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Executive Summary
The COVID-19 pandemic is likely to have affected the psychological well-being and
mental health of many people. Data on prevalence rates of mental health problems are
needed for mental health service planning.
We examined psychological well-being and prevalence of clinically significant mental
distress in a large sample from Wales 11-16 weeks into lockdown and compared this to
population-based data collected pre-COVID-19. Data were collected using an online
survey disseminated across Wales and open to adults (age 16+) from 9 June to 13 July
2020.
Psychological well-being was indexed via the Warwick-Edinburgh Mental Well-being
Scale, and psychological distress was indexed via the K10. Data were compared to those
from April 2018-March 2019 gathered by the National Survey for Wales. Data from
12,989 people were analysed. Well-being showed a large decrease from pre-COVID
levels.
Clinically significant psychological distress was found in around 50% of the population
(men = 47.4%, women = 58.6%), with around 20% showing “severe” effects (men =
17.0%, women = 20.9%).

12,989
• participants

50%
• psychological distress

20%
• severe effects
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By June-July 2020 the COVID-19 pandemic had dramatic effects on the mental health of
people living in Wales (and by implication those in the UK and beyond). The effects are
larger than previous reports. This probably reflects that the current data were taken
deeper into the lockdown period than previous evaluations of psychological distress and
well-being during the Covid-19 pandemic. Those responsible for the planning and
delivery of mental health support, at both a national and local level, need to continue to
take actions to meet an increased need for mental health support within our population.
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Background
The COVID-19 pandemic has caused widespread problems across the world, which are
likely to have adverse effects on mental health and well-being (Wang et al, 2020;
Bareket-Bojmel et al., 2020). The problems are multifarious and include fear of one’s
own illness or death, fear of illness or death of loved ones, fears due to losses of
employment, and the effects of social and physical isolation in response to the pandemic
(Qiu et al., 2020). Understanding the magnitude of this impact and what factors reduce
or promote mental health is vital to the NHS’ response to the pandemic.

The COVID-19 pandemic in Wales
The first COVID-19 case was confirmed in Wales on the 28th February 2020 with the first
death reported on the 16th March 2020. By 20th March 2020 all mainstream schools
across Wales were closed. On 23rd March 2020 the UK Government issued a lockdown of
the UK and only essential services remained open. Gatherings of two or more people
(except for individuals in the same household) were banned, whilst pubs, restaurants,
and shops selling 'non-essential goods' were ordered to close. Individuals in Wales were
informed that they could no longer travel more than 5 miles from their home unless
necessary.
At the start of the present survey (9th June 2020), the UK had the second highest number
of cumulative deaths in the world, only surpassed by the USA (World Health
Organisation, 2020). At this point, over 9% of all reported deaths resulting from COVID19 had occurred in the UK. Of a total 39,277 deaths, 1435 deaths had occurred in Wales,
a rate of 45.5 deaths per 100,000 people (Public Health England, 2020; Office of National
Statistics, 2020). During the period of the survey, reported deaths from COVID-19
continued to increase. On the 6th July 2020 lockdown restrictions began to ease in Wales
so that people were now allowed to travel more than 5 miles, although the other
restrictions remained in place.
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By the end of the survey (13th July 2020), the UK had the third highest death toll from the
pandemic, having reported another 1,711 deaths. During this period, the mortality rate
increased further in Wales, to 49.0 deaths per 100,000 people. Restrictions were eased
further on the 31st July 2020. Pubs and restaurants were able to open indoor areas on 3rd
August 2020. Up to 30 people could meet outdoors, and children under 11 would no
longer have to socially distance. Swimming pools, gyms, leisure centres and indoor play
areas were allowed to reopen from 10th August 2020, but all with social distancing
measures in place.

What is known from previous studies
Early reports of the impact of the Covid-19 pandemic on mental health and well-being
showed that care-workers suffered from high rates of depression and anxiety during the
first few weeks of the initial outbreak in China, with women being particularly affected
(Lai et al., 2020).
There have now been several reports on the mental health of specific populations during
the COVID-19 pandemic. McGinty et al. (2020) sampled over 1,000 individuals from the
USA in a single week in April 2020 and compared this to a national sample taken during
2018. Using the K6 measure of psychological distress, they noted that 13.6% of the
sample reported “serious” levels of psychological distress during the pandemic period
compared to 3.9% in 2018. These levels were moderated by age and income, with 18-29
year olds having a prevalence of 24.0% and those with the lowest income having a
prevalence of 19.3%. Pierce et al. (2020) studied 17,000 individuals across the UK in a
single week in April 2020 (one month into the COVID-19 lockdown) and compared this
with previous data. Using the GHQ-12, a measure of mental health relative to the
person’s usual mental state, they found a modest increase in GHQ-12 scores that
corresponded to an increase in psychological distress from 18.9% pre-COVID-19 to
27.3%. These increases were greater in the younger age groups, and for women. This
pattern of results has been replicated by other studies that occurred in the early phase of
the pandemic (e.g. Rettie et al., 2020; Jia et al., 2020) and have been extended to show
high levels of thoughts of self-harm and suicide in the first month of the lockdown in the
UK (Lob et al., 2020) with, again, a higher incidence rate for women.
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There are also an increasing number of yet-to-be peer-reviewed reports that attest to
deterioration of mental health due to the COVID-19 pandemic. However, the current
report does not provide an in-depth review of this unpublished material due to concern
expressed by others (Glasziou et al., 2020) that some of these data may be misleading
due to not having been appropriately peer-reviewed.

