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Abstract 

Background: The national shielding programme was introduced by UK Government at the beginning of the COVID-
19 pandemic, with individuals identified as clinically extremely vulnerable (CEV) offered advice and support to stay at 
home and avoid all non-essential contact. This study aimed to explore the impact and responses of “shielding” on the 
health and wellbeing of CEV individuals in Southwest England during the first COVID-19 lockdown.

Methods: A two-stage mixed methods study, including a structured survey (7 August—23 October 2020) and semi-
structured telephone interviews (26 August—30 September 2020) with a sample of individuals who had been identi-
fied as CEV and advised to “shield” by Bristol, North Somerset & South Gloucestershire (BNSSG) Clinical Commissioning 
Group (CCG).

Results: The survey was completed by 203 people (57% female, 54% > 69 years, 94% White British, 64% retired) in 
Southwest England identified as CEV by BNSSG CCG. Thirteen survey respondents participated in follow-up interviews 
(53% female, 40% > 69 years, 100% White British, 61% retired). Receipt of ‘official’ communication from NHS England or 
General Practitioner (GP) was considered by participants as the legitimate start of shielding. 80% of survey respond-
ers felt they received all relevant advice needed to shield, yet interviewees criticised the timing of advice and often 
sought supplementary information. Shielding behaviours were nuanced, adapted to suit personal circumstances, and 
waned over time. Few interviewees received community support, although food boxes and informal social support 
were obtained by some. Worrying about COVID-19 was common for survey responders (90%). Since shielding had 
begun, physical and mental health reportedly worsened for 35% and 42% of survey responders respectively. 21% of 
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Background
On 22 March 2020, the Secretary of State for the UK 
Government announced that individuals in England who, 
based on understanding at the time faced the highest 
risk of being hospitalised by COVID-19, should “shield” 
themselves [1]. Members of this group were initially 
advised to not leave their homes for 12  weeks and not 
go out for shopping, travel, or leisure. This marked the 
start of what came to be known as ‘shielding’ in England, 
which was later paused on 1 August 2020.

At the start of the pandemic, the UK Government 
identified the need to develop a patient list of clinically 
extremely vulnerable (CEV) people so that they could be 
sent public health advice and offered support to stay at 
home and avoid all non-essential contact [1]. Those clas-
sified as CEV comprised people of all ages with specific 
health conditions, certain cancers, and organ transplant 
recipients, plus individuals identified by their General 
Practitioner or hospital specialist as being at a higher risk 
from SARS-CoV-2 infection [2, 3]. However, as there was 
no single mechanism available to support this identifi-
cation process, a challenging and complex clinical data 
search was conducted across primary and secondary 
care settings in England. In total 2.2 million individuals 
were formally identified as CEV, but various delays were 
reported in identifying, communicating, and support-
ing CEV people during this initial period [1]. For those 
who were able to officially register with the UK Cabinet 
Office as CEV [4], support with food, medicine, and basic 
care was offered by central government, local authorities, 
service providers, charities, rapidly-formed local support 
groups, neighbours, and relatives.

During the initial 12-week period of shielding over 
500,000 people were provided with government-funded 
food parcels [1]. The shielding advice provided in Eng-
land suggested a unique combination of behaviours for 
CEV individuals, which included strictly avoiding con-
tact with anyone displaying coronavirus symptoms, stay-
ing at home, not attending any gatherings, not going out 
for shopping, leisure or travel, and arranging for food 
and medication deliveries to be left without social con-
tact. Inside the home, shielding people were advised to 
minimise time spent with others in shared spaces, keep 

two metres away from others and sleep in a different bed, 
use a separate bathroom if possible, and avoid using the 
kitchen when others were present, eating in a separate 
room. This specific set of guidelines was distinct from the 
social distancing and quarantine requirements imposed 
on the UK general population during the same time 
period [5].

