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Abstract: Background: Lower socioeconomic groups and disadvantaged populations across the world
suffer disproportionately from the coronavirus disease 2019 (COVID-19) pandemic. This study aimed
to examine the impact of health- and social-inequality–related factors on well-being in order to
further distinguish each of their effects during the pandemic. Methods: A nationally-representative
sample of 5077 UK respondents aged 18 years or older was recruited through an online survey panel
during the COVID-19 pandemic. Their subjective well-being was measured using the 11-point Cantril
Ladder of Life Scale. The impact of inequality-related health and social factors (pre-existing medical
conditions, household size and occupation), as well as COVID-19–related risk factors (symptoms,
confirmed infections, and social distancing behaviours) on well-being were analysed using multiple
linear regression models. The associations between the COVID-19–related risk factors and well-being
according to the respondents’ household size and occupation were modelled in order to test the
differences by their socioeconomic profile. Results: We identified inverted V-shaped associations
between household size and subjective well-being during the COVID-19 pandemic. Compared
to single-person households, respondents from households of two to four persons showed better
well-being (β = 0.57; CI (0.44, 0.72)), whereas living in crowded households of five persons or more
was associated with decreased well-being (β = −0.48; CI (−0.71, −0.25)). Furthermore, lower-skilled
occupations (elementary occupations: β = −0.31; CI (−0.58, −0.03); logistics and transport services:
β = −0.37; CI (−0.74, −0.01)) and chronic medical conditions (cardiometabolic or respiratory diseases:
β = −0.25; CI (−0.41, −0.1); and mental health conditions: β = −1.12; CI (−1.28, −0.96)) were factors
associated with reduced well-being during the pandemic. Interactions between a positive COVID-19
diagnosis, symptoms, and crowded households were identified (β = −0.95; CI (−1.76, −0.14) and
β = −4.74; CI (−9.87, −1.61), respectively). Conclusions: In a national sample, the levels of general
subjective well-being during the COVID-19 pandemic and lockdowns were disproportionately
distributed across different groups within society. Preventive policies should explicitly focus on
reaching lower socioeconomic groups; more emphasis should be placed on the coordination of
multisectoral support in order to tackle existing health and social inequalities.
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1. Introduction

The World Health Organization has declared the novel coronavirus disease of 2019
(COVID-19) a global pandemic, as it has spread rapidly with high fatality rates across the
world [1]. The European region, including the United Kingdom (UK), has been severely
affected by the coronavirus outbreak, with waves of death and confirmed cases. The
virus has shown that it respects no borders; however, it does affect people unequally.
Consolidated evidence has indicated increased vulnerability to the virus among the most
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socially and economically disadvantaged, and COVID-19 has disproportionately affected
these populations’ health and well-being across the world [2–4].

Recent studies on inequalities in COVID-19 have highlighted multiple factors con-
tributing to the differential vulnerability to the infection and the consequences of the
disease [5,6]. Inequalities in socioeconomic status (SES)—measured by economic depriva-
tion, poor housing conditions, or employment in precarious occupations—have been linked
to increased exposure to respiratory diseases [3,5]. These social inequalities translate into
inequalities in health, as lower SES is correlated with poorer general health and a higher
prevalence of pre-existing conditions (e.g., cardiovascular diseases, respiratory diseases,
diabetes, and cancer) [7], making such low SES groups highly susceptible to COVID-19
infection [3,4]. Altogether, these potential risk factors show that disadvantaged populations
suffer a disproportionately heavier burden from the consequences of the pandemic.

However, evidence on how the disease strikes certain populations more adversely,
and its impact on well-being at the population level during the pandemic, remain scarce.
As many of the potential health and social risk factors are intertwined, it is important to
distinguish each of their relative effects in order to inform the preventive policies tackling
existing inequalities in the era of COVID-19. This study aimed to examine the impact of
inequality-related health and social factors, as well as COVID-19–related risk factors on
subjective well-being in the UK during the pandemic.