The Present Study
The present study examined psychological well-being and mental distress in the
population of Wales during the period of lockdown and took measures of key
demographic variables that might moderate effects. The study differs from previous
studies in two key ways:
(i)
(ii)

It is focused on the population of Wales;
It examines a period of time much deeper into the period of lockdown (11-16
weeks post lockdown).

This study chose to use two well-established measures relating to mental health and
well-being.
 The Warwick-Edinburgh Mental Well-being Scale (WEMWBS; Tennant et al., 2007).
WEMWBS is a measure of psychological well-being rather than mental distress.
The two concepts are correlated, but distinct (Keyes, 2005).
The construct of well-being recognizes that mental health is more than simply the
absence of mental illness (Fat et al., 2017) and aims to cover the whole spectrum
of optimal psychological functioning and feeling. Whilst the concepts of mental
distress and mental well-being are correlated (Keyes, 2005), they are not merely
the inverse of each other, as feelings of happiness, fulfilment, and purpose can
persist even in the presence of severe psychological distress (Weich et al., 2011).
A second reason for using the WEMWBS is that this was used in a national survey
of Wales by the Office for National Statistics (2019) which sampled over 10,000 of
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the population between April 2018 to March 2019. Hence, these data could be
used as a pre-COVID-19 comparison to the data of the present survey.
 The Kessler Psychological Distress Scale (K10) (Kessler, 2002) is based on questions
about anxiety and depression and is known to be closely associated with actual
diagnoses of mental illness. The K10 is a well-established and validated measure
for screening of mental illness and psychological distress used across the world
(Goldberg et al., 1997).
In addition to these key outcome variables, the survey included a range of demographic
questions about the person and their situation.
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Research Methods & Materials
The study was approved by the Research Ethics Committee at the College of Human &
Health Sciences, Swansea University. The project is registered with ISRCTN ref:
21598625. The study protocol is published at:
https://www.swansea.ac.uk/psychology/research-at-the-department-ofpsychology/research-protocols/.

Participants
Participants were recruited via online snowball sampling. The survey was advertised via a
programme of social media advertisements and emails designed to cover the population
of Wales. This included emails and tweets being sent to organisations across Wales
asking them to publicise the existence of the survey giving the URL of the survey website
for participants to be able to access the survey.
Many organisations agreed to support the research and to advertise and disseminate the
survey. This included all seven Health Boards in Wales; the four police forces in Wales;
the Welsh Ambulance Service Trust; the three Fire & Rescue services in Wales; many
large employers across Wales, including large government organisations; care homes;
homelessness organisations; GPs; the Welsh Farmers’ Union; and third sector
organisations (e.g., charitable organisations supporting specific sectors of the
community). The survey was also advertised via newspapers, radio programmes, and
celebrity tweets (e.g., Scott Quinnell, Michael Sheen, Carol Vorderman, Ian Rush).
In order to match the sample of the NSfW (2019), we also aimed to recruit a minimum
number of participants (n = 250) from each of the 22 Local Authorities across Wales and
this was achieved. This also ensured good coverage of all seven Health Boards across
Wales.
The survey was open from 9 June 2020 to 13 July 2020. During this time Wales was in a
period of “lockdown” with severe restrictions on movement, such that people were not
to leave their homes other than for essential reasons for the first four weeks and people
P a g e | 11

were not allowed to travel more than 5 miles from their homes. In the latter two weeks
of the survey these restrictions were eased somewhat, with the travel restriction being
reduced and people from two different households being able to meet outdoors while
maintaining social distancing.

Measures
The survey was administered online (Qualtrics software, Version June 2020, Provo, UT,
USA, Copyright © 2020Version) for the vast majority of participants (> 99%) and was
available in both English and Welsh language versions.
We also had a dedicated telephone line that was widely advertised so hard to reach
sectors of the population without access to the internet or electronic devices could
request a paper-based survey (with stamped addressed envelope) and thus were able to
engage with the survey. The survey was designed to take around 10 min to complete
(see Results section).
The survey comprised various sections. The first section was an information sheet and
informed consent form. The next section asked demographic questions that included
gender, age group, ethnicity, and postcode (used to calculate the deprivation index). The
following section contained the well-being and psychological distress scales. Later
sections (not analysed here) examined resilience, and the specific stressors experienced.
In accordance with recent ethical considerations for mental health research during the
COVID-19 pandemic (Townsend et al., 2020), participants were informed that the study
would ask questions about their emotional well-being before they were asked to provide
fully informed consent. There was also a section at the end of the survey that attempted
to mitigate any distress caused by the survey. This section asked participants to consider
whether there were any aspects of the Covid-19 pandemic that they had enjoyed (e.g.
“spending more time with one's family” or “enjoying a renewed sense of community
spirit”). At the end of the study, participants were also provided with a debrief form that
thanked them for their important role in the research and signposted them to three
separate services, available across Wales, that offered free 24/7, confidential listening
and support services via telephone, SMS messaging, or e-mail. Participants were
P a g e | 12

encouraged to contact these services if they were experiencing any current emotional
difficulties.
2.1 Mental Well-being

Current mental well-being (over the past two weeks) was assessed via the WarwickEdinburgh Mental Well-being Scale (WEMWBS; Tennant et al., 2007).
The WEMWBS contained 14 items covering issues such as positive affect, level of
functioning, and relationships over the past two weeks. Items are answered on a fivepoint Likert scale with respect to frequency (from “none of the time” to “all of the time”)
to give a score ranging from 14 to 70, with greater scores indicating greater well-being.
The internal consistency of the WEMWBS was high in this sample (Cronbach α = 0.94).
2.2 Psychological Distress

Current level of psychological distress was assessed by the Kessler Distress Scale (K10;
Kessler, et al., 2002). The standard K10 asks people to rate distress over the past 30 days.
However, we chose to amend this to over the past two weeks to match the time period
of the WEMWBS.
The K10 contains 10 items measuring current psychological distress and, in particular, to
symptoms of anxiety and depression. Items are rated on a five-point Likert scale with
respect to frequency (from “none of the time” to “all of the time”) to give a score from 10
to 50, with greater scores indicating greater levels of psychological distress. The internal
consistency of the K10 was high in this sample (Cronbach α = 0.93).
2.3 Welsh Index of Multiple Deprivation.

