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Abstract
Purpose  The coronavirus disease 2019 (COVID-19) pandemic has put a great strain on people’s mental health. A growing 
number of studies have shown worsening mental health measures globally during the pandemic. However, there is a lack of 
empirical study on how people support their mental health during the COVID-19 pandemic. This study aimed to examine a 
number of formal and informal mental health support. Further, it explored factors that might be associated with the use of 
different types mental health support.
Methods  Data from 26,720 adults in the UCL COVID-19 Social Study were analysed between 13th April 2020 and 3rd July 
2020. Data were analysed using logistic and Poisson regression models.
Results  About 45% of people reported talking to friends or family members to support their mental health, 43% engaging in 
self-care activities, 20% taking medication, 9% speaking to mental health professionals, 8% talking to a GP or other health 
professional, and another 8% using helpline or online services. Gender, education, living status, loneliness, pre-existing 
mental health conditions, general depression and anxiety, coping and personality were found to be associated with the use 
of mental health support.
Conclusion  While the negative impacts caused by the COVID-19 pandemic are inevitable, people can play an active role in 
managing their mental health. Understanding the patterns and predictors of various kinds of mental health support during 
the pandemic is crucial for future service planning and delivery through recognising potential barriers to mental health care 
faced by certain groups.
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Introduction

The stress and anxiety caused by the emergence of the COVID-
19 pandemic, the restrictions on social distancing (e.g. quar-
antine, national lockdown), reduced access to local and health 
services, changes in working environment and employment 
schemes (e.g. the furlough scheme), and the closure of leisure 
events and infrastructures have caused unprecedented impacts 
on people’s mental health and well-being. Multiple studies 
have highlighted adverse effects on loneliness, stress, anxiety, 

depression, irritability, confusion, fear, insomnia, guilty and 
social anxiety [1–4]. The proportion of people with a clini-
cally significant level of mental distress increased by around 
43%, from 19 to 27% during the first UK lockdown [2], with 
young adults, women, people of lower socio-economic status 
(SES) and those living with children most negatively affected 
[2, 5, 6]. Indeed, given the immeasurable cost of personal, 
social, economic, and health burden during COVID-19, it is 
expected that many countries (including the UK) will face a 
mental health pandemic that could last for another few years 
(as has also been shown in other national crisis such as the 
Great Recession in the US from 2007 to 2009 [7] and other 
pandemics [4]). As a consequence, protecting mental health 
has been recognised as high priority to help individuals build 
their resilience, adapt to inevitable changes caused by the pan-
demic, cope with adversity, and to prevent the worsening of 
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mental ill-health and the experience of suicidal thoughts, self-
harm or suicides [8].

To promote population mental health, health services across 
the UK have been providing guidelines and information to help 
people to get access to social care and support during the pan-
demic. These include helplines, recommended home workout 
and relaxation techniques [9]. Further, mental health charities, 
organisations and support groups have been offering formal 
advice and helpline services to support mental health during 
the pandemic (e.g. Mental Health Foundation, Samaritans, 
and YoungMinds). Indeed, a report from Samaritans shows 
that there was a notable increase in the number of contacts 
from people who were concerned about COVID-19 and other 
issues such as finances, social well-being and mental health 
during lockdown in March 2020 [10]. Additionally, there have 
been reports of many individuals drawing on informal sup-
port, including using mental health apps, engaging in self-care 
behaviours, and speaking with friends or family about their 
mental health. However, a crucial question is whether these 
services have been reaching those most in need. For instance, 
it has been shown that individuals from ethnic minority and 
lower socio-economic backgrounds experience more barriers 
(e.g. financial expense, lack of awareness about how to get 
help, language barriers) to mental health care outside of pan-
demic situations [11, 12]. But preliminary research during the 
pandemic has already suggested that some further high-risk 
groups are experiencing barriers. For instance, a recent study 
found that around two in five people engaging in self-harm 
behaviours and three in five people with self-harm/suicidal 
thoughts or reporting abuse had not been able to access any 
type of formal support during lockdown, while nearly half of 
people who reported abuse, self-harm/suicidal thoughts and 
self-harm behaviours additionally did not receive any infor-
mal support [13]. Therefore, it is vital to ascertain in more 
detail the demographics of people who have not been access-
ing either formal or informal support to inform the targeting 
of further more specific support towards groups who may be 
facing more barriers to mental health care.

