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ABSTRACT
Objective To understand how area deprivation 

inequalities in COVID- 19 mortality changed during the 

national vaccination programme in England and to identify 

the extent to which these inequalities might be explained 

by unequal vaccination uptake.

Design Ecological study.

Setting 307 Lower Tier Local Authorities in England, 

March 2020 – December 2022.

Main outcome measure Inequality in age- standardised 

mortality rates 28 days after a positive COVID- 19 test by 

area- level deprivation from March 2020 to December 

2022. We employ three different measures of this 

inequality: the disparity index, the concentration and 

generalised concentration index, and absolute and relative 

measures of inequality. We use the 2019 edition of the 

Index of Multiple Deprivation, transformed into quintiles.

Results Relative inequalities in age- standardised 

mortality rates 28 days after a positive COVID- 19 test 

reduced substantially (from around 6.9 times higher 

in most deprived to least deprived to 1.2 times higher) 

in the 25 months after the national vaccination rollout 

began. Vaccination uptake between the most and least 

deprived quintiles widened with each dose. Inequalities in 

cumulative mortality rates developed quickly, and while 

they stabilised and reduced, they did not disappear. We 

estimate that if vaccination rates in the most deprived 

areas had been the same as those in the least deprived, 

absolute disparity inequality would have been reduced 

from 118.9 per 100 000 (95% CI 117.0 to 120.7) to 40.2 

(95% CI 3.7 to 76.7) at the end of 2022.

Conclusions National COVID- 19 vaccination strategies 

offer the potential to significantly reduce inequalities 

in COVID- 19 mortality rates. However, more could be 

achieved if barriers to vaccination uptake in the most 

deprived areas are overcome.

INTRODUCTION

COVID- 19 has been associated with just over 
7 million deaths globally.1 Despite initial 
claims that the virus ‘does not discriminate’, 
evidence suggests that, in many countries, 

COVID- 19 mortality has been unequal—
higher—in lower socioeconomic groups and 
in more deprived areas.2 This has also been 
observed in a UK context, with substantial 
inequalities by area deprivation.3 Explana-
tions for this inequality include unequal 
vulnerability, susceptibility, exposure and 
transmission.4 These pathways include a 
higher prevalence of comorbidities and 
poverty, as well as a greater proportion of 
the population working in the service sector 
(or ‘essential worker’ roles), and living in 
densely populated areas with household over-
crowding.4 COVID- 19 has since been called 
an ‘unequal pandemic’, with far reaching 
consequences for health and inequalities.5 
Concerns surrounding the impact of our 
response to the pandemic in terms of the 
potential to further exacerbate these inequal-
ities were also raised in the early stages of the 
pandemic.6

Population- wide vaccination is now a core 
containment strategy employed worldwide. 
Globally, estimates suggest that the first year 
of the COVID- 19 vaccination effort (2021) 
prevented 19.8 million deaths.7 The UK was 

STRENGTHS AND LIMITATIONS OF THIS STUDY

 ⇒ We assessed population- wide inequalities via area- 

level deprivation.

 ⇒ This enabled us to model the difference between 

observed inequalities in vaccination rates and hy-

pothetical inequalities if uptake in the most deprived 

areas had been more similar to the least deprived.

 ⇒ This is an ecological study and results pertain to ar-

eas, not individuals.

 ⇒ We were unable to disentangle the effects of the pe-

riods of ‘lockdown’ as they were applied equally to 

the whole country.
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the first country to approve a COVID- 19 vaccine.8 Vacci-
nation was rolled out according to clinical vulnerability 
and age.9 By July 2021, a first dose had been offered 
to everyone over 18 years in the UK.10 The full vaccine 
schedule available to every adult in the UK includes two 
initial doses, along with a first booster dose, made avail-
able to all adults in response to the Omicron variant in 
2021.11 Subsequent booster doses were made available to 
those over 50 years (increased to over 65 years only in 
2023), those aged between 5 and 49 years who are clini-
cally at risk, and those working in care or front- line health 
services.12 Evidence suggests that the full course of vacci-
nation, with the addition of the first booster (three doses 
in total), offers high levels of antibodies to those who 
receive it.13 Overall, compared with other high- income 
countries, initial vaccination uptake in the UK was high.14 
Despite this initial success, inequalities in uptake by area- 
level deprivation emerged as the vaccination programme 
was expanded across the whole adult population.15 It is 
not yet clear what impact this inequality in vaccination 
uptake may have on inequalities in COVID- 19 mortality. 
As vaccination remains a key policy in the transition 
towards ‘living with’ COVID- 19 for many countries, under-
standing how vaccination inequalities impact mortality 
inequalities is of enduring importance.