The shielding advice combined various types of non-
pharmaceutical interventions (NPIs) that are established 
components of the public health responses to outbreaks 
[6–10]. Yet attitudes towards such pandemic-related 
social interventions are known to vary among subgroups 
as documented by evidence for a range of positive and 
negative perceptions [11], and the extent to which they 
effectively reduce risk depends largely on the willing-
ness and ability of the population to adhere to NPIs [12]. 
Our understanding of the impact of extended periods of 
shielding is limited. The closest analogies in the literature 
relate to quarantine. These studies show stay-at-home 
and social distancing interventions used during the 2003 
SARS and 2009 H1N1 pandemics were associated with 
detrimental mental health effects, especially in vulner-
able populations that may require additional support 
[13–17]. More recently, COVID-19 related studies found 
that disruption to normal routines (e.g., academic delays, 
stopping work) was associated with increased anxiety 
and psychological distress [18, 19]. However, quaran-
tine tends to be shorter, often involves different groups 
of people, and has a different purpose (the protection of 
others, rather than the protection of yourself ). Given the 
unique nature of the official shielding advice distributed 
by the UK Government in March 2020, the aim of this 
study was to gain a better understanding from individu-
als identified as CEV about the effectiveness and accept-
ability of advice that they received to “shield” during the 
COVID-19 pandemic, and to explore the reported impact 
of shielding on their wellbeing.

Methods
A two-stage mixed methods study, including a struc-
tured survey and semi-structured telephone interviews 
with a sample of individuals who had been identified as 
needing to “shield” by Bristol, North Somerset & South 

survey responders scored ≥ 10 on the PHQ-9 questionnaire indicating possible depression and 15% scored ≥ 10 on 
the GAD-7 questionnaire indicating possible anxiety.

Conclusions: This research highlights the difficulties in providing generic messaging that is applicable and appropri-
ate given the diversity of individuals identified as CEV and the importance of sharing tailored and timely advice to 
inform shielding decisions. Providing messages that reinforce self-determined action and assistance from support 
services could reduce the negative impact of shielding on mental health and feelings of social isolation.
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Gloucestershire (BNSSG) Clinical Commissioning Group 
(CCG).

Patient and public involvement
Given the extremely rapid and responsive nature of this 
research, it was not possible to involve patients or the 
public in the development of the study and associated 
materials. However, clinical staff at BNSSG CCG were 
involved in planning the study and facilitating participant 
recruitment. Additionally, preliminary results from this 
study were discussed with members of the BNSSG CCG 
during analysis and the findings will be shared with par-
ticipants on publication.

Structured survey
A random sample of 840 people were contacted by post 
and invited to take part in the structured survey, strati-
fied by index of multiple deprivation (IMD [20]; 240 in 
the lowest quintile and 150 in each of the remaining 
quintiles (600 in total)). Potential survey participants 
were given the option to respond via post or online.

All surveys were completed between  7th August 2020 
and  23rd October 2020. The survey consisted of a 54-item 
questionnaire, including sections on sociodemographic 
and household characteristics, knowledge of coronavirus 
symptoms and public health advice, self-reported bar-
riers and facilitators to advice and a self-assessment of 
mental health and wellbeing. The Patient Health Ques-
tionnaire (PHQ-9) [21] was used to screen for probable 
depression and the Generalised Anxiety Disorder Scale 
(GAD-7) [22] was used to screen for probable anxiety, 
both using a cut-off point of 10 to indicate the possibil-
ity of clinical presentation. The PTSD checklist (PCL-5) 
[23] was used to screen for possible post-traumatic stress 
disorder (PTSD), using a cut-off point of 4 to suggest a 
potential clinical presentation (full survey available in 
Supplement 1).

Data from each survey were initially analysed using 
summary statistics. Not all respondents answered all 
questions, therefore percentages given below use the 
number of respondents to each question as a denomi-
nator. Where relevant, variables were consolidated into 
binary indices and compared using a chi-squared test of 
independence. Statistical analyses were performed in R 
and RStudio (V1.1.463) [24].

Qualitative interviews
Interviews were conducted between  26th August and 
 30th September 2020. At the time of interviews, all four 
UK nations had relaxed their lockdown measures. Non-
CEV members of the general public living in England 
could return to work if their workplace was considered 
COVID safe. Non-essential shops and places of worship 

reopened, but strict social distancing  was encouraged 
(i.e., staying two metres apart). Groups of six individuals 
from different households were allowed to meet outside. 
Anyone with COVID-19 symptoms, and their household 
contacts, were expected to isolate. Most notably, for the 
purposes of this study, individuals identified as CEV were 
advised to remain cautious and to stay at home where 
possible and, if they did go out, to follow strict social 
distancing.