The Welsh Index of Multiple Deprivation (WIMD) is produced by the Welsh Government
(2019) and is a measure of relative deprivation for 1,909 areas of Wales (1 = most
deprived, 1909 = least deprived), with each area containing an average of 1,600 people.
It defines deprivation as “the lack of access to opportunities and resources which we
might expect in our society”, p 14).
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Research Findings
1. Data related to the population in Wales
Demographics

In total, 15,469 people started the survey. Of these, 2,417 did not complete over 50% of
the survey and were excluded from further analysis. Analysis of the time taken to
complete the survey found that the median time was 647 s (IQR: 510-863) and people (n
= 63) who had taken less than 240 s were removed as we judged that such fast
completion was not commensurate with carefully answering the questions. Hence, we
report data from 12,989 people, although not all people completed all sections or all
questions.
Demographic data from the sample are displayed in Table 1 (Supplementary Data
section), alongside data from the NSfW. The vast majority of respondents classified
themselves as “White” with other categories making up less than 4%. This was highly
similar to the NSfW survey and to other figures for the population of Wales and can be
thought of as representative of the ethnic mix of the population. The present sample
showed a gender imbalance (approx. 80% women) which is clearly not representative of
the population. Hence, all statistical analyses were stratified by gender so that any
differences due to gender would not affect the results reported. Our sample also showed
an under-representation of older adults compared to the NSfW.
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Number and percentage of participants in each age group

Participant Age
3500

30.00%

3254

3000

2647

2761

25.00%

21.30%

20.00%

25.10%

2500
1870

2000

20.40%

15.00%
1500

14.40%

1000
500

703

775

5.40%

6%

10.00%

968
7.50%

11
0.10%

0
16-24

25-34

35-44

45-54

Number

55-64

65-74

75+

5.00%
0.00%

Prefer not to
say/no
response

Percentage

2. Well-being in Wales in comparison to pre-COVID-19
Overall

Figure 1 illustrates the data from the present survey alongside the data from the NSfW1.
Scores in the present study were significantly lower (M = 45.4, 95% CI [45.2, 45.6]) than
for the NSfW (M = 51.1 [50.9, 51.3]), F(1, 22279) = 1215.12, p < .001; pη2 = .05.

1 The NSfW data were taken across a year-long period, whereas our data were taken in the months of June
and July. To account for possible time of year effects, we examined the NSfW data by month. In the months of June
and July the mean WEMWBS was 51.4 [50.7, 52.0] which was slightly above the mean for the year (M = 51.2 [51.1,
51.4]). Hence, well-being was higher in the months of June and July for the NSfW and so time of year cannot
account for the present findings of low psychological well-being in our survey.
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Figure 1

Warwick Edinburgh Well-being Scale

55.0

PRE-COVID
50.0

45.0

COVID (present study)
40.0

Men
Women
35.0
16-24

25-34

45-54

35-44

55-64

65-74

75+

Age groups (years)

Effects of Gender

Table 2 (Supplementary Data section) gives the details of the interaction between time
of study and gender. Well-being dropped by a greater amount from pre-COVID-19 to
COVID-19 phases for women (6.8 points, effect size 0.70) than for men (5.6 points, effect
size 0.56), although this effect of gender is small.

Change in
well-being
score
-5.6
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-6.8

Effects of Age

Table 2 also details the interaction of time of study and age. The change in scores from
pre-COVID-19 to during the COVID-19 pandemic were systematically smaller as a
function of increasing age group. Hence, the youngest age group has a difference of 9.1
points (effect size = 0.95), while the oldest had a difference of only 2.9 points (effect size
= 0.31). Hence, age has strongly affected the drop in psychological well-being due to the
COVID-19 pandemic, with younger people being far more severely affected.

Change in well-being score

- 9.1

16-24
75+
- 2.9

Effects of Deprivation

People were divided into deprivation quintiles according to their WIMD score. Figure 2
displays well-being as a function of deprivation index. There is a clear effect of
deprivation on mental health. However, this effect appears similar in size for both the
data taken pre-COVID and the data taken during the COVID pandemic.
Statistical analysis (ANOVA) with factors of time of survey and WIMD quintiles and
covariates of age and gender, supported this view of the data. There was a main effect of
time of data collection, F(1, 19524) = 1490.84, p < .001, pη2 = .071, and of deprivation
quintile, F(4, 19524) = 55.59, p < .001, pη2 = .011. However, the interaction between
time of data collection and WIMD quintile did not reach our stated level of statistical
significance (p<.01); F(4, 19524) = 2.88, p = .02, pη2 = .001. This indicates that there are
strong and significant effects of the COVID-19 pandemic and of deprivation index on
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mental health, but that these risk factors to poor mental well-being did not interact (or
impact one on the other).
Figure 2

Warwick Edinburgh Well-being Scale

55.0

PRE-COVID
50.0

45.0

COVID (present study)
40.0

Men
Women
35.0
20%
Most deprived

40%

60%

80%

100%
Least deprived

Deprivation Index (quintiles)
Summary

There was a large decrease in psychological well-being from pre-COVID-19 to during the
COVID-19 pandemic. This drop in psychological well-being was most pronounced for the
youngest age group, which showed a drop around three times greater than for the oldest
age group, although the change in psychological well-being is graded across all the age
groups in a linear fashion. Women were also more affected by the pandemic than men,
although this effect was small. Finally, while increasing deprivation was associated with
poorer psychological well-being, it was not associated with the change (or deterioration)
in well-being due to the COVID-19 pandemic.