A small number of studies have examined the associa-
tion between vaccination and inequalities in COVID- 19–
related mortality to date. These studies largely only 
analyse the overall proportion of the population vacci-
nated and its relationship with COVID- 19 mortality 
inequality. A study in England which analysed early data 
(deaths up to April 2021) demonstrated a weakening 
area- level association between socioeconomic factors and 
COVID- 19 deaths during the first 4 months of the vaccine 
rollout.16 Another study using data covering a year of the 
vaccination rollout (up to December 2021) in Bavaria, 
Germany, described an observed reduction in inequali-
ties in COVID- 19 mortality by area deprivation during the 
period of vaccination.17 Similarly, a US- based study, using 
county- level data, reported that the association between 
area- level socioeconomic status and the COVID- 19 case 
fatality rate was mediated by vaccination coverage.18 
Finally, a more recent global study of 161 countries and 58 
states also demonstrated that, compared with a hypothet-
ical scenario of no vaccination, changing from a scenario 
of the greatest disparity in vaccination rates to any other 
less unequal scenario was associated with a large propor-
tion of deaths which could have been averted.19 Research 
explicitly analysing COVID- 19 vaccination inequality and 
its relationship with COVID- 19 mortality inequality has 
not yet been conducted.

In this study, we aim to understand how inequalities by 
area- level deprivation in COVID- 19 mortality changed 
during the rollout of the national vaccination strategy 
(December 2020 to December 2022) in England and to 
identify the extent to which these inequalities are associ-
ated with unequal vaccination uptake. This study there-
fore aims to determine whether relative and absolute 

inequality in COVID- 19 mortality decreased in association 
with the COVID- 19 vaccination programme in England.

METHODS

Study design and data sources

In this ecological analysis, we use publicly available data20 
on deaths 28 days after a positive COVID- 19 test and vacci-
nation uptake in England and link this to area- level depri-
vation data. All analyses were performed using Stata 18. 
We employ two primary measures: vaccination doses and 
deaths within 28 days of a positive COVID- 19 test data. 
These data are available daily. It was not possible to disag-
gregate our analysis further as sex stratified mortality 
data were not available. We operationalise the data at 
the Lower Tier Local Authority (LTLA) scale. LTLAs 
are administrative bodies which are responsible for the 
provision and maintenance of public services in a defined 
area. There are 309 LTLAs in England, 307 of which were 
used in our analysis due to exclusion of the two smallest 
LTLAs due to censored data: the City of London and the 
Isles of Scilly. The size of LTLA populations ranges from 
41 000 (Rutland) to 1 158 000 (Birmingham) with a mean 
of 194 000 persons (SD 130 000, SE 7600) and a median 
of 149 000 persons. LTLAs are subcomponents of regions. 
We employ the LTLA scale in order that meaningful 
geographic inequalities can be estimated, while balancing 
data availability and sufficient mortality data. Further 
information on data availability and scale constraints is 
provided in online supplemental file 1

Cumulative vaccinations

We use data on vaccination uptake at the LTLA level for all 
three of the primary vaccination doses (first, second and 
first booster) for the period from the week commencing 7 
December 2020 until the week commencing 26 December 
2022. Using 2021 LTLA population estimates,21 we 
produced a cumulative proportion vaccinated measure 
for each of the three doses. An overall estimate for the 
proportion of the population vaccinated was created 
using factor analysis of the proportion who have one, 
two or three vaccines.22 Factor loadings are shown inon-
line supplemental file 1. We do this so that the complex 
process of vaccine rollout is combined so that a measure 
of the total population vaccinated at each time point is 
included in the model while balancing model parsimony. 
We refer to this measure as the population vaccination 
load.