All responders to the survey were eligible to partici-
pate in a qualitative interview. Forty-five respondents 
consented to take part in a follow-up interview, but not 
everyone who consented responded to subsequent com-
munication. This homogeneous sample of CEV individu-
als consisted of those that completed the survey, [25], 
shared valid contact information used to identify inter-
view participants, and consented to participate in the 
interview. In total 45 potential interviewees were initially 
approached via email and 14 responding individuals were 
subsequently emailed an information sheet about the 
study. In total, due to a loss at follow-up, 13 interviews 
were conducted via telephone (GL). Participants were 
offered a £20 shopping voucher as reimbursement for 
their time.

Interviews lasted between 42 to 69  min (median 54). 
Verbal consent from participants was recorded. A flexible 
topic guide developed using grounded theory approach 
was used to aid questioning, allowing participants to dis-
cuss emerging ideas [26]. Participants were asked about 
the shielding advice they had received during the first 
UK lockdown  (23rd March 2020 to  1st August 2020), the 
acceptability of this advice and their resulting behaviours 
(Supplement 2).

Interviews were transcribed, anonymised, and themati-
cally analysed using NVivo 12 (QSR International) [27]. 
A subset of transcripts were coded inductively to estab-
lish an initial analysis framework (CR). This framework 
was then applied (GL) while reading each transcript and 
listening to the interview audio files to help capture ver-
bal emphases. Coding was performed iteratively within 
and between transcripts, using a constant comparative 
method [28]. Following initial thematic analysis, two 
researchers (GL and PC) independently coded a selection 
of transcripts. Themes relating to participants’ under-
standing and adherence to the UK Government’s shield-
ing advice were discussed, plus reported experiences and 
behaviours during the 12-week lockdown. Data were 
compared to the initial coding framework, with adapta-
tions discussed, agreed, and made as required. The con-
stant comparison between data and analysis allowed 
the development of codes, categories, and theories to 
be tested across transcripts, using a grounded theory 
approach to identify key themes [29].
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Analysis of the interviews was conducted separately 
from the survey analysis. Data triangulation was used, 
whereby the data generated from the two methods were 
systematically reviewed and brought together by identi-
fying common themes.

Research ethics approval
Ethical approval for this study was obtained on  27th 
May 2020 from the Heath Research Authority and 
Health and Care Research Wales (Project ID 284,629, 
REC ref 20/HRA/2549).

Results
Survey and interview participation
Two hundred and three respondents completed the sur-
vey (Table  1). Most (110, 54%) respondents were over 
69  years old, 75 (37%) were between 45 and 69  years 
old and 18 (9%) were between 25 and 44 years old. One 
hundred and ninety-one (94%) respondents identified as 
White British. One hundred and eighty-four respondents 
gave their occupation: one hundred and twenty-eight 
(64%) were retired, 22 (11%) working full time, 16 (8%) 
working part-time, seven (4%) were currently on leave 
or furloughed, seven (3%) were unemployed and four 
(2%) were stay at home parents / housemakers. 70% of 

Table 1 Demographic information for survey respondents and interview participants

Characteristic Survey respondents Interview participants

n % n %

Gender (number of responses to question) 203 99.5

 Male 86 42.4 6 46

 Female 117 57.6 7 54

Age (number of responses to question) 203 99.5

 25 to 44 18 8.9 3 23

 45 to 69 75 36.9 4 31

 69 + 110 54.2 6 46

Ethnic group (number of responses to question) 203 99.5

 White-British 191 94.1 13 100

 Mixed 4 2.0 0 0

 White-other 2 1.0 0 0

 Asian 2 1.0 0 0

 Black or Black British 1 0.5 0 0

 African 1 0.5 0 0

 Chinese 1 0.5 0 0

 Other 1 0.5 0 0

Current employment status (number of responses to question) 200 98.0

 Retired 128 64.0 8 62

 Working full time 22 11.0 2 15

 Usually working full time, currently on leave/ furloughed 4 2.0 0 0

 Working part-time 16 8.0 2 15

 Usually working part-time, currently on leave/ furloughed 3 1.5 0 0

 Stay at home parent or homemaker 4 2.0 1 8

 Unemployed 7 3.5 0 0

 Other 16 8.0 0 0

Household composition (number of responses to question) 200 98.0

 Live with family 141 70.5 8 62

 Live alone 57 28.5 5 38

 Share with non-family members 2 1.0 0 0

Access to outside space at home (garden, yard, balcony or terrace) (number 
of responses to question)

202 99.0

 Yes 195 96.5 12 92

 No 7 3.5 1 8
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survey responders lived with their family, 1% shared their 
property with non-family members and 29% lived alone. 
Nearly all survey responders (97%) had access to outside 
space at home, such as a garden, yard, balcony or terrace.