P a g e | 18

3. Current Well-being in Wales
Overall

The K10 was included in this study because of its well-established ability to categorise
people in terms of clinically significant levels of mental distress. The K10 can be used to
classify people as “psychologically well (0-19)”, “mild mental distress (20-24)”,
“moderate mental distress (25-29)”, and “severe mental distress (30+)”.
Figure 3 shows the percentage of people in each group during the time period of our
survey. Over half (56.4%) of the sample reported some level of psychological distress,
with 20.2% reporting severe levels of distress.
Figure 3

Levels of mental distress (K10) in total sample
Severe distress (> 30)
20%

Well (< 19)
44%
Moderate distress (25 29)
17%

Mild distress (20 - 24)
19%
Well (< 19)

Mild distress (20 - 24)

Moderate distress (25 - 29)
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Severe distress (> 30)

For the purposes of analysing the effects of possible moderators of distress, we used the
cut-off of 25 or more to define people who had a “moderate or severe level of mental
distress”. Using these criteria, we found that 36.9% of the sample were so defined.
In order to examine the effects of possible moderators of this overall figure (36.9%), we
examined how any particular factor (e.g. living alone) affected these rates of
psychological distress. This was done by comparing rates of distress for people who have
been exposed to this risk factor to people who have not.
Rates were compared using binary logistic regression and we present the odds ratio(s)
for this factor. An odds ratio of 1.0 means that there is no difference between the
groups, and hence the exposure had no effect. An odds ratio of 1.30 can be seen as a
30% increase in the odds of being mentally distressed due to this exposure, while an
odds ratio of 2.0 means there is a 100% increase in the odds of mental distress given this
exposure. In turn, this could be stated that there is a doubling of the odds of the
outcome. We also present 95% confidence intervals for these odd ratios. This analysis
was then also repeated with major possible predictors added as covariates to give the
adjusted odds ratio. The factors chosen for the possible covariates were age, gender,
and deprivation index (see above analysis of these factors). These adjusted odds ratios
can be seen as the effect of exposure to this moderator variable after taking into account
the influence of the covariates (age, gender, and deprivation).
Gender

Gender had a strong influence
on rates of significant distress,
with women showing higher
rates than men (39.5% vs
28.8%). This difference remained
steady after adjusting for
possible influences of age and
deprivation.

Rates of significant distress

•39.5% •28.8%
Women
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Men

Age

Age had a strong influence on level of psychological distress. Levels of distress were least
in the oldest group (75+), with 18.0% having clinically significant distress and greatest in
the youngest group (16-24) with 56.6% being classed as
significantly distressed. This over 5-fold increase remained after
adjustment for possible influences of gender and deprivation.
Deprivation

40.6%
distress in
most
deprived
group

The extent of deprivation also influenced the proportions classified
as having significant distress. Levels of distress were greatest in the
most deprived group (40.6%) and lowest in the least deprived
group (28.0%). Using the least deprived group as a comparison,
individuals with psychological distress were 1.76 times more likely
to be in the most deprived group compared to the least deprived group and this figure
did not significantly change after adjusting for the effects of age and gender.
Lives Alone

The survey included a question about whether the person lived
alone or not. Those that reported living alone were around 1.3
times more likely to be currently psychologically distressed.

1.3 x more
likely to be
distressed
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History of mental health difficulty
The survey included a question about whether the person had a
previous history of mental health difficulty (options: yes, no, prefer
not to say). Those that reported such a history were over 4 times
more likely to be currently psychologically distressed.

4 x more
likely to be
distressed

Key worker status

No association

The survey included a question about whether the person was a
key worker (defined as a person who is employed, or selfemployed, or on a training scheme and that their work is critical
to the COVID-19 response, options: yes (NHS vs not NHS), no,
prefer not to say). There was no significant change in levels of
distress associated with key worker status.

COVID-19 symptoms

The survey included a question about whether the person had experienced any
symptoms of COVID-19 (options: No signs, some symptoms but unsure if COVID-19, mild
symptoms, major symptoms, been hospitalised, been admitted to an intensive care unit,
prefer not to say). Due to low numbers in the categories of “been hospitalised” and
“been admitted to intensive care unit” these people were recoded into the “major
symptoms” category for analysis. Compared to the people who reported no symptoms,
people who reported having symptoms, but were unsure whether they were COVIDrelated were around 40% more likely to
Major symptoms :
have current distress, while those that
75% more likely
reported major symptoms were around
Symptoms but unsure:
75% more likely to have current distress.
Those that reported only mild symptoms 40% more likely
were not more likely to be currently
distressed than those with no symptoms.
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Financial Problems

2.5 x more
likely to be
distressed

The survey included a question about whether the person had
experienced any financial problems since the start of the COVID-19
pandemic (options: tick or not). People who reported such financial
problems were around 2.5 times more likely to have current distress,
even after adjusting for the effects of deprivation, age and gender.