Death within 28 days of a positive COVID-19 test

In this study, our outcome of interest is death within 28 
days of a positive COVID- 19 test (lab- based PCR tests), by 
date of death, registered to the person’s usual area of resi-
dence. It should be noted that deaths are counted in this 
measure regardless of whether COVID- 19 was ultimately 
listed as a cause of death on the death certificate. The 
implications of this are reflected on in the discussion. 
Age- standardised deaths are not produced at the LTLA 
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level due to identification risks. We therefore undertook a 
multistep process to calculate age- standardised mortality 
rates 28 days after a positive COVID- 19 test from data on 
regional (a larger geography than LTLAs) age- stratified 
deaths (by 5 year age bands), LTLA total deaths and LTLA 
population age structure (by 5 year age bands). There are 
nine regions in England which LTLAs are nested within. 
In estimating the mortality data in this way, we assume 
a uniform distribution of mortality rates by age across 
differing levels of area deprivation within each region. A 
comprehensive definition of the outcome measure and 
process for calculating age- standardised mortality rates at 
the LTLA level, from regional data, is described inonline 
supplemental file 1. Further information on changes to 
access to COVID- 19 testing for the general public and 
discussion surrounding the potential implications of this 
is also provided inonline supplemental file 1.

Deprivation

We used England’s official measure of deprivation, the 
English Index of Multiple Deprivation (IMD) from 2019, 
to calculate LTLA- level deprivation (see online supple-
mental file 1). It produces a ranking of areas in England 
based on relative local scores for income, employment, 
health, education, crime, access to services and living 
environment.

Statistical analysis

Estimates of inequalities in age- standardised mortality 
rates 28 days after a positive COVID- 19 test were graphi-
cally depicted using three measures of inequality: (1) the 
disparity index (a ratio variable calculated by dividing the 
mortality estimates for the most deprived quintile by the 
least deprived quintile)23 and absolute disparity measured 
by the difference in mortality estimates for the least to 
most deprived quintile, (2) the concentration and gener-
alised concentration index of inequalities (capturing 
inequalities across all five deprivation quintiles)24 and 
finally, (3) absolute and relative measures of inequality 
(regressed on weekly values assuming a linear trend 
across the deprivation quintiles).25 Further detail on their 
creation is provided inonline supplemental file 1, along 
with a table describing each of the measures. The popula-
tion vaccination load was estimated using factor loadings 
for the proportion who have one, two or three vaccines 
over time.22 Additional information on the factor analysis 
undertaken is provided inonline supplemental file 1.

Longitudinal analysis of panel data was undertaken 
on the log absolute and relative inequalities in age- 
standardised mortality rates 28 days after a positive 
COVID- 19 test. The model included random effects 
for region. Using the Hausmann test, the effects for 
random effects and fixed effects were similar for abso-
lute inequality (p=0.12) but not for relative inequality 
(p=0.002). Random effects analysis was undertaken for 
both outcomes for consistency. Generalised log- linear 
models were used to investigate absolute and relative 
inequality in age- standardised mortality rates 28 days after 

a positive COVID- 19 test and its relationship with the 
proportion of the population vaccinated and lockdowns, 
with a lag for the previous weeks mean age- standardised 
COVID rates, adjusting for all three lockdowns. To inves-
tigate the role of vaccination, the mean proportion vacci-
nated differential between the most and least deprived 
for each region is modelled on absolute and relative 
inequality in age- standardised mortality rates 28 days after 
a positive COVID- 19 test. To investigate absolute and rela-
tive inequality where there were no differences between 
the vaccination rates of most versus least deprived, the esti-
mated vaccine effect was combined with the weekly differ-
ences in vaccine factor to provide a potential inequality 
reduction. In calculating this counterfactual, we take 
the within region average population vaccine coverage 
in the least deprived areas and use that estimate and the 
relationship between population vaccine coverage and 
mortality estimated within the region to show what would 
have happened in the most deprived areas had vaccine 
coverage been better.

To reduce issues of endogeneity (where the mortality 
rate and therefore the amount of inequality detectable 
and vaccination rates all vary over time), the mean abso-
lute and relative inequalities (logged) in age- standardised 
mortality rates 28 days after a positive COVID- 19 test in 
each region were regressed on mean vaccine uptake.26 As 
lockdowns were undertaken uniformly across all areas, a 
generalised mixed log- linear model with random effects 
for region on the mean age- standardised weekly log abso-
lute and relative inequalities over time was used to inves-
tigate the association between lockdowns and inequality 
in age- standardised mortality rates 28 days after a posi-
tive COVID- 19 test. Random effects for regions allowed 
the model to account for variation in outcomes at the 
regional level, for example, due to differences in popu-
lation clustering, movement patterns and adoption of 
social distancing behaviours. Confidence intervals were 
calculated using 500 bootstrap samples and indicate 
uncertainties on the estimates of inequalities within each 
of the nine regions.