A total of 13 survey responders (7 female) took part 
in the interviews (Table 1). All interviewees were White 
British, with ages ranging from 25 to over 69 years. Most 
(8, 62%) of interview participants were retired, four were 
in either full or part-time work and one was a fulltime 
parent. One interviewee reported having no access to 
outside space at their home and five participants lived 
alone.

Acceptability of official advice to “shield”
Most respondents to the survey (80%) agreed or tended 
to agree that they received all information required, and 
most (76%) thought they tried to initially follow all advice 
related to shielding. People who thought they would try 
to follow all advice related to shielding initially were more 
likely to feel that they received all the information they 
needed  (X2 = 7.396, df = 1, P = 0.007).

When explored during interview the initial timing of 
shielding advice was questioned by some participants, 
especially those who had already begun shielding before 
they received any official advice (Table 2, Quote 1). Inter-
viewees reported receiving official shielding advice at 
various times between March and June 2020. Two par-
ticipants reported never receiving an ‘official letter’ from 
the government advising them to shield, rather they 
received confirmation of their CEV status from a vari-
ety of sources such as their healthcare provider or local 
council. These inconsistencies were problematic for some 
CEV interview participants, as it meant that they did not 
receive any formal advice until midway through their 
shielding period, which ran from  23rd March –  1st August 
2020 (Table 2, Quote 2).

After the initial notification to shield, most interview 
participants noted that they frequently sought additional 
information to supplement the shielding advice. The 
daily Government televised briefings were identified as 
a key information source for all interview participants at 
the start of the pandemic, although these updates were 
increasingly supplemented with information from other 
sources (e.g., radio, newspapers, internet searches, social 
media, family members, and friends) due to concerns 
about the comprehensibility, relevance, and consistency 
of these daily briefings (Quote 3 to 5). When reflecting 
on the televised briefings a few interview participants 
talked about the updates and advice not being relevant to 
shielding CEV individuals and that this led to feelings of 
being forgotten or disregarded (Table 2, Quote 6).

Attitudes and behaviours in response to shielding advice
Two thirds (66%) of the survey responders reported that 
all people in their household shielded with them by stay-
ing at home to avoid contact with others, and further 21% 
said that other household members tried to shield with 
them but were not able to. Members of the household 
were more likely to decide to shield together if all of them 
were over 70 or CEV (88% compared with 54% if least one 
person in the household was under 70 and / or not CEV) 
 (X2 = 17.16, df = 1, P < 0.001). Interview participants 
reported that the shielding advice and perceived risks of 
COVID-19 infection were considered when deciding on 
their shielding behaviours and for some, shielding as a 
household was felt to be the only realistic approach, oth-
erwise they would have been unable to shield in accord-
ance with the government’s advice due to restricted living 
space or caring responsibilities (Table 3 – Quote 1).

None of the interview participants fully adhered to 
all the shielding recommendations; indeed, a spectrum 
of shielding adherence behaviours were reported, with 

Table 2 Acceptability of official advice to “shield” to interview participants

Quote 1 “I heard on the news in February that this was around, I heard it in January actually, I locked myself in because I knew what was going to 
happen. So, the actual notification from the NHS was the  23rd March at which time I’d already locked myself in for about four weeks at that 
time” (Shield 5)

Quote 2 “This was the first official notification we had from anybody about [shielding], and it’s dated 22 June. It’s from [local authority organisation] 
saying that, ‘You were sent a letter from the government as you have been identified as being extremely vulnerable’. Well, the answer to 
that was, well, no, we didn’t” (Shield 10)

Quote 3 “We did watch the broadcast every day on the television from the government because my husband found it fascinating. I got a bit lost 
because it’s so complicated…” (Shield 9)

Quote 4 “I started to watch some of the daily briefings from the government and then stopped because I was becoming a bit… I thought, oh God, 
I’ll never leave my house ever if I keep watching these! [laughs] So, you know, it became a bit depressing” (Shield 7)

Quote 5 “Watching it on the television sometimes with the announcer like Boris, I’d get confused because they’d say something and then they’d 
change It” (Shield 9)