Experienced a bereavement

The survey included a question about whether the person had
experienced a bereavement since the start of the COVID-19 crisis
(options: tick or not). Levels of current distress were not
associated with having experienced a bereavement.

No association

Home schooling a child

The survey included a question about whether the person had
been home-schooling a child since the start of the COVID-19 crisis
(options: tick or not). Levels of current distress were not
associated with home-schooling a child.
No association
Relationship problems

The survey included a question about whether the person had
experienced any relationship problems since the start of the
COVID-19 crisis (options: tick or not). People who reported such
relationship problems were around 3 times more likely to have
current distress, even after adjusting for the effects of
deprivation, age and gender.
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3 x more likely
to be distressed

Domestic Abuse

1.3 x more likely
to be distressed

The survey included a question about whether the person had
experienced any domestic abuse since the start of the COVID-19
crisis (options: tick or not). People who reported such domestic
abuse were over 3.5 times more likely to have current distress.
However, this effect fell to only 1.34 after adjusting for the effects
of deprivation, age and gender.

Summary

Overall, there were large numbers of people reporting psychological distress at the time
of the survey – with over 50% of the sample reporting at least mild distress and over 20%
reporting severe distress.
Most notable among the results were the far greater levels of distress in the younger age
groups – with those in the youngest group being some 5.54 times more likely to be
distressed than the oldest age group. N.B. Distress here is defined as those who reported
moderate or severe levels of psychological distress (see page 19).
Other factors that exacerbated levels of distress were:
 Gender – women were 1.42 times more likely to be distressed than men.
 Deprivation – those in the lowest quintile were 1.60 times more likely to be
distressed than those in the highest quintile.
 History of previous mental health difficulty – those with such a history were 4.03
times more likely to be currently distressed.
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 Exposed to COVID-19 – those that have had major symptoms were 1.79 times
more likely to be distressed.
 Financial problems – people with financial problems were 2.61 times more likely to
be distressed.
 Isolated – those experiencing social isolation were 3.04 times more likely to be
distressed. In a similar vein, people who live alone were 1.57 times more likely to
be distressed.
 Relationship problems – people with current relationship problems were 2.82
times more likely to be distressed.
 The survey did not find that the factors of experiencing a bereavement, home
schooling a child, or being key worker, increased levels of psychological distress.

4. Variations Across Wales
Health Boards

Data from the survey were stratified by Health Board to examine if certain health board
regions were more affected in terms of mental health during the COVID-19 pandemic.
Again, we used a score of 25 or greater on the K10 to classify people as suffering from
current psychological distress.
Data from the 7 Health Boards are listed in Table 4 (Supplementary Data) in order of the
reported levels of psychological distress. People from the Powys Teaching Health Board
showed the lowest levels of distress (31.5%) and those from Betsi Cawaladr showed the
greatest (44.2%). In the previous analyses (above) we chose the group with the least
levels of distress as the comparison group. However, in this case the group with the
lowest level of distress (Powys) was also by far the smallest sample size (N = 305) which
would mean a poor level of statistical power for the analysis. Therefore, we chose the
group with the next lowest level (Cardiff and Vale University Health Board) as the
comparison group. For the unadjusted odds ratios, only Betsi Cadwaladr and Swansea
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Bay Health Boards showed significantly increased levels of current mental distress in
comparison to Cardiff and Vale. However, this only remained significant for Betsi
Cadwaladr after the effects of gender, age and deprivation were taken into account.

44.2

% Population
reporting
mental
distress (K10)
by Health
Board

Betsi Cadwaladr

Powys

31.5
35.4
34.4

Hywel Dda

Aneurin Bevan
Swansea Bay

38.0
33.9
Cwm Taf
Morgannwg
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32.6
Cardiff & Vale

Local Authorities

Data from the survey were stratified by Local Authority to examine if certain areas were
more affected in terms of mental health during the COVID-19 pandemic.
Data from the 22 Local Authorities are listed in Table 5 (Supplementary Data) in order of
the reported levels of mental distress. People from Monmouthshire reported the lowest
levels of psychological distress (23.4% classified as having current psychological distress).
Rates from the other Local Authorities were then compared to those of Monmouthshire
using binary logistic regression, and repeating this analysis while adding gender, age and
deprivation as covariates to adjust the odds ratios for these factors.
The results show significantly increased levels of current mental distress for a number of
Local Authorities in comparison to Monmouthshire after the effects of age, gender and
deprivation are taken into account, for example, in Wrexham which has the greatest
levels of mental distress there is an approximately 3-fold increase in the likelihood of
current psychological distress.

5. Positive Factors During COVID-19
We also asked people if there were any aspects of life they were enjoying during the
COVID-19 pandemic and the resulting lockdown and restrictions. People indicated this
by simply ticking the item (or not) in the survey. The results are shown in the figure
below.
Most people found some aspect of the situation enjoyable with only 4.4% endorsing the
“none” item. The items receiving the heaviest endorsement appear to be related to the
slower pace of life induced by the restrictions, not having to commute and travel so
much, with concomitant positive changes to the environment (e.g. less pollution).
People also reported enjoying the greater time available to spend with family, and for
hobbies, gardening, and home improvements. Finally, there was also strong
endorsement for the work of the NHS and being able to reflect on what is important in
life.
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Positive Factors During COVID

Spending time with family

42.7

Having time to cook/bake

37.5

Exercise/fitness

30.8

Community spirit

30.1

Reflecting on what is important

47.4

Getting up later

24.8

Commuting/travelling less

40.1

Slower pace of life

58.9

Spending less money

56.5

Hobbies and recreation

35.4

Learning new skills

19.7

Gardening and home improvements

48.3

Better environment (less pollution, etc)