Patient and public involvement

We consulted with the Health Foundation’s Inclusion 
Panel (https://www.health.org.uk/about-the-health- 
foundation/inclusion-panel). Public and practice 
members discussed their experiences of area- level 
inequalities in COVID- 19 with us, influencing the concep-
tualisation and design of this study.

RESULTS

Trends in vaccination uptake for the most and least 
deprived quintiles are shown in figure 1. This figure 
demonstrates that the average proportion of the popu-
lation in LTLAs in the most and least deprived quintiles 
receiving the vaccine has declined with each dose. The 
average proportion vaccinated at the end of 2022 for vacci-
nation 1 was 73.7% (SD 4.5) in the most deprived quintile 
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and 81.6% (SD 2.3) in the least (a difference of 7.9%); for 
vaccination 2, it was 69.6% (SD 4.8) in the most deprived 
and 79.1% (SD 2.4) in the least deprived (a difference of 
9.5%) and for vaccination 3, it was 52.4% (SD 7.4) in the 
most deprived and 67.0% (SD 3.4) in the least (a differ-
ence of 14.6%). The gap in uptake between the most and 
least deprived areas is wider with each vaccine dose.

Figure 1 also shows trends in cumulative absolute 
disparity inequalities in age- standardised mortality rates 
28 days after a positive COVID- 19 test. This figure shows 
that inequalities in cumulative mortality and vaccine 
uptake by deprivation persisted throughout the entire 
period of observation. It highlights plateaus in inequality 
during and immediately following the two larger periods 
of national lockdown and with increasing population 
vaccination uptake.

The first three figures in theonline supplemental file 1 
show the same figure with weekly relative disparity, cumula-
tive relative disparity and weekly absolute disparity, respec-
tively. Relative weekly disparity inequalities were highest 
during the two peak mortality periods (from 5 October to 
11 October 2020 and from 28 June to 4 July 2021). After 
the end of the third lockdown, we see a gradual decrease 
in relative inequality in mortality. Throughout 2022, we 
consistently see low levels of absolute disparity inequality 
in weekly mortality. During this time, there were no 
legally enforced social- distancing measures (such as lock-
down) in place, though mask wearing and self- isolation 
on testing positive were recommended.

online supplemental file 1 also shows the other esti-
mates of inequalities. All measures show similar differ-
ences in the weekly and cumulative inequalities. There 
were different patterns seen within each of the regions 
with higher inequalities seen in the midlands and 

northern regions, than seen in London and the South. 
Notably, inequality in cumulative age- standardised 
mortality rates 28 days after a positive COVID- 19 test was 
very low in the South West and particularly high in the 
North East and Yorkshire, and the North West and East 
and West Midlands. Graphs in the supplemental file over-
laying the regional data demonstrate particularly well 
especially low inequality in the South West compared 
with other regions. However, absolute disparity inequality 
in weekly age- standardised mortality rates 28 days after 
a positive COVID- 19 test is highest in two large peaks in 
London, at the start of the pandemic and early in 2021. 
Inequalities in cumulative rates developed quickly, and 
while they stabilised and reduced, they did not disappear.

The association between the differing uptake of the 
vaccinations and inequality is shown in figure 2 and 
table 1. Absolute disparity inequality in age- standardised 
mortality rates 28 days after a positive COVID- 19 test first 
plateaued and then continued to increase but at a slower 
rate after the introduction of vaccinations, with relative 
inequality stabilising. If the vaccination rates in the most 
deprived areas had been the same as in the least deprived 
areas, additional absolute disparity inequality (from the 
start of the vaccination programme) would have been 
reduced from 118.9 per 100 000 (95% CI 117.0 to 120.7) 
to 40.2 (95% CI 3.7 to 76.7) and relative inequality 
(from the start of the vaccination programme) reduced 
from 1.97 (95% CI 1.92 to 2.02) to 1.30 (95% CI 1.08 
to 1.52). The figure shows that even if vaccination rates 
had been identical, the inequalities that formed quickly 
at the beginning of the pandemic would not have been 
completely reversed. During each lockdown, there was 
a reduction in inequality; though due to the uniformity 
of the lockdowns on all areas simultaneously, it is not 

Figure 1 Line graph showing the absolute disparity inequality in cumulative age standardised mortality rate 28 days after a 

positive COVID- 19 test (per 100 000) between the most (quintile one) and least (quintile five) deprived areas and the average 

proportion of the population vaccinated over time by dose.
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possible to investigate whether the lockdowns directly 
influenced inequality.