2. Methods

The data were collected via YouGov COVID-19 behaviour tracker data [8], which
contain international, anonymised, respondent-level data from an ongoing web-based
weekly survey during the COVID-19 pandemic. We analysed the data from the UK, with a
pooled sample of 5077 respondents, aged 18 years or older, who were surveyed between
30 April and 31 May 2020, when a national lockdown was implemented in the UK. The
panel of participants were matched to the UK census data and then weighted by age,
gender, and region in order to construct representative samples of the UK population. All
of the data are publicly available and fully anonymised; thus, no ethical approval was
required for the present analysis.

The respondents self-reported their sociodemographic factors (e.g., age, gender,
household size, occupation), health and behavioural factors (e.g., pre-existing conditions,
COVID-19 symptoms/test results, social distancing behaviours), and the Cantril Ladder
of Life Scale [9]. Due to the unavailability of the data, information about the respondents’
race/ethnicity was not included in the present study. The responses were sorted and
merged into broader categories according to official national/international recommenda-
tions [10,11]. Household size was categorised into three distinctive groups: households of
one person, households of two to four persons, and households of five persons or more.
A cut-off point of five persons or more was used to determine crowded living conditions,
as households of five or more contribute to most of the overcrowding of households in
England [11]. The respondents reported their occupations if they had to work outside of
their home in the next seven days at the time of the survey. We categorised the occupations
into six groups according to the occupations’ similarity [10]: working at home, elementary
occupations (construction, manufacture, and food retail), health and social care services
(healthcare and social care), logistics and transport services (logistics, public transport,
and delivery services), safety and social services (policing, prisons, and schools), or oth-
ers (other unspecified occupations that require working away from home). Pre-existing
conditions prior to the pandemic were collected and grouped into mental health condi-
tions, cardiometabolic or respiratory diseases (asthma, chronic obstructive pulmonary
disease (COPD), cystic fibrosis, heart diseases, high blood pressure, high cholesterol, or
diabetes), other diseases (cancer, AIDS/HIV, epilepsy, multiple sclerosis, or arthritis), and
none. COVID-19–related questions on whether the respondents had experienced any
newly-developed COVID-19–relevant symptoms, or had tested positive for COVID-19,
were asked. Social distancing behaviours were measured by asking whether they had
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been in contact with people outside their households during the lockdown period. Finally,
the 11-point Cantril Ladder of Life Scale, abbreviated as the Cantril Ladder, is a validated
instrument for the measurement of general subjective well-being, including psychosocial
well-being and life satisfaction [9]. The respondents were asked to rate, on an imaginary
ladder with steps from 0 (representing ‘the worst possible life’) to 10 (representing ‘the best
possible life’), which step of the ladder represents their present life.

Multiple linear regression models accounting for the sample survey weights were
used to assess the impact of the identified health and social determinants on well-being.
Furthermore, we included interaction terms in order to model associations between COVID-
19 symptoms, diagnosis, and well-being according to the respondents’ household size and
occupation, with adjustments for age, gender, pre-existing conditions, and social distancing,
in order to test the differences of impact by their SES profile. A one-way analysis of variance
(ANOVA) was used to detect differences in the mean Cantril Ladder scores among the
determinants. All of the statistical analyses were performed using STATA version 13.0, and
the bilateral significance level was set to 0.05.

3. Results

Of the 5077 respondents, 2472 (46.7%) were male and 2605 (53.3%) were female.
The mean Cantril Ladder scores for the subjective well-being of the whole sample were
6.13 ± 1.99 out of 10, and the scores did not significantly differ between the genders (Sup-
plementary Table S1). Significant differences in the Cantril Ladder scores were found
between household size groups, occupation groups, those with certain pre-existing condi-
tions (i.e., cardiometabolic or respiratory diseases, mental health conditions) versus none,
and those with COVID-19 symptoms and confirmed infection groups. The respondents
with mental health conditions reported the lowest mean Cantril Ladder scores (4.88 ± 2.12).