Quote 6 “Daily briefings from the government, it almost felt a bit flippant that people like me were told to shield…. I felt a bit as if we were pushed 
to one side and it’s quite fine that your life is put on hold and you have to stay in your house… let’s get everything else back to normal but 
forget about the shielders, they can just stay at home out of the way” (Shield 12)
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advice being adapted to suit personal circumstances 
(Quote 2) and found to wane over time (Quote 3). 
Key external factors found to impact on the shield-
ing behaviours of participants were access to outside 
space, food, medication supplies, and community sup-
port. In the latter case, for some interview participants 
the community support they received during shielding 
was reassuring and allowed them to “maintain shield-
ing” (Shield 3). However, survey results showed that 
the types and level of support received by CEV indi-
viduals varied. For example, since being told to shield, 
63% of survey responders reported receiving help that 
they had not needed previously. Most survey respond-
ers reported asking for additional support, mainly 
from family (135; 66.2%) and / or friends (48; 23.5%), 
and for those that received support it was chiefly from 
family (148; 73.3%) and / or friends (53; 26.2%). 92.1% 
(35/38) of people who requested organisational sup-
port (e.g., NHS, council, government, charity) during 
shielding received it. When explored during interview, 
some discussed unsolicited offers of support from their 
local council to help with medication and food deliver-
ies (Quote 4) and most talked about supplementing this 
with ad hoc help from family, friends, or neighbours 
(Quote 5). None of the qualitative interviewee partici-
pants felt they could have followed the shielding advice 
without some external community support, as the rec-
ommended combination of NPIs was considered highly 
restrictive.

Despite some of the difficulties reported when fol-
lowing the shielding advice, 71% of survey responders 
felt that they were likely or highly likely to follow simi-
lar shielding advice for another three months if needed. 
A few interview participants even described the label 
of “shielding” as socially advantageous, as it legitimised 
their decision to self-isolate (Quote 6). However, over 
half of survey responders (56%) thought that it would be 
hard or very hard to follow such additional restrictions, 
indeed some interview participants had strong reserva-
tions about needing to shield again in the future (Quote 
7).

Impact of “shielding” on health and wellbeing
Accessing healthcare
Half of survey responders (51%) had successfully 
accessed healthcare either virtually or in person since 
being advised to shield, however an additional 13% expe-
rienced some problems. The remaining 36% had not tried 
to access healthcare. Interviewees also recounted mixed 
experiences, with some reporting smooth interactions 
with their healthcare providers, others experiencing ini-
tial breakdowns in communication with their GP practice 
or secondary care specialists that were quickly resolved 
and a minority having no healthcare interactions during 
shielding.

Survey responders were presented with a list of pos-
sible symptoms that could be attributed to COVID-19. 
Approximately half of the survey respondents (47%) 

Table 3 Interview participants’ attitudes and behaviours in response to the shielding advice

Quote 1 Primarily “The governments advice, to be honest that whilst it was comprehensible, it wasn’t necessarily easy to follow. Which is basically, 
if you were shielding and you’re living with somebody else who has not been asked to shield, the advice then went on to say you need 
to keep two metres distance from them at all times. Ideally sleep in different bedrooms, make different arrangements for your meals, use 
different toilet facilities etc. etc. And we read this through, and we said well we couldn’t actually do that over an extended period of time. 
It would be absolutely awful you know we’re a married couple. We have a shared life; we couldn’t be basically isolating from each other 
within the house for weeks on end… and I said to ((spouse)) just think about it if we’re both shielding together there is no need to do 
that if we are both taking exactly the same precautions, we’re not introducing risk into the household… so that was the basis on which 
we decided largely we were going to shield together” (Shield 3)

Quote 2 “I think you kind of had to follow the guidelines really. I just tweaked them in a bit of a way that I guess suited me at the time. I read the 
bits that I wanted to read, and I believe I kept to the guidelines as sufficiently as I could for me” (Shield 4)

Quote 3 “As lockdown progressed, I found the urge to go out. I mean I’d be ultra-cautious; I wouldn’t go out into crowds; I’d go out at odd hours 
when nobody was around. I’d wear nitrile gloves and face covering but it was something I had a need to do just to get out from the 
four walls that sort of it became a bit of a prison I suppose. And I exercised that sort of covert, that sort of outside activity, I felt like I was 
creeping out put it that way and I did that about once maybe twice a week maximum.” (Shield 1)

Quote 4 “[Local] council were fantastic. After I’d registered as shielding I had a phone call from somebody to say ‘You know we’re here if you need us 
ring through?’ etc. etc. and that was really good and then they followed up a couple of weeks later saying ‘Is everything okay?’” (Shield 3)