DISCUSSION

This study provides evidence that the national COVID- 19 
vaccination strategy in England was associated with a 
reduction in inequalities in age- standardised mortality 
rates 28 days after a positive COVID- 19 test. However, 
despite similar uptake at the start of the vaccine rollout, 

over time, with more doses and as rollout was expanded 
to more age groups, uptake in the most deprived quin-
tile began to lag behind the least deprived. In this 
study, we explicitly examined the association between 
vaccine uptake data from a national COVID- 19 vaccina-
tion strategy and both relative and absolute inequalities in 
age- standardised mortality rates 28 days after a positive 
COVID- 19 test. We were able to assess population- wide 
inequalities by using area- level deprivation. An analysis 
of individual- level vaccination uptake and individual- level 
COVID- 19 mortality, linked with an individual- level socio-
economic status indicator for the entire population, is 
not possible in England due to data restrictions. Another 
strength of this research lies in its simplicity. The data 
used in this study are all publicly available, and our anal-
ysis could easily be replicated with the methods used (see 
online supplemental file 1).

However, several limitations should be considered. 
First, it is important to note that this is an ecological 
study. The data reflect the qualities of LTLAs and not 
the individuals within them. Therefore, our conclusions 
surrounding vaccination and mortality inequality pertain 
specifically to population effects rather than an individual 
effect. Moreover, LTLAs are a relatively large geographic 
area and population size (most contain 60 000–5 00 000 
people), and there may be considerable heterogeneity 
between neighbourhoods within each LTLA. Relatedly, we 
had to estimate LTLA age- adjusted deaths from regional 
age- stratified deaths. Though we perform tests to ensure 
that these estimates are consistent with the known total 
number of deaths 28 days after a positive COVID- 19 test 
for each LTLA, it is possible that the age distribution of 
deaths in each LTLA could differ from what we assume 
after taking account of the population structure. Addi-
tionally, we were unable to disaggregate our analyses by 
sex due to lack of available data. Furthermore, we do 
not adjust for differing COVID- 19 variants, though some 
appear to have been less likely to cause severe outcomes. 
Finally, the three lockdown periods, as the three primary 
periods (highlighted on figure 1), were applied equally to 
the whole country, and hence, differences between areas 
were not possible to disentangle.

Figure 2 Absolute inequality per 100 000 (top) and relative 

inequality (bottom) and estimated counterfactual inequalities 

if vaccination uptake rates in the most deprived areas had 

been the same as in the least areas in the same region.

Table 1 Log linear model results of absolute inequality (per 100 000) and relative inequality assessing the association of 

inequality with vaccination and lockdowns (95% CIs)

Time varying covariates Absolute inequality per 100 000 (ln) Relative inequality (ln)

Difference in vaccine factor between least and most 

deprived

6.15 (1.8–10.5) 2.02 (0.83–3.57)

Fixed covariates

  Lockdown 1 −0.33 (−0.60 to −0.05) −0.24 (−0.39 to −0.10)

  Lockdown 2 −0.87 (−1.30 to −0.44) −0.34 (−0.57 to −0.12)

  Lockdown 3 −0.60 (−0.82 to −0.38) −0.27 (−0.38 to −0.15)

Adjusting for vaccination

  Lockdown 3 −0.68 (−0.92 to −0.44) −0.30 (−0.42 to −0.17)
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Data on age- standardised deaths with COVID- 19 on the 
death certificate and age- stratified figures for LTLAs as the 
data are no longer released at the LTLA level due to small 
numbers and associated identification risks. We there-
fore estimated age- standardised mortality rates 28 days 
after a positive COVID- 19 test at the LTLA level from the 
published regional level age- stratified mortality figures. 
Research suggests that the proportion of deaths within 
28 days of a positive COVID- 19 test which have COVID- 19 
listed as a factor on the official death certificate declined 
over as the pandemic progressed into 2022.27 However, it 
remains a good proxy for death from COVID- 19 where 
these data are not available.

Our findings follow indications from the existing 
literature that overall vaccination uptake is associated 
with socioeconomic inequalities in COVID- 19–related 
mortality.16–19 However, in our study, we are additionally 
able to demonstrate the extent to which inequalities in 
vaccination uptake may have contributed to inequalities 
in COVID- 19–related deaths. Additionally, we were able to 
examine a much longer period of vaccination and death 
data than has previously been studied. This meant that 
it was possible to observe the role of the vaccine uptake 
across all three doses and to examine trends beyond the 
periods of lockdown in 2020 and 2021. One existing study 
attempted to assess the impact of vaccination on inequal-
ities in mortality in England.16 However, this study was 
only able to assess mortality up until April 2021, likely 
capturing lockdown effects rather than vaccination.