In light of this, this study used a large sample of adults in 
the UK to examine how engagement with both formal men-
tal health support (e.g. taking medication, speaking to men-
tal health or other health professionals) and informal mental 
health support (e.g. helpline or online service, self-care or 
speaking to family/friends) during COVID-19 varied depend-
ing on people’s demographic backgrounds, socio-economic 
characteristics, social factors, mental health, coping strategies, 
and personality.

Methods

Participants

Data were drawn from the UCL COVID-19 Social Study; 
a large panel study of the psychological and social experi-
ences of over 70,000 adults (aged 18 +) in the UK during 
the COVID-19 pandemic. The study commenced on 21st 
March 2020 involving weekly and then st monthly online 
data collection from participants for the duration of the 
COVID-19 pandemic in the UK. While not random, the 
study has a well-stratified sample that was recruited using 
three primary approaches. First, convenience sampling 
was used, including promoting the study through exist-
ing networks and mailing lists (including large databases 
of adults who had previously consented to be involved in 
health research across the UK), print and digital media 
coverage, and social media. Second, more targeted recruit-
ment was undertaken through partnership with recruitment 
companies focussing on (i) individuals from a low-income 
background, (ii) individuals with no or few educational 
qualifications, and (iii) individuals who were unemployed. 
Third, the study was promoted via partnerships with third 
sector organisations to vulnerable groups, including adults 
with pre-existing mental illness, older adults, and carers. 
The study was approved by the UCL Research Ethics 
Committee [12467/005] and all participants gave informed 
consent.

In this study, we used data between 13th April 2020 
(when mental health support information started being col-
lected) and 3rd July 2020 (by which point lockdown meas-
ures in the UK had been substantially eased but leisure 
and cultural facilities and community centres remained 
closed). A total number of 58,260 adults participated at 
least once during this period. Except for demographic vari-
ables collected when participants first joined the study, 
other information were mostly collected weekly. However, 
the coping variables were measured in a one-off module 
collected between 7 and 14th May 2020; this was the main 
reason for data reduction. After restricting the sample to 
only participants who provided full information on all var-
iables of interests, we had an analytical sample of 26,720 
participants.

Measures

This study looked at a range of strategies that people used 
to support their mental health. Participants were asked: ‘in 
the past week have you done any of the following to sup-
port your mental health?’ These included: (1) taking med-
ication (e.g. anti-depressants), (2) speaking to a mental 
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health professional (e.g. psychiatrist or psychologist), (3) 
talking to a GP or other health professional, (4) speaking 
to someone on a support helpline (e.g. Samaritans or NHS 
Volunteers) or accessing online mental health programmes 
or forums (cognitive behavioural therapy), (5) spending 
time on self-care activities specifically to help their mental 
health (e.g. mindfulness, meditation or planning time for 
hobbies or relaxation) or using other self-help resource 
(e.g. self-help books, videos, apps), and (6) speaking to 
a family member or friend about their mental health. All 
were coded a binary variable (yes or no) indicating if 
participants had used any of these strategies at any point 
between 13th April and 3rd July 2020. Further, we derived 
a count variable of the total number of different types of 
mental health support used by each participant.