In the multiple linear regression analysis, age, household size, and lower-skilled oc-
cupations were factors that were significantly associated with subjective well-being, as
assessed by Cantril Ladder scores (Table 1). In particular, age was positively correlated
(β = 0.03; CI [0.02, 0.03]) with the scores, while household size demonstrated mixed asso-
ciations, i.e., the scores were higher among households of two to four persons (β = 0.57;
CI (0.44, 0.72)) but lower in households of five persons or more (β = −0.48; CI (−0.71,
−0.25)) compared to single-person households. In terms of occupation, the respondents
who reported working in elementary occupations, and in logistics and transport services, ex-
hibited lower Cantril Ladder scores (β = −0.31; CI (−0.58, −0.03) and β = −0.37; CI (−0.74,
−0.01), respectively) compared to those who worked at home.

Table 1. Multiple linear regression models for Cantril Ladder scores among health and social determinants.

n (%) β 95% Confidence Interval

Age - 0.03 *** 0.02–0.03

Gender (ref. male)

Female 2605 (53.3) 0.10 −0.01–0.21

Household size (ref. single person)

2 to 4 persons 3680 (72.5) 0.57 *** 0.44–0.72

5 persons or more 390 (7.7) −0.48 *** −0.71–−0.25

Don’t know 101 (1.9) −0.23 −0.63–0.16

Occupation (ref. work at home)

Elementary occupations a 193 (3.8) −0.31 * −0.58–−0.03

Logistics and transport b 103 (2.0) −0.37 * −0.74–−0.01

Health and social care c 232 (4.6) 0.03 −0.24–0.29

Safety and social services d 114 (2.3) 0.22 −0.15–0.59

Others e 262 (5.2) −0.19 −0.44–0.05



Int. J. Environ. Res. Public Health 2021, 18, 1014 4 of 9

Table 1. Cont.

n (%) β 95% Confidence Interval

Prefer not to tell 2354 (46.4) −0.50 *** −0.63–−0.38

Cardiometabolic or respiratory
diseases f (ref. none)

Yes 1727 (34.0) −0.25 ** −0.41–−0.10

Mental health conditions (ref. none)

Yes 620 (12.2) −1.12 *** −1.28–−0.96

Others diseases g (ref. none)

Yes 888 (17.5) −0.17 −0.41–0.06

COVID-19 symptoms h (ref. none)

Yes 336 (6.6) −0.33 ** −0.54–−0.12

Prefer not to tell 97 (1.9) −0.09 −0.45–0.34

Confirmed COVID-19 infection (ref.
no)

Yes 10 (0.2) −1.05 * −2.22–−0.13

Prefer not to tell 68 (1.3) −0.24 −0.76–0.28

Social distancing i (ref. not adhered)

Adhered to guidelines 3090 (60.9) −0.08 −0.21–0.06

Note: Cantril Ladder score (min–max: 0–10). Higher scores indicate better general subjective well-being. The model applied accounted for
sample survey weights. The weighted percentages are reported for the frequency distributions. a: Construction, manufacture, and food
retail; b: logistics, delivery services, and public transport; c: healthcare and social care; d: policing, prisons, and schools; e: other unspecified
occupations that require working away from home; f: asthma, chronic obstructive pulmonary disease (COPD), cystic fibrosis, heart
diseases, high blood pressure, high cholesterol or diabetes; g: cancer, AIDS/HIV, epilepsy, multiple sclerosis or arthritis; h: experiencing
newly-developed symptoms of any of the following: dry cough, fever, loss of sense of smell or taste, shortness of breath or breathing
difficulty; i: measured by asking if respondents have been in close contact with people outside their households during the lockdown
period. Positive responses were regarded as not having adhered to the guidelines; * p < 0.05, ** p < 0.01, *** p < 0.001.