Our study finds strong evidence that population- wide 
vaccination for COVID- 19 is associated with reductions 
in mortality inequality. However, it additionally demon-
strates that inequalities in both vaccination (especially 
in the third dose) and mortality remain. Given research 
on the third dose suggests that it is important for main-
taining immunity,12 the decline in uptake across the 
whole population for the third dose and greater inequali-
ties in uptake for this dose is concerning. Future research 
should examine how to increase uptake in the most 
deprived communities. These results should be used to 
inform future vaccine strategies for COVID- 19 and future 
pandemics. Our results indicate a need to emphasise area- 
level deprivation in future vaccine rollout strategies to 
reduce inequalities in vaccination uptake and COVID- 19 
mortality.28 This could include tailored strategies in more 
deprived areas, such as an increased emphasis on commu-
nity pharmacies.29 As those most vulnerable to severe 
outcomes from COVID- 19 and future epidemics are 
disproportionately located in deprived areas, targeting 
these areas may also provide the best opportunity to 
reduce total mortality.30

Conclusions

Our research suggests that population- wide vaccina-
tion against COVID- 19 is associated with a reduction in 
inequalities in mortality. However, inequalities formed 
quickly before vaccination rollout and then persisted. It 
is therefore necessary to monitor the impact of pandemic 

responses on inequalities throughout pandemics and to 
tailor our responses to those who are most vulnerable. 
Future pandemic responses should be designed with 
existing inequalities in mind, and vaccination strategies 
should use a tailored approach to minimise the barriers 
to uptake for people who are most vulnerable and at risk.

X Natalie Bennett @DrNCBennett, Clare Bambra @ProfBambra and Adam Todd @

adam.todd138

Contributors Conceptualisation: CB, FM, AT; methodology: FM, DS, NB; formal 

analysis: FM, NB; data curation: NB, FM; writing—original draft: NB; writing—

review and editing: NB, CB, FM, DS, AT; visualisation: FM, NB; funding acquisition: 

CB, FM, AT, DS, NB. FM is the guarantor. The corresponding author attests that all 

listed authors meet authorship criteria and that no others meeting the criteria have 

been omitted.

Funding This study was funded by The Health Foundation (2211473). CB and 

AT are also funded by the NIHR Newcastle Patient Safety Research Collaboration 

(NIHR204291), CB and NB are funded by the NIHR Applied Research Collaboration 

North East and North Cumbria (NIHR200173) and CB is funded by the NIHR Policy 

Research Unit in Behavioural and Social Science (PR- PRU- 1217- 20501). The views 

expressed in this publication are those of the author(s) and not necessarily those of 

the Health Foundation or the National Institute for Health and Care Research or the 

Department of Health and Social Care.

Competing interests None declared.

Patient and public involvement Patients and/or the public were involved in the 

design, or conduct, or reporting, or dissemination plans of this research. Refer to 

the Methods section for further details.

Patient consent for publication Not applicable.

Ethics approval Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available in a public, open access repository. 

The code used for the analyses in this paper is available from the authors upon 

request.

Supplemental material This content has been supplied by the author(s). It has 

not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 

peer- reviewed. Any opinions or recommendations discussed are solely those 

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 

responsibility arising from any reliance placed on the content. Where the content 

includes any translated material, BMJ does not warrant the accuracy and reliability 

of the translations (including but not limited to local regulations, clinical guidelines, 

terminology, drug names and drug dosages), and is not responsible for any error 

and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 

Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 

others to copy, redistribute, remix, transform and build upon this work for any 

purpose, provided the original work is properly cited, a link to the licence is given, 

and indication of whether changes were made. See: https://creativecommons.org/ 

licenses/by/4.0/.

ORCID iDs

Natalie Bennett http://orcid.org/0000-0002-4742-7656

Clare Bambra http://orcid.org/0000-0002-1294-6851

David Sinclair http://orcid.org/0000-0002-3468-7475

Adam Todd http://orcid.org/0000-0003-1496-9341

Fiona Matthews http://orcid.org/0000-0002-1728-2388

REFERENCES
 1 World Health Organization. WHO Coronavirus (COVID- 19) 

Dashboard, 2023. Available: https://covid19.who.int/
 2 McGowan VJ, Bambra C. COVID- 19 mortality and deprivation: 

pandemic, syndemic, and endemic health inequalities. Lancet Public 
Health 2022;7:e966–75. 