To understand how different types of mental health 
support varied across personal characteristics and back-
ground, we considered a wide range of potential predic-
tors. These included demographic and socio-economic 
factors such as age (18–29, 30–45, 46–59, 60 +), gender 
(women vs. men), ethnicity (Black, Asian, and minority 
ethnic (ethnic minority) vs. white), education (GCSE or 
below, A levels or equivalent, degree or above), employ-
ment status (employed vs. not employed), annual house-
hold income (< £30,000 vs. > £30,000) and area of living 
(rural vs. urban). We also considered social factors, which 
included living status (living alone, living with others 
including children, living with others, no child), social 
network (close friends < 3 vs. ≥ 3) and baseline loneliness 
level measured by the 3-item UCLA loneliness scale (a 
short form of the Revised UCLA Loneliness Scale, UCLA-
R [14]). Our analysis also adjusted for a set of baseline 
mental health measures indicating whether participants 
had any pre-existing diagnosed mental health conditions. 
Also included were depression, which was measured by 
the Patient Health Questionnaire (PHQ-9; a standard 
instrument for diagnosing depression in primary care 
[15]), and anxiety measured by the Generalised Anxiety 
Disorder (GAD-7; a well-validated tool used to screen and 
diagnose generalised anxiety disorder in clinical practice 
and research [16]). Both measured at the first week during 
the observational period. Moreover, we considered psy-
chological factors including personality traits and coping 
styles. Personality was measured using the short Big Five 
Inventory (BFI–2) which comprised subscales on extra-
version, neuroticism, openness, conscientiousness and 
agreeableness [17]. Factor scores for each subscale were 
derived from confirmatory factor analysis. Coping was 
measured by the brief COPE Inventory which contains 
28 items measuring 14 different types of coping tactics 
[18]. In this study, we derived coping scores based on the 
four-factor model, including problem-focussed (e.g. active 
coping), emotion-focussed (e.g. religion), avoidant (e.g. 

substance use) and socially supported (e.g. instrumental 
support) coping strategies [19].

Analysis

We used logistic regression to estimate the associations 
between predictors and the use of each type of mental health 
support. Further, we fitted a Poisson regression model to 
examine predictors that were associated with the number of 
strategies that people used to support their mental health. 
The assumption of equidispersion was checked and addition-
ally tested by comparing our model to negative binomial 
regression. All data were weighted to the proportions of gen-
der, age, ethnicity, education, and country of living obtained 
from the Office for National Statistics [20].

In addition to the main analyses, sensitivity analyses were 
performed using an alternative measure of pre-existing men-
tal health conditions which made use of more specific condi-
tions (e.g. schizophrenia, bipolar disorder, obsessive–com-
pulsive disorder, psychosis, etc.) and were available for a 
reduced number of participants (80%). This yielded largely 
similar findings (see the Supplement). Sensitivity analyses 
stratified by pre-existing mental health conditions were also 
provided in the Supplement. Confirmatory factor analyses 
were fitted in Mplus V8, but the main analyses were con-
ducted using Stata V15.

Results

Descriptive statistics

In our weighted sample, 51% were women and 13% were 
from ethnic minority backgrounds. On average, 34% of the 
sample had a degree or other higher education qualification, 
57% were in employment, 58% with a household income 
under £30,000, and 21% lived in a rural area. About one in 
five participants had a pre-existing mental health diagnosis 
(see Table S1 in the Supplement).

The most commonly used mental health support during 
lockdown was talking to friends or family members (45%), 
followed by engaging in self-care activities (43%) and tak-
ing medication (20%). Less common strategies included 
speaking to mental health professionals (9%), talking to a 
GP or other health professional (8%), and speaking to some-
one on a support helpline or using an online programme or 
forum (8%) (Fig. 1a). The percentage of participants using 
each type of support was much higher among participants 
with a pre-existing mental health diagnosis than those with-
out. However, the patterns of more or less commonly used 
strategies were similar between these two groups. On aver-
age, 37% of participants did not take any action to support 
their mental health, compared to 24% of people using one 
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strategy, 23% using two strategies, and 17% using three or 
more strategies to support their mental health (Fig. 1b). 
Participants with and without a pre-existing mental health 
diagnosis showed different distribution of total number of 
strategies. Not surprisingly, the number of different types 
of support used during the pandemic was higher amongst 
participants with a mental health condition than those with-
out a condition.