Compared to respondents without any pre-existing conditions, those with cardiometabolic
or respiratory diseases, as well as those with mental health conditions, presented signifi-
cantly lower Cantril Ladder scores (β = −0.25; CI (−0.41, −0.10) and β = −1.12; CI (−1.28,
−0.96), respectively). Additionally, our results demonstrated that testing positive for COVID-
19 (β = −1.05; CI (−2.22, −0.13)) and experiencing newly-developed COVID-19 symptoms
(β = −0.33; CI (−0.54, −0.12)) were significantly correlated with lower Cantril Ladder scores.
However, reporting adherence to social distancing guidelines was not associated.

No significant interaction was found between COVID-19–related risk factors and
occupation (results not shown). The results of the interactions of COVID-19 diagnosis
and COVID-19 symptoms with household size in relation to Cantril Ladder scores are
presented in Table 2. Positive COVID-19 diagnosis and having COVID-19 symptoms had
significant interactions with crowded households on subjective well-being, with lower beta
coefficients (β = −0.95; CI (−1.76, −0.14) and β = −4.74; CI (−9.87, −1.61), respectively).
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Table 2. Interactions between COVID-19 symptoms, confirmed COVID-19 diagnosis, and house-
hold size.

β
95% Confidence

Interval

COVID-19 symptoms a Household size

(ref. none × single
person)

Yes 2 to 4 persons 0.22 −0.32–0.75
Yes 5 persons or more −0.95 * −1.76–−0.14
Yes Don’t know −1.03 −2.56–−0.49

Prefer not to tell 2 to 4 persons 0.95 0.32–2.22
Prefer not to tell 5 persons or more −2.82 *** −4.44–−1.21
Prefer not to tell Don’t know −2.27 −0.65–−3.89

Confirmed COVID-19
infection Household size

(ref. no × single person)
Yes 2 to 4 persons −2.452 −6.47–1.57
Yes 5 persons or more −4.74 ** −9.87–−1.61
Yes Don’t know - -

Prefer not to tell 2 to 4 persons 0.460 −1.35–2.27
Prefer not to tell 5 persons or more −2.00 −4.22–0.211
Prefer not to tell Don’t know −1.21 −3.26–0.83

Note: The model accounted for the sample survey weights and was adjusted for age, gender, occupation,
cardiometabolic or respiratory diseases, mental health and other conditions, and social distancing. a: Experiencing
newly developed symptoms of any of the following: dry cough, fever, loss of sense of smell or taste, shortness of
breath or breathing difficulty. -: empty with no observations; * p < 0.05, ** p < 0.01, *** p < 0.001.

4. Discussion

In a national sample, our preliminary analysis indicated that the national average
Cantril Ladder scores were generally lower than the widely-accepted cut-off point of 7 [9]
across all of the groups during the COVID-19 pandemic. However, the pandemic has had
a greater negative impact on well-being among lower-skilled workers, people living in
crowded conditions, and those with pre-existing cardiometabolic, respiratory or mental
health conditions during the early stage of the pandemic. Our primary findings are in
line with national reports on the disparities in the risk and health outcomes of COVID-
19 [12]. Accordingly, the pandemic has potentially increased existing health inequalities
and mortality rates among people in deprived areas; in Black, Asian and Minority Ethnic
(BAME) groups; in precarious occupations; and in those with comorbidities [12]. In
particular, our study found that a positive COVID-19 diagnosis and having COVID-19
symptoms had interaction effects with crowded living conditions that deteriorated well-
being. Our findings add to the existing literature by analysing the underlying factors
in each health and social determinant, as discussed, in order to better understand their
distinct impact on the health outcomes of COVID-19.