59.8

Recognising work of NHS

47.4

Nothing

4.4
0

10

20

30

Percentage Respondants
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Summary and Conclusions
The major findings from the survey are that Wales has suffered a large drop in mental
well-being from pre-COVID-19 levels as measured 11-15 weeks since the start of the
initial lockdown (23rd March 2020). In turn, this has resulted in over half the sampled
population reporting clinically significant levels of psychological distress, with some 20%
reporting severe levels of psychological distress.
While we identified a number of factors that were associated with higher levels of
psychological distress (e.g. gender, levels of deprivation, etc.) the most remarkable
finding was the disparity due to age, with those in the lowest age group (16-24) suffering
the greatest drop in well-being from pre-COVID levels, and therefore now having the
greatest levels of psychological distress. The implications of these findings will be
discussed below.
Since the inception of this survey in Wales, other groups from across the world have
reported on levels of mental health problems in other populations during the COVID-19
pandemic. For instance, Peirce et al. (2020), who sampled the UK population during the
earlier part of the lockdown (April 2020), also demonstrated raised levels of
psychological distress (although at lower levels than the present study) with a similar
pattern to our findings of the greatest mental health effects being for younger people
and women. Most recently, Jia et al. (2020) who also sampled from the UK community
early in the lock-down in April 2020, also demonstrated this pattern of results. Thus, the
pattern of results reported here for Wales seem to be consistent with those reported
elsewhere in the UK, suggesting that these findings are robust and reliable, and therefore
a suitable basis for planning for the future.
The finding that the present results appear to be more extreme than those of the
previous surveys may reflect that levels of psychological health in our population may be
worsening as the pandemic continues. This gives rise to the concern that patterns of
psychological distress may continue to deteriorate over time as the COVID-19 crisis
continues along with associated restrictions on lifestyle. It is possible that early on during
the pandemic many people believed that the impact of COVID-19 on behavior and
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lifestyle was going to be relatively short-term. As the situation progresses it may be that
there is an increasing acceptance of the long-term impact of COVID-19 on ways of life
and the economy, with a corresponding deterioration in well-being and mental health.
We recommend that changes in mental health as the COVID-19 pandemic continues
need to be monitored in order to evaluate if there is a continued pattern of deterioration
in well-being and mental health, or whether certain sectors of the population are
adapting to new ways of living and finding strategies to develop resilience. We hope that
a second survey, following the sample of this present report via longitudinal evaluation,
will allow us to investigate patterns and trends in mental health and well-being across
our population.
The current study identifies significant variation in psychological distress between Local
Authority areas that can not be accounted for by deprivation, age or gender. We
recommend that consideration is given as to why such differences exist and this is
further explored as part of the second follow up survey to identify if such variation is
stable over time.
Due to the methodology and measures used a limitation of the current study is that it is
likely that some members of the community, such as people with a significant learning
disability or individuals with significant dementia, would have found it very difficult to
participate. We recommend that further research is undertaken to explore the impact of
the COVID-19 pandemic on the mental health of such individuals.
We recommend that policy makers and those responsible for the planning and delivery
of mental health and well-being support both at a national and local level reflect on the
current findings. Firstly, the degree of psychological distress reported by the current
sample is suggestive that many people within Wales may need mental health support,
ranging from evidence based self-help Tier 0 interventions through to more specialist
mental health support for those most significantly distressed. Within this context the
authors note the recent publication from the Centre for Mental Health (O’Shea, 2020)
describing the development of a model that predicts that almost 20% of the population
of England will need either new or additional mental health support as a direct
consequence of the crisis. Secondly, the research findings highlight some specific issues
that would warrant further consideration. Examples include, how can services support
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the psychological needs of those recovering from Covid-19 and the need to consider
opportunities to reduce feelings of social isolation, not only for those living alone. The
current findings also serve as a reminder to continue to take societal actions to address
the broader psychosocial determinants that are known to impact on mental health, such
as experiencing abuse, relationship difficulties, deprivation and financial hardship.
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Supplementary Data
Table 1: Demographic information on the sample and that of the NSfW
Number
Total
Gender

Male
Female
Other
Prefer not to
say/no response

Percent

NSfW 2019

12,989
2,490
10,391
25
83

19.2
80.0
0.2
0.6

44.9
55.1
0.0

Age

16-24
25-34
35-44
45-54
55-64
65-74
75+
Prefer not to
say/no response

703
1870
2647
3254
2761
775
968
11

5.4
14.4
20.4
25.1
21.3
6.0
7.5
0.1

5.8
11.9
13.0
15.6
18.2
19.9
15.6
0.0

Ethnicity

White - any
Asian - any
Black - any
Mixed - any
Other
Prefer not to
say/no response

12,553
130
16
110
74
106

96.6
1.0
0.1
0.8
0.6
0.8

96.4
1.7
0.5
0.5
0.8
0.1

Relationship
status

Single
Married/civil
partnership
Co-habiting

1847
7101

14.2
54.7

28.4
45.2

1880

14.5

-
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Employment

Partner noncohabiting
Separated
Divorced
Widowed
Other
Prefer not to
say/no response

753

14.2

-

198
652
406
69
83

1.5
5.0
3.1
0.5
0.6

2.4
11.8
12.2
0.1

Paid employment
Self-employed
Student
Apprentice
Unemployed
Long term
sick/disability
Retired
Furloughed
Stay at home
parent
Full time carer
Other
Prefer not to
say/no response