Demographic and socio‑economic characteristics

Comparing to younger adults (aged 18–29), older adults 
were 2–3 times more likely to take medication to support 
their mental health (OR: 1.92–2.24). However, they were 

less likely to speak to mental health professionals, seek 
help through helplines or online services, engage in self-
care activities or speak with family/friends. Women had a 
101% higher odds of engaging in self-care activities (OR: 
2.01, 95% CI: 1.77–2.27) and a 35% higher odds of speaking 
to family/friends to support their mental health (OR = 1.35, 
95% CI: 1.19–1.53). No gender differences were found in 
terms of using other mental health support. People from eth-
nic minority backgrounds were less likely to take medica-
tion (OR: 0.64, 95% CI: 0.42–0.98) but more likely to seek 
help through helplines or online services (OR: 1.71, 95% 
CI: 1.17–2.48). Ethnicity did not predict use of other types 
of mental health support. People with higher educational 
levels were less likely to take medication (OR: 0.76–0.78), 

Fig. 1   Prevalence of using dif-
ferent types and total number of 
mental health support by pre-
existing mental health diagnosis
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but they were more likely to support their mental health 
through speaking to mental health professionals (OR: 1.42, 
95% CI: 1.04–1.94), helplines or online services (OR: 
1.38–1.41), self-care activities (OR: 1.30–2.01) and talking 
to family/friends (OR: 1.25–1.42). People with lower house-
hold income had a 25% higher odds of taking medication to 
support their mental health (OR: 1.25, 95% CI: 1.04–1.50). 
Those who were employed were more likely to talk to their 
family/friends to support good mental health (OR: 1.19, 
95%CI: 1.02–1.38). No association was found between area 
of living and use of any mental health support (Table 1).

Social factors

With respect to social factors, people who lived alone had 
higher odds of talking to mental health professionals (OR: 
1.49–1.67), engaging in self-care activities (OR: 1.49, 95% 
CI: 1.25–1.82) and talking to family/friends (OR: 1.37–1.43) 
than those who lived with others. There was no evidence 
that the size of social network was related to use of mental 
health support. However, the results show that those who 
were lonelier were more likely to use most types of mental 
health support (OR: 1.09–1.18), except for taking medica-
tion and talking to family/friends (Table 1).

Mental health

In relation to mental health, people with pre-existing mental 
health diagnoses were more likely to use all approaches to 
support their mental health. In particular, the odds of tak-
ing medication for someone with a mental health diagnosis 
were nearly 25 times of that for those without a diagnosis 
(OR: 24.53, 95% CI: 20.08–29.97). Further, people with a 
higher level of depression were more likely to take medica-
tion (OR: 1.06, 95% CI: 1.04–1.09) and speak to mental 
health professionals (OR: 1.04, 95% CI: 1.01–1.07), whereas 
those with a higher level of anxiety were more likely to 
speak to a GP/other health professionals (OR: 1.04, 95% 
CI: 1.02–1.06) and engage in self-care activities (OR: 1.03, 
95% CI: 1.01–1.05). Higher levels of depression and anxi-
ety were both associated with higher odds of using helpline/
online services and talking to family/friends (Table 1).

Psychological factors

Regarding psychological factors, people with a problem-
focussed coping strategy were more likely to engage in 
self-care activity (OR: 1.80, 95% CI: 1.53–2.11), whereas 
those with an avoidant coping strategy were more likely to 
take medication (OR: 1.43, 95% CI: 1.21–1.70). Individuals 
with an emotion-focussed coping strategy were more likely 
to support their mental health through medication (OR: 
1.17, 95% CI: 1.00–1.37) and self-care (OR: 1.47, 95% CI: 

1.32–1.64). A socially supported coping strategy was posi-
tively associated with all types of mental health support, 
in particular talking to family/friends (OR: 4.19, 95% CI: 
3.73–4.72). There was also evidence that personality was 
associated with using different mental health support. People 
with higher levels of agreeableness and neuroticism were 
more likely to seek mental health support through helpline/
online services (OR: 1.27–1.41) and family/friends (OR: 
1.22–1.30). People who were more open to experiences or 
extraverted were also more likely to seek support from fam-
ily/friends (OR: 1.13–1.35). However, they differed in that 
openness to experiences was associated with higher odds of 
self-caring (OR: 1.77, 95% CI: 1.57–2.01), whereas extra-
version with lower odds (OR: 0.88, 95% CI: 0.80–0.97). 
Further, while people with higher levels of conscientious-
ness were less likely to engage in self-care activities, those 
who were more agreeable or neurotic were likely to seek 
help through helpline/online services or communicating 
with family/friends (Table 1).