Living conditions play an essential role in well-being. Interestingly, we identified an
inverted V-shaped association between household size and well-being, with respondents
living in households of two to four persons showing higher levels of well-being compared
to those living in single or crowded households. This finding indicates that small to
medium-sized households had facilitative effects on better well-being during the pandemic.
This effect may be explained by the social support received from household members
during the pandemic, whereas for people who lived alone, such support was reduced due
to the lockdown and stay-at-home orders [13] during the survey period. However, this was
not the case for respondents living in relatively-crowded households. Living in crowded
households of five persons or more caused lower levels of well-being, and such levels were
even lower among respondents with coexisting symptoms or a diagnosis of COVID-19.
This negative impact is consistent with prior studies that highlight population density
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and poor living conditions as being detrimental to physical and mental health [14]. This
is particularly relevant for people with low levels of SES, as economically-disadvantaged
people are more likely to live in conditions that deteriorate psychological distress [15] and
the immune system, leading to increased susceptibility to respiratory tract infections [14].

The impact of COVID-19 on well-being also differed by occupation. Lower-skilled
workers were among those hit hardest by the pandemic [12]. Our analysis showed that,
compared to work-at-home respondents, workers in elementary occupations (i.e., construc-
tion, manufacture, and food retail), and logistics, delivery services and public transport
were associated with a significant decrease of 0.31 and 0.37 units in well-being, respec-
tively. According to the data from the UK Official for National Statistics, domestic workers,
and leisure and other service occupations are significantly more likely to suffer from
excessive exposure to COVID-19 due to physical proximity to others; for example, pub-
lic transport and bus drivers were reported to have the highest rates of mortality from
COVID-19 [12]. As financially-disadvantaged people are often employed in occupations
that do not provide opportunities to work from home, many of these workers risk their
health and well-being performing precarious jobs during the pandemic. However, such
differences were not observed among healthcare, social care, safety, and social service
workers. Although it is contradictory to the findings on healthcare workers in China [16],
our study embodies a broader spectrum of occupations, highlighting the contrast of well-
being among lower-skilled workers compared to relatively-higher–skilled workers with
less-insecure employment.

The respondents with pre-existing cardiometabolic and respiratory diseases, and
those with mental health conditions, experienced a significant plunge in well-being during
the pandemic. This was especially prominent in those with mental health conditions,
showing a decrease of 1.12 units on the Cantril Ladder score. As the prevalence of chronic
conditions is negatively associated with SES [7], the disadvantaged population represents
a group at higher risk of being affected by the pandemic. Our findings are consistent with
recent studies on the exacerbation of psychosocial disorders among vulnerable populations,
such as marginalised individuals or those with pre-existing mental conditions [16,17].
Other studies have reported similar results on the impact of cardiorespiratory and chronic
comorbidities on poorer health outcomes from COVID-19 [18]. However, with regard to
other diseases, such as cancer or AIDS, no association with well-being was identified in the
current study. This may result from the function of our form of measurement. The Cantril
Ladder is a fairly general measurement of overall well-being status [9]. Specific aspects of
physical and psychological health might be related to specific health problems that are not
reflected in our current measurement, which requires further investigation.

We found no difference in well-being between those who adhered to social distancing
guidelines by avoiding contact with people outside their households and those who did
not. Although the lockdown measures apply restrictions on in-person socialization, it
can be argued that, if the respondents continued to network socially, either face-to-face
or remotely, the social distancing rules did not seem to cause changes in their well-being
status immediately within the survey period. However, a negative impact on well-being
was noted among the respondents with COVID-19–relevant symptoms or with confirmed
COVID-19 infection, which is in line with the existing studies [16]. More strikingly, the
significant interactions between positive COVID-19 diagnosis or having COVID-19 symp-
toms and living in crowded households were found to have more detrimental impacts on
well-being. While national guidance advised that people with COVID-19 symptoms or
positive test results should self-isolate at home and maintain social distancing from others,
people within crowded households seemed to experience elevated distress that may have
resulted in deteriorated well-being.

Our findings on age and gender showed similar results to previous large-scale inter-
national surveys reporting improved life satisfaction and well-being with advancing age in
both genders [19,20]. This may be explained by the increased coping ability for adverse
life events at an older age. Although one recent review suggested that older adults were
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at increased risk for mental health concerns during the COVID-19 pandemic [16], limited
evidence is available to determine the mental health risks related to age and its associated
factors during the pandemic.