Quote 5 “I found the community in my street really helpful. I didn’t call upon them a lot but it was lovely to know that they were there if I needed 
them. I found it absolutely vital that we were prioritised for supermarket slots, that would have been very difficult if we hadn’t had that.” 
(Shield 13)

Quote 6 “We welcomed the fact that we were legitimised to shield so it’s had a positive effect. And also it sounds a strange thing to say in a 
national emergency but in a strange kind of way we’re actually certainly for the first couple of months quite enjoyed it because not only 
was the relief okay we can now sort of stay safe but there was also the fact that right now we’ve got chance to get on top of all sorts of 
projects and things that we’ve been meaning to do for a long time but maybe haven’t found time” (Shield 3)

Quote 7 “I don’t want to shield again, that’s one thing I know, I don’t want to do it. I will definitely moderate my behaviour for going out, but I 
don’t want to shield. I don’t want anybody to say to me again, you are locked in your home for the foreseeable future” (Shield 12)
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reported at least one of these symptoms since being 
advised to shield. The most common signs reported were 
non-specific: “feeling tired or having low energy” (38%) 
and “aches and pains” (19%). Approximately a quar-
ter (27%) of people with symptoms sought professional 
help either on the phone (24%) and /or in person (11%). 
Assuming that phone calls preceded a visit to a health-
care facility, only two people did not call a healthcare 
provider prior to visiting a healthcare facility. 42% of sur-
vey respondents that reported symptoms modified their 
behaviour to decrease contact with other people inside 
and / or outside their household.

Impact on physical health
Most survey respondents (81%) did not think, or were 
sure, they had not had coronavirus, 12% were unsure if 
they had had it, and 7% thought they had probably or def-
initely had coronavirus.

Most survey respondents answered that they had 
a health problem that limited their activities prior to 
being asked to shield (71%). Despite this, from all sur-
vey respondents 67% did not need regular help, 68% did 
not have health problems that required them to stay at 
home and 72% did not need to use a stick, walker, or 
wheelchair to move about (72%). Respondents aged 
over 69 were more likely to answer yes to at least one of 
these questions than younger respondents  (X2 = 4.607, 
df = 1, P = 0.032). The majority of those surveyed thought 
that shielding had no impact on their physical health, 
although more surveyed people thought that shielding 
was making their physical health worse (11% strongly 
agreed and 26% tended to agree) than thought shield-
ing was making their physical health better (5% strongly 
agreed and 6% tended to agree). Furthermore, some 

interviewees felt that shielding had negatively impacted 
on their levels of daily exercise (Table 4—Quote 1).

33% survey respondents strongly agreed (14%) or 
tended to agree (19%) that they had enjoyed spending 
more time at home while shielding. The availability of 
private gardens and outside spaces was mentioned by 
interviewees as a key resource for exercise and leisure 
throughout the shielding period; nevertheless some indi-
viduals still reported feeling trapped due to impact of 
shielding on their sense of freedom (Quote 2). An added 
complication for some interviewed parents was ensuring 
their children received sufficient exercise, while also per-
sonally maintaining a shielding status (Quote 3).

Impact on mental health
180 (90%) respondents to the survey described them-
selves as “somewhat” (63), “very” (51) or “extremely” (66) 
worried about coronavirus. Older respondents tended 
to be less worried about coronavirus compared with 
younger respondents (86% of respondents over 69 years 
compared with 96% of those 69  years or under were at 
least somewhat worried about coronavirus;  X2 = 4.68, 
df = 1, P = 0.030).

More survey responders thought that being asked 
to shield had made their mental health worse (14% 
strongly agreed and 28% tended to agree) than thought 
that shielding was making their mental health better (2% 
strongly agreed and 4% tended to agree). When explored 
during interviews, various participants reported height-
ened emotions, worry and depression, and linked these 
emotions to feelings of being “locked up” for a prolonged 
period of time and anxiety about the future as CEV indi-
viduals (Quotes 4 to 7).