Number of types of mental health support

When looking at the number of different mental health 
approaches people used during COVID-19, results show 
that people aged 60 or above took fewer approaches to sup-
port their mental health compared with younger adults (IRR: 
0.66, 95% CI: 0.62–0.71). In contrast, women (IRR: 1.14, 
95% CI: 1.09–1.20), people with higher educational levels 
(IRR: 1.08–1.20), those who lived alone (IRR: 1.09–1.13), 
those with a higher level of loneliness (IRR: 1.05, 95% CI: 
1.03–1.06), depression (IRR: 1.01, 95% CI: 1.01–1.02) and 
anxiety (IRR: 1.01, 95% CI: 1.00–1.01), and people with a 
pre-existing mental health diagnosis (IRR: 1.88, 95% CI: 
1.80–1.97) used more approaches to support their mental 
health. In addition, people with various coping strategies 
(IRR: 1.04–1.42) and those with higher levels of openness 
(IRR: 1.07, 95% CI: 1.03–1.11), extraversion (IRR: 1.05, 
95% CI: 1.10–1.08), agreeableness (IRR: 1.09, 95% CI: 
1.02–1.17) and neuroticism (IRR: 1.09, 95% CI: 1.05–1.13) 
also used various types of mental health support. Finally, 
ethnicity, employment status, household income, living 
area, social network and level of conscientiousness were 
not related to the number of types of mental health support 
people accessed (Fig. 2).

Discussion

This study examined what kinds of mental health support 
individuals accessed during the first UK lockdown due to 
the COVID-19 pandemic and how this accessing of sup-
port was patterned amongst different groups. Informal 
mental health support such as talking to family/friends and 
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Table 1   Results from logit model on each strategy to support mental health including all predictors (N = 26,720)

Model I:
Medication

Model II: Mental health profes-
sionals

Model III:
GP/other health profes-
sionals

OR 95% CI OR 95% CI OR 95% CI

30–45 (vs. 18–29) 1.92 [1.38–2.67] 0.76 [0.57–1.01] 1.04 [0.72–1.50]
46–59 (vs. 18–29) 2.82 [2.01–3.97] 0.64 [0.47–0.87] 1.07 [0.72–1.61]
60 + (vs. 18–29) 2.24 [1.55–3.25] 0.32 [0.21–0.49] 0.67 [0.41–1.09]
Women (vs. men) 1.07 [0.86–1.32] 0.93 [0.70–1.24] 0.84 [0.63–1.13]
Ethnic minority (vs. white) 0.64 [0.42–0.98] 1.15 [0.75–1.75] 1.08 [0.61–1.90]
Education medium (vs. low) 0.76 [0.60–0.96] 1.05 [0.74–1.49] 1.12 [0.82–1.53]
Education high (vs. low) 0.78 [0.63–0.97] 1.42 [1.04–1.94] 0.95 [0.72–1.27]
Employed (vs. not employed) 0.94 [0.77–1.13] 0.92 [0.72–1.17] 0.81 [0.59–1.11]
Income < 30 k (vs. ≥ 30 k) 1.25 [1.04–1.50] 0.85 [0.67–1.09] 1.08 [0.76–1.53]
Rural (vs. urban) 1.11 [0.91–1.35] 1.22 [0.93–1.60] 1.03 [0.79–1.34]
Living with children (vs. alone) 1.05 [0.81–1.36] 0.60 [0.44–0.82] 0.89 [0.63–1.26]
Living with others, no child (vs. alone) 1.00 [0.81–1.23] 0.65 [0.50–0.85] 0.83 [0.63–1.08]
Close friends < 3 (vs. ≥ 3) 1.10 [0.90–1.35] 1.25 [0.94–1.67] 1.10 [0.78–1.55]
Loneliness 1.06 [1.00–1.12] 1.18 [1.10–1.26] 1.13 [1.06–1.20]
Mental health diagnosis (vs. none) 24.53 [20.08–29.97] 3.89 [3.02–4.99] 3.13 [2.37–4.14]
Depression (PHQ-9) 1.06 [1.04–1.09] 1.04 [1.01–1.07] 1.03 [1.00–1.06]
Anxiety (GAD-7) 0.98 [0.95–1.00] 1.02 [0.98–1.05] 1.06 [1.04–1.10]
Coping: problem-focussed 0.80 [0.64–1.01] 0.85 [0.65–1.10] 1.10 [0.86–1.41]
Coping: emotion-focussed 1.17 [1.00–1.37] 1.08 [0.88–1.32] 0.92 [0.76–1.11]
Coping: avoidant 1.43 [1.21–1.70] 1.11 [0.88–1.40] 1.23 [0.96–1.59]
Coping: socially supported 1.31 [1.13–1.52] 2.46 [2.06–2.93] 1.67 [1.36–2.05]
Personality: openness to experience 0.86 [0.73–1.01] 1.07 [0.87–1.32] 0.92 [0.74–1.13]
Personality: conscientiousness 1.07 [0.91–1.25] 0.92 [0.77–1.11] 1.11 [0.88–1.41]
Personality: extraversion 1.04 [0.90–1.19] 1.14 [0.94–1.39] 1.21 [0.98–1.49]
Personality: agreeableness 1.32 [0.97–1.80] 1.05 [0.73–1.52] 0.82 [0.55–1.22]
Personality: neuroticism 1.12 [0.97–1.30] 1.24 [0.98–1.57] 1.11 [0.89–1.37]