8533
502
480
31
149
413

65.7
3.9
3.7
0.2
1.1
3.2

46.3

1945
574
228

15.0
4.4
1.8

36.6
4.7

42
2
90

0.3
0.0
0.7

0.8
0.0
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3.7
2.1
5.5

Table 2: Scores on WEMWBS by gender and age
Warwick
Edinburgh Mental
Well-Being Score
COVID
Gender

Age

Male

45.9

PreCOVID
51.5

Difference
[95% CI]

P

Effect size
(Hedges G)
[95% CI]

5.6
[5.1, 6.1]

<.001

0.57
[0.52, 0.62]

Female 44.2

51.0

6.8
[6.4, 7.1]

<.001

0.70
[0.66, 0.73]

16-24

41.2

50.3

9.1
[8.0, 10.2]

<.001

0.95
[0.83, 1.06]

25-34

41.4

50.2

8.8
[8.1, 9.4]

<.001

0.92
[.84, 1.00]

35-44

43.2

50.7

7.5
[6.8, 8.1]

<.001

0.79
[0.72, 0.86]

45-54

44.9

50.1

5.1
[4.6, 5.7]

<.001

0.53
[0.47, 0.59]

55-64

45.7

50.8

5.1
[4.6, 5.7]

<.001

0.51
[0.45, 0.57]

65-74

47.8

52.9

5.1
[4.4, 5.9]

<.001

0.56
[0.47, 0.65]

75+

49.8

52.7

2.9
[2.1, 3.7]

<.001

0.31
[0.22, 0.39]
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Table 3: Results from the K10 measure of mental distress
Number Well (%)

Distress (%)

12415

63.2

36.8

Odds ratio
(unadjusted)
-

Male

2405

67.8

28.8

-

Female

10010

61.5

38.5

1.47
[1.34, 1.62]

75+

912

82.0

18.0

-

65-74

743

76.6

23.4

55-64

2639

68.1

31.9

45-54

3113

66.1

33.9

35-44

2526

59.9

40.1

25-34

1801

47.8

52.2

16-24

671

43.4

56.6

1.40
[1.10, 1.77]
2.14
[1.77, 2.58]
2.34
[1.98, 2.82]
3.05
[2.53, 3.68]
4.98
[4.11, 6.04]
5.92
[4.71, 7.43]

All
Gender

Age
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Odds ratio
(adjusted)
-

p < .0001 1.42
p < .0001
[1.27, 1.59]

p < .01
p < .0001
p < .0001
p < .0001
p < .0001
p < .0001

1.36
[1.04, 1.78]
2.06
[1.66, 2.55]
2.20
[1.78, 2.72]
2.85
[2.30, 3.54]
4.98
[3.74, 5.89]
5.54
[4.18, 7.35]

p < .01
p < .0001
p < .0001
p < .0001
p < .0001
p < .0001

Number Well (%)
Deprivation
Index

Distress (%)

Odds ratio
(unadjusted)
-

5 (least
1929
deprived)
4
1925

72.0

28.0

65.2

34.8

3

1923

64.1

35.9

2

1919

64.4

35.6

1 (most
1933
deprived)

59.4

40.6

No

10774

64.0

36.0

-

Yes

1707

58.2

41.8

1.28
[1.15, 1.42]

History of
No
Mental Health
Yes
Difficulties

5789

75.0

25.0

-

2686

44.8

55.2

4.58
[4.23, 4.97]

Key worker
status

2958

65.9

34.1

-

Yes - NHS 2994

64.0

36.0

1.08
[0.98, 1.21]

Lives alone

No
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1.37
[1.20, 1.57]
1.44
[1.26, 1.65]
1.42
[1.24, 1.63]
1.76
[1.54, 2.01]

Odds ratio
(adjusted)
p < .001

1.35
[1.17, 1.55]
p < .0001 1.42
[1.23, 1.63]
p < .0001 1.38
[1.20, 1.59]
p < .0001 1.60
[1.39, 1.83]

p < .001
p < .0001
p < .0001
p < .0001

p < .001

1.57
p < .0001
[1.39, 1.79]
-

p < .0001 4.03
p < .0001
[3.67, 4.43]
ns

0.98
ns
[0.87, 1.12]

Odds ratio
(unadjusted)
1.04
ns
[0.93, 1.16]

Odds ratio
(adjusted)
0.99
ns
[0.88, 1.13]

34.7

-

-

56.3

43.7

1.46
[1.33, 1.60]

p < .0001 1.41
p < .0001
[1.27, 1.57]

560

61.6

38.4

ns

major

237

51.8

48.5

1.17
[0.98, 1.40]
1.77
[1.37, 2.30]

Financial
problems

No

10157

67.3

32.7

-

Yes

2359

45.5

54.5

2.92
[2.65, 3.22]

Food
Insecurity

No

12109

64.2

35.8

-

Yes

407

31.8

68.6

1.90
[1.23, 2.94]

Experienced a
bereavement

No

9983

64.2

35.8

-

Yes

2533

59.2

40.8

1.13

COVID-19
symptoms

Number Well (%)

Distress (%)

Yes – not
NHS

2967

65.0

35.0

None

9367

65.3

Somebut
unsure
mild

2283
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1.12
ns
[0.91, 1.37]
p < .0001 1.79
p < .0001
[1.33, 2.41]
p < .0001 2.61
p < .0001
[2.33, 2.93]
p < .01

1.91
p < .05
[1.04, 3.48]
-

ns

1.25

ns

Number Well (%)