The current study provides further evidence that disadvantaged populations suffer
unequally greater well-being–related burdens from the impact of the pandemic. As in the
case of the UK, many of these vulnerable populations include key workers during this
unprecedented crisis. Timely, clear and coherent guidance should be given to the public in
order to mitigate the negative impacts across the population, and to establish preparedness
for future crises [2]. Although the policies in individual countries varied in how they sought
to mitigate the circumstances of the vulnerable population during the pandemic, preventive
policies and multisectoral support should specifically target those in precarious occupations,
those in single and crowded households, and those with pre-existing conditions, in order to
tackle the existing inequalities incurred by the pandemic. For instance, this could involve
identifying people with confirmed COVID-19 infections and then tailoring supportive
treatments according to their household conditions, in order to ease family distress and
promote individual wellness. Confirmed cases with suboptimal housing conditions may
benefit from receiving telehealth services for psychophysical support, as well as support
from local authorities to ensure that they receive sufficient health care both physically and
mentally during their quarantine and recovery. Some limitations should be noted. All of
the data was collected from online self-reported surveys, which inevitably may be at risk
of misclassification and response bias. The standardised categorisation of overcrowding
using the bedroom standard by official reports [11] was not available due to the limitations
of the dataset. Furthermore, as this report is a preliminary investigation, there were several
outstanding social determinants of health that we did not account for due to the limited
available data. These include the income, educational level, access to healthcare, and
ethnic background of the respondents. The further stratification of the demographics and
longitudinal follow-up to better identify inequality-associated factors and the long-term
effects of this pandemic on individuals’ well-being are urgently needed.

5. Conclusions

Disadvantaged populations face a disproportionately-higher risk of poor health and
mental outcomes from COVID-19. Our study adds to the existing literature by providing a
better understanding of how inequalities during the COVID-19 pandemic are affecting well-
being, and it distinguishes each of their relative effects in order to inform the preventive
policies tackling existing health and social inequalities. Policies should explicitly focus on
reaching low SES groups, and should provide multisectoral support in order to ensure a
rapid and coordinated response to protect the disadvantaged in future crises.
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601/18/3/1014/s1, Table S1: Weighted frequency distributions, means and standard deviations of
Cantril Ladder scores.

Author Contributions: Conceptualization, D.T.-H.C.; methodology, D.T.-H.C. and Y.-J.W.; software
and formal analysis, D.T.-H.C.; writing—original draft preparation, D.T.-H.C.; writing—review and
editing, D.T.-H.C. and Y.-J.W.; visualization and supervision, D.T.-H.C. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: The datasets generated and analysed during the current study are
available from: https://github.com/YouGov-Data/covid-19-tracker.

Acknowledgments: Yi-Jen Wang thanks the Yin Shu-Tien Foundation Taipei Veterans General
Hospital-National Yang-Ming University Excellent Physician Scientists Cultivation Program (No. 107-
V-A-012) for supporting her PhD of Public Health research degree at Imperial College London. The

https://www.mdpi.com/1660-4601/18/3/1014/s1
https://www.mdpi.com/1660-4601/18/3/1014/s1
https://github.com/YouGov-Data/covid-19-tracker


Int. J. Environ. Res. Public Health 2021, 18, 1014 8 of 9

funding source was not involved in the study. We thank Yu-Lun Cheng for providing insightful
comments and discussions of the study.

Conflicts of Interest: The authors declare no conflict of interest.