Model IV: Helpline/online services Model V:
Self-care/help

Model VI: family/friends

OR 95% CI OR 95% CI OR 95% CI

30–45 (vs. 18–29) 1.15 [0.84–1.57] 0.82 [0.66–1.02] 0.80 [0.63–1.02]
46–59 (vs. 18–29) 1.05 [0.79–1.39] 0.63 [0.50–0.78] 0.58 [0.46–0.74]
60 + (vs. 18–29) 0.71 [0.51–0.99] 0.34 [0.27–0.43] 0.34 [0.26–0.43]
Women (vs. men) 0.84 [0.66–1.07] 2.01 [1.77–2.27] 1.35 [1.19–1.53]
Ethnic minority (vs. white) 1.71 [1.18–2.48] 1.01 [0.78–1.31] 0.97 [0.75–1.24]
Education medium (vs. low) 1.41 [1.03–1.94] 1.30 [1.09–1.55] 1.25 [1.04–1.50]
Education high (vs. low) 1.38 [1.00–1.92] 2.01 [1.68–2.41] 1.42 [1.19–1.71]
Employed (vs. Not employed) 0.99 [0.79–1.24] 1.08 [0.94–1.25] 1.19 [1.02–1.38]
Income < 30 k (vs. ≥ 30 k) 1.08 [0.86–1.37] 0.97 [0.84–1.11] 0.94 [0.82–1.09]
Rural (vs. urban) 1.03 [0.82–1.28] 1.00 [0.89–1.13] 0.95 [0.84–1.09]
Living with children (vs. alone) 1.01 [0.74–1.37] 0.67 [0.55–0.80] 0.70 [0.58–0.85]
Living with others, no child (vs. alone) 0.96 [0.73–1.26] 0.90 [0.78–1.04] 0.73 [0.63–0.85]
Close friends < 3 (vs. ≥ 3) 1.02 [0.77–1.36] 0.96 [0.84–1.11] 0.87 [0.75–1.01]
Loneliness (UCLA-3) 1.17 [1.09–1.25] 1.09 [1.05–1.13] 1.03 [0.98–1.07]
Mental health diagnosis (vs. none) 2.76 [2.16–3.52] 2.05 [1.73–2.43] 2.06 [1.74–2.45]
Depression (PHQ-9) 1.03 [1.00–1.06] 0.99 [0.98–1.01] 1.04 [1.02–1.06]
Anxiety (GAD-7) 1.04 [1.01–1.07] 1.03 [1.01–1.05] 1.04 [1.02–1.06]
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engaging in self-care activities were the most commonly 
used approaches for people to support good mental health 
during the pandemic, followed by use of medication. On the 
contrary, formal approaches such as talking to mental health 
professionals, a GP or other health professional, and using 
helpline or online services were the least commonly used 
approaches. Some groups at higher risk of mental ill-health 
during lockdown did make higher use of support strategies, 
including women, people living alone, people with a pre-
existing mental health diagnosis or people who were expe-
riencing higher levels of anxiety or depression. However, 
there were also other groups who were at risk of poorer 
mental health and who also were less likely to access sup-
port strategies including individuals with lower educational 
qualifications.

