resilience of households.
The previous decade of disinvestment in public services meant that their levels of resilience
were already low. The shift in provision towards tackling acute need rather than dealing
with root causes meant that many of the inequalities highlighted during the aftermath
of the financial crisis had not been addressed. These have come to the fore again during
the pandemic and further compromised people’s health.

A new approach
Another fragile recovery from the current crisis is avoidable. The pandemic has shown
the leading role that government will play in the face of an emergency. A recovery that puts
increasing – and fair – opportunities for good health as a priority will need action to deal
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with the conditions that lead to poor health in the
first place. The scale and pace of intervention has
continued a shift in public expectations that began
towards the end of the last decade. Today, there is a far
greater sense that increased government action will
be crucial to the recovery and greater public support
for increased spend on public services.
Recent public polling has shown that over half (55%)
of the UK public were concerned that the COVID-19
pandemic has worsened inequalities, with 8 in 10
people in the UK agreeing that government must
address these unequal health outcomes between
those living in richer and poorer areas.

“The UK
government’s
levelling
up agenda
provides the
basis for action
to address the
differences in
outcome and
opportunity
between places
and people.”

The recovery from the pandemic presents a landmark
opportunity for a new settlement between the
state, individuals, the third sector and business.
Putting the goal of improving health and reducing
inequalities at the heart of the economic recovery
can help remove barriers to future prosperity and
create a more secure future. This inquiry did not set out to formulate specific policy
recommendations. However, the review of the evidence points to the need for action
within two areas:
•

Immediate action to address the harm caused by the pandemic and prevent
longer term scarring effects. This includes tackling the health care backlog,
increasing mental health support to help people back into work, protecting family
finances, creating jobs, and ‘catching up’ education and training.

•

Building resilience for the longer term. This includes putting in place an
adequate safety net to cope with future income and health shocks, providing greater
protections for low-paid workers, designing better quality jobs, creating stronger
communities and investing in higher quality public services to put prevention
first through the government’s levelling up agenda.

Supporting change
The UK government’s levelling up agenda and the associated Build Back Better plan for
growth provide the basis for action to address the differences in outcome and opportunity
between places and people. Many existed before the pandemic and some have worsened
or are at risk of worsening.
When the pandemic hit, the government was already facing difficult fiscal decisions,
with growing pressure from an ageing society, the uncertainty of Brexit, a prolonged
period of weak growth and an intention to ‘turn the page on austerity’.263
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Providing quality public services and ensuring a sustainable recovery in the aftermath of
the pandemic will require significant investment. Reducing the national debt too quickly
will risk undermining the recovery and leave the country vulnerable in another crisis.
In the medium term spending to sustain resilient public services will need to be matched
by additional revenue – a national conversation is needed about doing so in a way that
is fair by income and between young and old.
But change is not purely about additional spend. Government can place a greater
focus on using resources wisely, joining up initiatives across government and taking
a ‘prevention first’ approach to enable better spending through local government.
Mechanisms are needed to support coordinated, long-term strategic action at national
and local level. A cross-government health inequalities strategy with explicit targets
for improvement can ensure a sustained focus on the range of government activity
that influences health in the short and longer term. In doing so, government will need
to look beyond capital investment projects, which have tended to dominate the levelling
up agenda, to incorporate investments in human and health capital. In making decisions
about allocating spend, greater weight needs to be placed on longer term, preventative
measures and health and wellbeing gains.
A comprehensive set of metrics – such as the ONS Health Index – can be used to set goals
and assess wider progress than simply the deliverables from specific initiatives. The index
provides a framework for action on factors that have both short and long-term effects
on people’s health and can incentivise action that will lead to improvements now as well
as building resilience for the future. Ensuring improvements are made in the nation’s
health, and avoiding further decline, will require an independent body to give parliament
a robust assessment of progress.

Building a more resilient society
For years, tension has been growing between maintaining public services and the political
desire to keep taxes low and reduce national debt. The resulting strategy has focused
on tackling acute need without preventing issues arising in the first place. The experience
of the pandemic has laid bare the weaknesses of this approach. There is now more evidence
than ever of the crucial role that a healthy population plays in the success of the economy
and prosperity of a nation.
In many ways the pandemic has acted as an accelerant to the long-term consequences
of policy decisions made over the past decade. The present moment represents an
opportunity to make sure this recovery is managed better than the last one: investing
in, rather than eroding, the conditions needed for sustaining a healthy population and,
with it, a healthy economy.
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