Table 4 Impact of “shielding” on health and wellbeing of interview participants

Quote 1 “It hasn’t done much for my physical health… and I suppose towards the middle I was, sort of losing a bit of motivation… I don’t think I 
was getting the same kind of exercise I was getting before, so that’s not great” (Shield 7)

Quote 2 “I think when you’re stuck in the house and someone has told you that you cannot leave your home, you feel a bit trapped. I am really 
lucky, I have quite a big house, I’ve got a lovely garden and we had nice weather so I could go outside but it’s just not the same as going 
out and interacting with other people and just getting a bit of fresh air… When you are told for a really prolonged period that you’ve 
got to stay at home, it does make you feel like a caged animal because you’re trapped in the house. You can’t speak to anybody, you 
can’t go out or do anything.” (Shield 13)

Quote 3 “I couldn’t practically shield from [our children] but they still needed to have regular exercise and be outside, so that caused some anxi-
ety.” (Shield 13)

Quote 4 “I’d probably have another course of medication to treat the mental illness I could have suffered and I’m not exaggerating that one I 
don’t think. No, I would have gone you know it was bordering on the crazy I think just being locked up for three months in isolation it 
wasn’t going to be for me.” (Shield 1)

Quote 5 “I seemed to get more emotional. I tend to worry a lot and then when you watch the news and you see people in – and I think, why am 
I worrying, because they’ve got a far worse deal than me? So, I’ve got to sort my head out.” (Shield 9)

Quote 6 …as someone shielding, some of the advice – especially as things started to relax a little for the general population – it became a bit 
depressing actually.” (Shield 8)

Quote 7 “The government’s bumbled along and hasn’t really got a grip on it and we’ve got a load of the public now thinking they can make it up 
as they go along as well and that is anxiety provoking for people in the shielding group.” (Shield 3)



Page 8 of 11Lasseter et al. BMC Public Health         (2022) 22:2145 

Depression and anxiety
Twenty one percent of survey respondents had a score of 
10 or above on the PHQ-9 questionnaire, indicating pos-
sible depression where treatment may be recommended 
(Fig. 1). 15% respondents scored 10 or above on the GAD-7 
questionnaire, indicating a level of anxiety where treat-
ment may be recommended (Fig.  1). 76% of people with 
a PHQ-7 score of 10 or above reported in the survey that 
their mental health had become worse compared to 33% 
with a score below 10  (X2 = 21.314, df = 1, P < 0.00001); 
and 72% of people with a GAD-7 of 10 or above reported 
in the survey that their mental health had become worse 
compared to 38% with a score below 10  (X2 = 9.863, 
df = 1, P = 0.0017). In addition, there was some correla-
tion between people with at GAD-7 score of 10 or above 
and those with a PHQ-7 score of 10 or above: 73% of peo-
ple with GAD-7 > 10 had a PHQ-7 > 10, and 44% of people 
with PHQ > 10 had a GAD > 10. 4% of survey respondents 
had a score of four or more on the PTSD-4 scale, suggest-
ing they could have high likelihood of developing PTSD 
as a result of their experience of shielding. 28% of survey 
respondents had felt somewhat (19%), moderately (8%) or 
very (2%) angry about being told to shield, although these 
feelings were not discussed by interview participants.

Discussion
Early in the pandemic the importance of providing 
clear, tailored advice for patients who were required to 
shield, alongside appropriate support, was identified 

[30–32]. Findings from this study showed that official 
shielding advice offered to CEV individuals during the 
first lockdown in England was deemed to be sufficient 
by 80% of survey responders, although interviewees 
criticised the delayed timing of this advice and fre-
quently sought supplementary information to inform 
shielding behaviours. The individual focus of shield-
ing advice was considered impractical and restrictive 
by some participants, with 66% of survey responders 
considering it necessary to shield with all household 
members. Interview participants described a spectrum 
of rational adaptations to the advice, with adjustments 
based on living situation and personal perceptions of 
risk [33]. Such findings suggest that it would be ben-
eficial to engage CEV groups in the policy-making 
decision process for future public health emergencies; 
co-creation of targeted communication strategies has 
been shown to result in higher levels of adherence to 
behaviour change messages [34–36].

Organisational support (e.g., NHS, council, govern-
ment, charity) was requested and received by 92.1% 
(35/38) of survey responders, although the type and 
amount of support varied between individuals, and was 
frequently supplemented with help from family, friends, 
or neighbours. These findings suggest that formal and 
informal support mechanisms and their coordination 
may benefit from being strengthened in future, poten-
tially through involving pre-existing community-based 
organisations, [37] charities, volunteer organisations, 
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and / or faith-based institutions [38]. Lessons from 
previous pandemics have similarly echoed the need to 
establish alternative means for the public to “connect” 
during public health emergencies, [35] with suggestions 
that community support could provide mechanisms for 
disseminating updated advice and maintaining contact 
with high-risk and vulnerable populations [16]. Access-
ing clear and accurate public health guidance via such 
support networks has been suggested as a protective 
measure against isolation and emotional distress by pro-
moting feelings of social connection [39], which may 
help reduce symptoms of anxiety or depression [40–42]. 
Given the breadth of the CEV definition identified dur-
ing the COVID-19 pandemic, research would be war-
ranted to explore the most practical ways of utilising 
and aligning existing support networks for future public 
health emergencies.