Some groups such as socially disadvantaged individu-
als had already been identified as being at a higher risk for 
experiencing difficulties in accessing mental health services 
before the pandemic [21]. It has been shown that people with 
lower education level are more likely to encounter accept-
ability barriers, where they prefer to manage their mental 
health themselves, do not know how or where to get help, 
and are afraid to ask for help [21]. Compounding these exist-
ing inequalities, people from lower socio-economic back-
grounds experienced more adversities during the pandemic 
(e.g. loss of work, unable to pay bills, unable to access suf-
ficient food ad medication) [22] and had poorer trajectories 
of depression and anxiety [6]. As such, it is known that this 
group was in more need of mental health support. So it is 
concerning that they had lower levels of engagement with 
both formal and informal mental health support. This high-
lights the need for more mental health interventions targeted 
at lower socio-economic groups with the aim of reducing 
the exacerbation of mental health related inequalities as the 
pandemic continues. On the contrary, some groups are found 
to have higher use of support strategies during the pandemic, 

including women and people living alone. This may explain 
why these groups, despite having higher levels of depres-
sion and anxiety when lockdown commenced, experienced 
a faster recovery in their mental health during the lockdown 
period [6].

As well as differences in the overall cumulative number 
of approaches used, there were also differences in the use of 
specific mental health approaches amongst different groups. 
Demographically, while older adults were more likely to take 
medication to support mental health, younger adults were 
more likely to use alternative approaches to maintain good 
mental health (such as talking to mental health profession-
als, using helpline or online services, self-care activities and 
talking to family/friends). This difference can be explained 
by cohort effects, with younger generations being more used 
to communicating their emotions and mental health issues 
with others in the wake of campaigns such as Mental Health 
Matters and Heads Together [23, 24]. In line with previous 
studies, women were more likely than men to support their 
mental health via informal strategies, including engaging in 
self-care activities and sharing their concerns and worries 
with family/friends [25, 26]. However, while we found that 
people from an ethnic minority background were less likely 
to manage their mental health through medication (in line 
with previous literature which show that the prescription of 
mental health medication was lower amongst minority eth-
nic groups [27, 28]), they were more likely to use helpline or 
online services. We also found that people who are socially 
isolated or lonely, and those with higher levels of depression 
or anxiety were more likely to take both formal (e.g. medica-
tion) and informal (e.g. speaking to family/friends) mental 
health approaches. This is in line with previous literature 
that mental health services are commonly used by people 
with a mental health diagnosis or those who are struggling 
with emotional problems [29, 30]. Finally, individuals with 
higher educational levels and income were also less likely to 

Table 1   (continued)

Model IV: Helpline/online services Model V:
Self-care/help

Model VI: family/friends

OR 95% CI OR 95% CI OR 95% CI

Coping: problem-focussed 1.18 [0.92–1.51] 1.80 [1.53–2.11] 1.12 [0.96–1.30]
Coping: emotion-focussed 1.16 [0.93–1.45] 1.47 [1.32–1.64] 1.00 [0.89–1.12]
Coping: avoidant 1.18 [0.97–1.43] 0.93 [0.81–1.05] 0.92 [0.80–1.07]
Coping: socially supported 1.71 [1.43–2.03] 1.72 [1.55–1.91] 4.19 [3.73–4.72]
Personality: openness to experience 0.98 [0.80–1.19] 1.77 [1.57–2.01] 1.13 [1.00–1.29]
Personality: conscientiousness 0.95 [0.81–1.11] 0.90 [0.81–1.00] 0.93 [0.84–1.04]
Personality: extraversion 1.15 [0.96–1.37] 0.88 [0.80–0.97] 1.35 [1.21–1.50]
Personality: agreeableness 1.41 [1.00–2.00] 1.20 [0.98–1.46] 1.30 [1.05–1.60]
Personality: neuroticism 1.27 [1.04–1.56] 1.08 [0.97–1.20] 1.22 [1.09–1.36]

p < 0.05 in bold text
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use medication to support mental health. This finding cor-
responds with previous studies conducted before the pan-
demic, which found that people without qualifications were 
more likely to use antidepressant drugs and anti-anxiety 
medication [31, 32].