 3 Woodward M, Peters SAE, Harris K. Social deprivation as a risk 
factor for COVID- 19 mortality among women and men in the UK 
Biobank: nature of risk and context suggests that social interventions 

P
ro

te
c

te
d

 b
y

 c
o

p
y

rig
h

t, in
c

lu
d

in
g

 fo
r u

s
e
s
 re

la
te

d
 to

 te
x
t a

n
d

 d
a
ta

 m
in

in
g

, A
I tra

in
in

g
, a

n
d

 s
im

ila
r te

c
h

n
o

lo
g

ie
s

.
 . 

b
y

 g
u

e
s

t
 

o
n

 F
e
b

ru
a
ry

 7
, 2

0
2
5

 
h

ttp
://b

m
jo

p
e
n

.b
m

j.c
o

m
/

D
o

w
n

lo
a
d

e
d

 fro
m

 
2
1
 J

a
n

u
a
ry

 2
0
2
5
. 

1
0

.1
1

3
6

/b
m

jo
p

e
n

-2
0

2
4
-0

8
5
1
9
5
 o

n
 

B
M

J
 O

p
e

n
: firs

t p
u

b
lis

h
e

d
 a

s
 



7Bennett N, et al. BMJ Open 2025;15:e085195. doi:10.1136/bmjopen-2024-085195

Open access

are essential to mitigate the effects of future pandemics. J Epidemiol 
Community Health 2021;75:1050–5. 

 4 Albani V, Welsh CE, Brown H, et al. Explaining the deprivation gap in 
COVID- 19 mortality rates: A decomposition analysis of geographical 
inequalities in England. Soc Sci Med 2022;311:115319. 

 5 Bambra C, Lynch J, Smith KE. The unequal pandemic: COVID- 19 
and health inequalities. Policy Press, 2021.

 6 Black M, Ford J, Lee A. Vaccination against COVID- 19 and 
inequalities - Avoiding making a bad situation worse. Public Health 
Pract (Oxf) 2021;2:100101. 

 7 Watson OJ, Barnsley G, Toor J, et al. Global impact of the first year 
of COVID- 19 vaccination: a mathematical modelling study. Lancet 
Infect Dis 2022;22:1293–302. 

 8 Medicines and Healthcare Products Regulatory Agency. UK 
medicines regulator gives approval for first UK COVID- 19 vaccine, 
2020. Available: https://www.gov.uk/government/news/uk- 
medicines-regulator-gives-approval-for-first-uk-covid-19-vaccine

 9 Department of Health and Social Care. Policy paper: UK COVID- 19 
vaccines delivery plan, 2021. Available: https://www.gov.uk/ 
government/publications/uk-covid-19-vaccines-delivery-plan/uk- 
covid-19-vaccines-delivery-plan

 10 Department of Health and Social Care. Every adult in UK offered 
COVID- 19 vaccine. 2021.

 11 Department of Health and Social Care. Independent report: JCVI 
advice on the UK vaccine response to the Omicron variant, 2021. 
Available: https://www.gov.uk/government/publications/uk-vaccine- 
response-to-the-omicron-variant-jcvi-advice/jcvi-advice-on-the-uk- 
vaccine-response-to-the-omicron-variant

 12 Mendes D, Chapman R, Aruffo E, et al. Public health impact of 
UK COVID- 19 booster vaccination programs during Omicron 
predominance. Expert Rev Vaccines 2023;22:90–103. 

 13 Cheetham NJ, Kibble M, Wong A, et al. Antibody levels following 
vaccination against SARS- CoV- 2: associations with post- vaccination 
infection and risk factors in two UK longitudinal studies. Elife 
2023;12:e80428. 

 14 Our World in Data. Coronavirus Pandemic (COVID- 19), 2023. 
Available: https://ourworldindata.org/coronavirus

 15 Dolby T, Finning K, Baker A, et al. Monitoring sociodemographic 
inequality in COVID- 19 vaccination uptake in England: a national 
linked data study. J Epidemiol Community Health 2022;76:646–52. 

 16 Sá F. Do vaccinations reduce inequality in Covid- 19 mortality? 
Evidence from England. Soc Sci Med 2022;305:115072. 

 17 Manz KM, Schwettmann L, Mansmann U, et al. Area Deprivation 
and COVID- 19 Incidence and Mortality in Bavaria, Germany: 
A Bayesian Geographical Analysis. Front Public Health 
2022;10:927658. 