Distress (%)

Odds ratio
(unadjusted)
[0.96, 1.33]

Odds ratio
(adjusted)
[0.99, 1.58]

Home
schooling a
child

No

11414

64.0

36.0

-

Yes

1102

54.8

45.2

1.11
[0.79, 1.56]

Social
Isolation

No

10662

67.5

32.5

-

Yes

1854

38.4

61.6

3.03
[2.80, 3.28]

p < .0001 3.04
p < .0001
[2.77, 3.34]

Relationship
problems

No
Yes

9953
2563

65.3
44.5

32.0
55.5

3.04
[2.77, 3.34]

p < .0001 2.82
p < .0001
[2.53, 3.14]

Domestic
abuse

No
Yes

12240
276

63.9
33.0

36.1
67.0

3.59
[2.79, 4.63]

p < .0001 1.34
p < .001
[1.21, 1.49]
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ns

1.00
ns
[0.66, 1.53]
-

Table 4: Results from the K10 measure of mental distress per Health Board, ordered by wellness percentage
K10
Number
Well (%) Distress (%) Odds ratio
Odd ratio
(unadjusted)
(adjusted)
Health
Powys
305
68.5
31.5
0.94
ns
0.93
Board
Teaching
[0.72, 1.22]
[0.68, 1.27]
Cardiff and 1581
67.4
32.6
Vale
Cwm Taf
881
66.1
33.9
1.08
ns
0.91
Morgannwg
[0.91, 1.28]
[0.74, 1.13]
Aneurin
2390
65.6
34.4
1.08
ns
1.01
Bevan
[0.94, 1.23]
[0.86, 1.20]
Hywel Dda 2858
64.4
35.4
1.14
ns
1.14
[0.99, 1.29]
[0.97, 1.33]
Swansea
1835
62.0
38.0
1.26
p < .01 1.17
Bay
[1.10, 1.45]
[0.99, 1.39]
Betsi
2405
55.8
44.2
1.65
p < .001 1.51
Cadwaladr
[1.44, 1.88]
[1.29, 1.77]
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ns

ns
ns
ns
ns
p < .001

Table 5: Results from the K10 measure of mental distress per Local Authority ordered by wellness percentage
K10
Number
Well
Distress
Odds ratio
Odd ratio
(%)
(%)
(unadjusted)
(adjusted)
Local
Monmouthshire 495
76.6
23.4
Authority
Vale of
414
73.2
26.8
1.20
ns
1.13
Glamorgan
[0.89, 1.22]
[0.80, 1.59]
Bridgend
300
69.0
31.0
1.47
ns
1.14
[1.07, 2.02]
[0.79, 1.65]
Powys
308
68.8
31.8
1.48
ns
1.24
[1.08, 2.03]
[0.86, 1.78]
Merthyr Tydfil
262
66.8
33.2
1.62
p < .01
1.24
[1.17, 2.26]
[0.85, 1.80]
Cardiff
1174
65.4
34.6
1.73
p < .0001 1.36
[1.35, 2.20]
[1.05, 1.94]
Torfaen
597
65.3
32.0
1.54
p < .01
1.32
[1.17, 2.01]
[0.97, 1.79]
Rhondda Cynon 626
65.3
34.7
1.73
p < .001 1.25
Taf
[1.33, 2.26]
[0.93. 1.70]
Ceredigion
597
65.3
34.7
1.73
p < .0001 1.36
[1.33, 2.27]
[1.00, 1.85]
Carmarthenshire 1331
64.9
35.1
1.77
p < .0001 1.43
[1.39, 2.24]
[1.09. 1.87]
Swansea
1057
63.3
36.7
1.90
p < .0001 1.51
[1.49, 2.42]
[1.15, 2.00]
Caerphilly
539
62.2
37.8
1.99
p < .0001 1.43
[1.52, 2.61]
[1.05, 1.94]
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ns
ns
ns
ns
ns
ns
ns
ns
p < .01
p < .01
ns

K10

Number
Flintshire

402

Well
(%)
61.7

Distress
(%)
38.3

Pembrokeshire

959

61.4

36.4

Newport

477

61.4

38.6

Conwy

487

59.5

40.5

Blaenau Gwent

307

57.2

43.0

Denbighshire

434

56.5

43.5

Neath Port
Talbot
Anglesey

489

55.4

44.6

298

53.4

46.6

Gwynedd

475

52.0

48.0

Wrexham

324

49.4

50.6
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Odds ratio
(unadjusted)
2.03
[1.52, 2.71]
1.87
[1.46, 2.39]
2.05
[1.55, 2.71]
2.22
[1.69, 2.92]
2.46
[1.81, 3.35]
2.52
[1.90, 3.34]
2.63
[2.00, 3.46]
2.86
[2.10, 3.89]
3.02
[2.29, 3.97]
3.35
[2.48, 4.53]

p < .0001
p < .001
p < .0001
p < .0001
p < .0001
p < .0001
p < .0001
p < .0001
p < .0001
p < .0001

Odd ratio
(adjusted)
1.68
[1.20, 2.35]
1.60
[1.21, 2.11]
1.56
[1.14, 2.16]
1.64
[1.19, 1.85]
1.83
[1.28, 2.60]
1.67
[1.20, 2.31]
1.88
[1.37, 2.58]
2.38
[1.66, 3.39]
2.59
[1.89, 3.56]
2.81
[1.97, 4.01]

p < .01
p < .01
p < .01
p < .01
p < .01
p < .01
p < .001
p < .001
p < .001
p < .001
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