Abbreviations

COVID-19 Coronavirus disease 2019
SES socioeconomic status
COPD chronic obstructive pulmonary disease
AIDS/HIV acquired immune deficiency syndrome/human immunodeficiency virus
ANOVA one-way analysis of variance
BAME black, Asian and minority ethnic groups

References
1. World Health Organisation. Coronavirus Disease (COVID-19) Outbreak Webpage. 2020. Available online: https://www.who.

int/emergencies/diseases/novel-coronavirus-2019 (accessed on 29 October 2020).
2. Chu, I.Y.-H.; Alam, P.; Larson, H.J.; Lin, L. Social consequences of mass quarantine during epidemics: A systematic review with

implications for the COVID-19 response. J. Travel Med. 2020, 27. [CrossRef] [PubMed]
3. Dorn, A.V.; Cooney, R.E.; Sabin, M.L. COVID-19 exacerbating inequalities in the US. Lancet 2020, 395, 1243–1244. [CrossRef]
4. Shadmi, E.; Chen, Y.; Dourado, I.; Faran-Perach, I.; Furler, J.; Hangoma, P.; Hanvoravongchai, P.; Obando, C.; Petrosyan, V.;

Rao, K.D.; et al. Health equity and COVID-19: Global perspectives. Int. J. Equity Health 2020, 19, 1–16. [CrossRef] [PubMed]
5. Burström, B.; Tao, W. Social determinants of health and inequalities in COVID-19. Eur. J. Public Health 2020, 30, 617–618.

[CrossRef] [PubMed]
6. Abedi, V.; Olulana, O.; Avula, V.; Chaudhary, D.; Khan, A.; Shahjouei, S.; Li, J.; Zand, R. Racial, Economic, and Health Inequality

and COVID-19 Infection in the United States. J. Racial Ethn. Health Disparities 2020, 2020, 1–11. [CrossRef] [PubMed]
7. Sommer, I.; Griebler, U.; Mahlknecht, P.; Thaler, K.; Bouskill, K.; Gartlehner, G.; Mendis, S. Socioeconomic inequalities in

non-communicable diseases and their risk factors: An overview of systematic reviews. BMC Public Health 2015, 15, 914. [CrossRef]
[PubMed]

8. Jones, S.P. Imperial College London Big Data Analytical Unit and YouGov Plc. Imperial College London YouGov Covid Data Hub,
v1.0, YouGov Plc. April 2020. Available online: https://github.com/YouGov-Data/covid-19-tracker (accessed on 30 May 2020).

9. Glatzer, W.; Gulyas, J. Cantril Self-Anchoring Striving Scale. In Encyclopedia of Quality of Life and Well-Being Research; Michalos, A.C.,
Ed.; Springer: Dordrecht, The Netherlands, 2014; pp. 509–511.

10. International Labour Organization. International Standard Classification of Occupations 2008 (ISCO-08): Structure, Group Definitions
and Correspondence Tables; International Labour Organization: Geneva, Switzerland, 2012.

11. Ministry of Housing Communities & Local Government UK. English Housing Survey Live Tables. July 2019. Available online:
https://www.gov.uk/government/statistical-data-sets/live-tables-on-household-characteristics (accessed on 22 October 2020).

12. Official for National Statistics (ONS). Which Occupations Have the Highest Potential Exposure to the Coronavirus (COVID-19)?
2020. Available online: https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/
articles/whichoccupationshavethehighestpotentialexposuretothecoronaviruscovid19/2020-05-11 (accessed on 7 November 2020).

13. Groarke, J.; Berry, E.; Graham-Wisener, L.; McKenna-Plumley, P.E.; McGlinchey, E.; Armour, C. Loneliness in the UK during the
COVID-19 pandemic: Cross-sectional results from the COVID-19 Psychological Wellbeing Study. PLoS ONE 2020, 15, e0239698.
[CrossRef] [PubMed]

14. Krieger, J.; Higgins, D.L. Housing and health: Time again for public health action. Am. J. Public Health 2002, 92, 758–768.
[CrossRef] [PubMed]

15. Algren, M.H.; Ekholm, O.; Nielsen, L.; Ersbøll, A.K.; Bak, C.K.; Andersen, P.T. Associations between perceived stress, socioeco-
nomic status, and health-risk behaviour in deprived neighbourhoods in Denmark: A cross-sectional study. BMC Public Health
2018, 18, 250. [CrossRef] [PubMed]