 18 Chen Y, Zhang L, Li T, et al. Amplified effect of social vulnerability 
on health inequality regarding COVID- 19 mortality in the USA: 
the mediating role of vaccination allocation. BMC Public Health 
2022;22:1–9. 

 19 Larsen SL, Shin I, Joseph J, et al. Quantifying the impact of SARS- 
CoV- 2 temporal vaccination trends and disparities on disease 
control. Sci Adv 2023;9:eadh9920. 

 20 UK Health Security Agency. Coronavirus dashboard. 2023. Available: 
https://coronavirus.data.gov.uk/

 21 Office for National Statistics. Population and household estimates, 
England and Wales: Census, 2021. Available: https://www.ons. 
gov.uk/peoplepopulationandcommunity/populationandmigration/ 
populationestimates/datasets/populationandhouseholdestimatese 
nglandandwalescensus2021

 22 Zhuo J, Harrigan N. Low education predicts large increase in 
COVID- 19 mortality: the role of collective culture and individual 
literacy. Public Health (Fairfax) 2023;221:201–7. 

 23 Lawton R, Zheng K, Zheng D, et al. A longitudinal study of 
convergence between Black and White COVID- 19 mortality: A county 
fixed effects approach. Lancet Reg Health Am 2021;1:100011. 

 24 O’Donnell O, O’Neill S, Van Ourti T, et al. conindex: Estimation of 
concentration indices. Stata J 2016;16:112–38.

 25 Mackenbach JP, Kunst AE. Measuring the magnitude of socio- 
economic inequalities in health: An overview of available 
measures illustrated with two examples from Europe. Soc Sci Med 
1997;44:757–71. 

 26 Bollyky TJ, Castro E, Aravkin AY, et al. Assessing COVID- 19 
pandemic policies and behaviours and their economic and 
educational trade- offs across US states from Jan 1, 2020, to July 31, 
2022: an observational analysis. Lancet 2023;401:1341–60. 

 27 Seghezzo G, Allen H, Griffiths C, et al. Comparison of 2 COVID- 19 
mortality measures used in the pandemic response in England, 2023. 
Available: https://khub.net/documents/135939561/338928724/ 
comparison-of-COVID-19-mortality-measures-in-pandemic- 
response-England.pdf/1a7b24bd-8dc1-f135-eaf1-93a6bb7edb21

 28 Bambra C, Marmot M. Health Inequalities: Expert Report for the UK 
COVID- 19 Public Inquiry, 2023. Available: https://covid19.public- 
inquiry.uk/wp-content/uploads/2023/06/16183457/INQ000195843. 
pdf

 29 Todd A, Copeland A, Husband A, et al. The positive pharmacy care 
law: an area- level analysis of the relationship between community 
pharmacy distribution, urbanity and social deprivation in England. 
BMJ Open 2014;4:e005764. 

 30 Sinclair DR, Maharani A, Stow D, et al. Can vaccination roll- out be 
more equitable if population risk is taken into account? PLoS One 
2021;16:e0259990. 

P
ro

te
c

te
d

 b
y

 c
o

p
y

rig
h

t, in
c

lu
d

in
g

 fo
r u

s
e
s
 re

la
te

d
 to

 te
x
t a

n
d

 d
a
ta

 m
in

in
g

, A
I tra

in
in

g
, a

n
d

 s
im

ila
r te

c
h

n
o

lo
g

ie
s

.
 . 

b
y

 g
u

e
s

t
 

o
n

 F
e
b

ru
a
ry

 7
, 2

0
2
5

 
h

ttp
://b

m
jo

p
e
n

.b
m

j.c
o

m
/

D
o

w
n

lo
a
d

e
d

 fro
m

 
2
1
 J

a
n

u
a
ry

 2
0
2
5
. 

1
0

.1
1

3
6

/b
m

jo
p

e
n

-2
0

2
4
-0

8
5
1
9
5
 o

n
 

B
M

J
 O

p
e

n
: firs

t p
u

b
lis

h
e

d
 a

s
 


	Ecological study of the association between the English national vaccination programme and area deprivation inequalities in COVID-19 mortality
	Abstract
	Introduction
	Methods
	Study design and data sources
	Cumulative vaccinations
	Death within 28 days of a positive COVID-19 test
	Deprivation

	Statistical analysis
	Patient and public involvement

	Results
	Discussion
	Conclusions

	References