Our study has also shown some further results that have 
received less attention in previous literature. For example, 
we found that mental health approaches vary depending 
on people’s coping strategies when they experience stress, 
and their personality. Specifically, people who employed 

Fig. 2   Incident risk ratios 
and 95% confidence intervals 
from the Poisson regression 
model including all predictors 
(N = 26,720)



Social Psychiatry and Psychiatric Epidemiology	

1 3

problem-focussed coping strategies were more likely to 
engage in self-care activities to manage their mental health 
during the pandemic, whereas those who employed avoid-
ant coping strategies were more likely to use medication. 
This could highlight the desire for faster temporary relief 
from overwhelming emotions amongst people with avoidant 
coping styles [33], in comparison to a willingness to more 
proactively seek to control and manage symptoms amongst 
people with problem-focussed coping styles [34]. Further, 
we found that use of formal mental health support did not 
vary by personality, but use of informal support did. Nota-
bly, while sharing concerns/worries with family/friends were 
a common strategy for people of nearly all types of person-
ality (except for conscientiousness), people who were more 
agreeable or neurotic tended to seek external help from hel-
pline/online services or from family/friends. Alternatively, 
people who were more open were more likely to engage 
in self-care. The results are supported by a previous meta-
analysis study which shows that, in particular, neuroticism 
was positively associated with emotional support for coping 
strategies, whereas high levels of openness were related to 
problem-solving strategies [35].

This research used a large, well-stratified sample 
weighted to population proportions to identify the predic-
tors of different approaches people take to support their 
mental health. However, there are some limitations to 
the study. First, the data on use of mental health support 
strategies relied on participants’ self-reports, so could be 
affected by recall bias or an unwillingness to disclose this 
information. However, as questions were asked weekly 
(limiting the length of time people had to remember 
their actions for) and responses were anonymous, these 
sources of bias are anticipated to be small. Second, our 
study asked participants about six different types of for-
mal and informal mental health support strategies, but it 
is possible that participants might have also been using 
alternative approaches to manage their mental health not 
captured in our questions, including risky behaviours such 
as substance use. In addition, data on participants’ previ-
ous use of mental health services prior to the pandemic 
are not available, so it is not known whether participants 
started using specific strategies during the pandemic or 
whether these were simply a continuation of previous hab-
its. Further, in line with previous studies [36], we found 
that people from ethnic minority backgrounds were less 
likely to access structured mental health services. How-
ever, due to limitations in statistical power, we were only 
able to explore ethnicity as a binary in these analyses as 
there were only 4% of participants who identified them-
selves as ethnic minority in the raw data. We recognise 
that such simple categorisation likely misses nuances of 
experience in specific ethnic groups. On a related note, it 
remains unclear what the barriers to accessing services 

were amongst people from ethnic minority backgrounds 
(e.g. language barriers, discrimination or social stigma) 
[37–39]. Finally, our analyses did not include details of 
specific psychiatric diagnosis. Further work is needed to 
understand how service usage varied for specific clinical 
groups.

Given limited resources in mental health services and 
given the growing mental health problems during and after 
the COVID-19 pandemic, it is important to understand what 
approaches people employ to support good mental health 
and to identify which groups are not receiving adequate 
mental health support. The results of this study suggest that 
certain groups require more specific mental health support, 
in particular people with higher levels of loneliness, depres-
sion, and anxiety during the pandemic and people with a 
diagnosed mental health condition for which they may have 
been receiving support before the pandemic. It is promising 
that talking to family/friends about mental health and self-
care activities were the most commonly used strategies dur-
ing lockdown as it suggests a recognition of the challenges 
to mental health posed by the pandemic and an openness 
in discussing mental health issues. However, it is notable 
that this was also the case specifically amongst people with 
existing diagnosed mental health conditions. Such strategies 
may be insufficient for the management of more severe types 
of mental illness and this, combined with the identification 
of groups facing more barriers to mental health support, 
suggests the importance for clinicians and policymakers of 
developing more specific programmes as the pandemic con-
tinues to reach those most in need of mental health support.
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