16. Rajkumar, R.P. COVID-19 and mental health: A review of the existing literature. Asian J. Psychiatry 2020, 52, 102066. [CrossRef]
[PubMed]

17. Solomou, I.; Constantinidou, F. Prevalence and Predictors of Anxiety and Depression Symptoms during the COVID-19 Pandemic
and Compliance with Precautionary Measures: Age and Sex Matter. Int. J. Environ. Res. Public Health 2020, 17, 4924. [CrossRef]
[PubMed]

18. Fang, X.; Li, S.; Yu, H.; Wang, P.; Zhang, Y.; Chen, Z.; Li, Y.; Cheng, L.; Li, W.; Jia, H.; et al. Epidemiological, comorbidity factors
with severity and prognosis of COVID-19: A systematic review and meta-analysis. Aging 2020, 12, 12493–12503. [CrossRef]
[PubMed]

https://www.who.int/emergencies/diseases/novel-coronavirus-2019
https://www.who.int/emergencies/diseases/novel-coronavirus-2019
http://doi.org/10.1093/jtm/taaa192
http://www.ncbi.nlm.nih.gov/pubmed/33051660
http://doi.org/10.1016/S0140-6736(20)30893-X
http://doi.org/10.1186/s12939-020-01218-z
http://www.ncbi.nlm.nih.gov/pubmed/32586388
http://doi.org/10.1093/eurpub/ckaa095
http://www.ncbi.nlm.nih.gov/pubmed/32638998
http://doi.org/10.1007/s40615-020-00833-4
http://www.ncbi.nlm.nih.gov/pubmed/32875535
http://doi.org/10.1186/s12889-015-2227-y
http://www.ncbi.nlm.nih.gov/pubmed/26385563
https://github.com/YouGov-Data/covid-19-tracker
https://www.gov.uk/government/statistical-data-sets/live-tables-on-household-characteristics
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/articles/whichoccupationshavethehighestpotentialexposuretothecoronaviruscovid19/2020-05-11
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/articles/whichoccupationshavethehighestpotentialexposuretothecoronaviruscovid19/2020-05-11
http://doi.org/10.1371/journal.pone.0239698
http://www.ncbi.nlm.nih.gov/pubmed/32970764
http://doi.org/10.2105/AJPH.92.5.758
http://www.ncbi.nlm.nih.gov/pubmed/11988443
http://doi.org/10.1186/s12889-018-5170-x
http://www.ncbi.nlm.nih.gov/pubmed/29439681
http://doi.org/10.1016/j.ajp.2020.102066
http://www.ncbi.nlm.nih.gov/pubmed/32302935
http://doi.org/10.3390/ijerph17144924
http://www.ncbi.nlm.nih.gov/pubmed/32650522
http://doi.org/10.18632/aging.103579
http://www.ncbi.nlm.nih.gov/pubmed/32658868


Int. J. Environ. Res. Public Health 2021, 18, 1014 9 of 9

19. Steptoe, A.; Deaton, A.; Stone, A.A. Subjective wellbeing, health, and ageing. Lancet 2015, 385, 640–648. [CrossRef]
20. Nwachukwu, I.; Nkire, N.; Shalaby, R.; Hrabok, M.; Vuong, W.; Gusnowski, A.; Surood, S.; Urichuk, L.; Greenshaw, A.; Agyapong,

V.I. COVID-19 Pandemic: Age-Related Differences in Measures of Stress, Anxiety and Depression in Canada. Int. J. Environ. Res.
Public Health 2020, 17, 6366. [CrossRef] [PubMed]

http://doi.org/10.1016/S0140-6736(13)61489-0
http://doi.org/10.3390/ijerph17176366
http://www.ncbi.nlm.nih.gov/pubmed/32882922

	Introduction 
	Methods 
	Results 
	Discussion 
	Conclusions 
	References