Being formally identified as “shielding” was considered 
socially advantageous by some interviewees as it legiti-
mised their socially avoidant behaviours. But for oth-
ers this approach resulted in feeling “othered” as a CEV 
individual, [43] an issue that was further exacerbated by 
televised government briefings that lacked CEV specific 
advice, while providing reassurance to the general public 
that COVID-19 was most severe in those with underlying 
health conditions [44, 45]. Social isolation caused by the 
response to the COVID-19 pandemic has been shown to 
have a negative influence on mental health parameters 
[42, 46]. Of the surveyed CEV individuals, 90% were wor-
ried about COVID, with 35% agreeing that shielding was 
making their physical health worse and 43% reporting a 
negative impact on their mental health, which may have 
compounded these feelings of social isolation. Within this 
study we did not have information about participants’ 
mental health prior to the study, and simply being CEV 
may in some situations have mental health comorbid-
ity [47]. This emphasises the importance of using com-
munication approaches in the future that avoid implied 
or unintentional stigmatising of any ‘vulnerable’ group, 
instead providing messages framed for target groups, that 
are identity affirming, promote social unity, raise aware-
ness, increase societal preparedness [10], and are deliv-
ered by the right people [48]. It is also important to note 
that 11% of survey respondents reported that shielding 
had a negative impacted on their physical health, which 
may be important when considering long-term motiva-
tions for self-isolation in this clinically vulnerable group.

A strength of this study was the integration of quantita-
tive and qualitative data to triangulate information from 
patients identified as CEV, a methodological approach 
widely used for increasing the validity, breadth, and 
depth of mixed-method studies [49, 50]. However, our 

study population was 94% identified as White British, 
64% were retired and 54% were aged over 69 years, there-
fore it is possible that our findings may not be generalis-
able to wider CEV populations due to demographic and 
experience bias. Nevertheless, our findings provide an 
important and valid insight into the acceptability of the 
shielding advice; attitudes and behaviours in response 
to this advice; and the impact of shielding on health and 
wellbeing for CEV individuals in Southwest England. Our 
study may also have been influenced by response bias, 
especially for interviewees who may have been more 
likely to want to discuss their shielding experiences. Last, 
as a cross-sectional study, pre-pandemic baseline val-
ues were unavailable, and therefore causality cannot be 
inferred. However, these results do demonstrate that this 
population did have mental health and support needs 
whilst shielding, which should be factored into future 
public health responses. Additionally, it was not possible 
to determine when participants had received the notifi-
cation to shield, or indeed derive the reasons why par-
ticipants in the study had been designated as CEV, which 
would impact understanding on their relative levels of 
risk. Centralised patient information systems with pre-
emptive clinical designations would facilitate this disag-
gregation in future studies and contexts where tailored 
patient advice on a large scale is required.

Conclusion
Individuals who are CEV are a clinically and socially 
heterogenous group, and the official shielding advice 
provided during first UK lockdown encompassed a 
unique combination of NPIs that were distinct from the 
social distancing and quarantine requirements imposed 
on the UK general population during the same time 
period. Given the uniqueness of this population and the 
lack of evidence on the responses of ‘shielders’, these 
findings provide valuable information for policy mak-
ers and healthcare professionals regarding the impacts 
of shielding on the wellbeing of CEV individuals dur-
ing the COVID-19 pandemic, which may assist them in 
making preparation for future infectious disease out-
breaks or other public health emergencies. Our findings 
emphasise the need for future public health messaging 
targeted at such high-risk and vulnerable populations 
to be co-created with relevant members of the public, 
tailored to health conditions, and delivered in a more 
targeted way with integrated assistance from existing 
community support systems. Furthermore, additional 
work should focus on factors influencing adherence to 
shielding advice and long-term social distancing adap-
tations, as well as the long-term implications of shield-
ing for mental health and feelings of social identity.
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