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Abstract 

Background: To analyse differences in confirmed cases, hospitalisations and deaths due to COVID‑19 related to cen‑
sus section socioeconomic variables. 

Methods: Ecological study in the 12 largest municipalities in Andalusia (Spain) during the first three epidemic waves 
of the COVID‑19 (02/26/20—03/31/21), covering 2,246 census sections (unit of analysis) and 3,027,000 inhabitants. 
Incidence was calculated, standardised by age and sex, for infection, hospitalisation and deaths based on average 
gross income per household (AGI) for the census tracts in each urban area. Association studied using a Poisson Bayes‑
ian regression model with random effects for spatial smoothing.

Results: There were 140,743 cases of COVID‑19, of which 12,585 were hospitalised and 2,255 died. 95.2% of cases 
were attributed to the second and third waves, which were jointly analysed. We observed a protective effect of 
income for infection in 3/12 cities. Almeria had the largest protective effect (smoothed relative risk (SRR) = 0.84 
(0.75–0.94 CI 95%). This relationship reappeared with greater magnitude in 10/12 cities for hospitalisation, lowest 
risk in Algeciras SRR = 0.41 (0.29–0.56). The pattern was repeated for deaths in all urban areas and reached statistical 
significance in 8 cities. Lowest risk in Dos Hermanas SRR = 0.35 (0.15–0.81).

Conclusions: Income inequalities by geographical area were found in the incidence of COVID‑19. The strengths of 
the association increased when analysing the severe outcomes of hospitalisations and, above all, deaths.
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Background
The coronavirus disease of 2019 (COVID-19) has been 
marked by the lack of prior knowledge of its charac-
teristics, an initial underestimation of its impact and 
delayed decision-making in terms of healthcare measures 
and public health [1]. This has resulted in very different 

disease management in different countries, according to 
the profiles of their inhabitants [2].

Despite these differences, evidence suggests that 
COVID-19 has had a greater effect on populations with 
worse socioeconomic characteristics [3, 4], and it has 
been particularly acute, as with other infectious dis-
eases, in urban populations [5, 6]. In urban areas, con-
tact between people is more frequent than in rural areas, 
especially in areas with worse social determinants of 
COVID-19, such as working and living conditions [7].

Throughout the pandemic, the consequences of these 
socioeconomic inequalities in the urban context have not 
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been limited to infections. There have also been higher 
mortality rates [8] and hospitalisation rates [9] in under-
privileged urban areas. It should be noted that many 
studies were conducted at different time points early in 
the pandemic or were carried out without differentiating 
between different time points, which might contribute to 
the inconsistent findings [10, 11]. Hospitalisations and 
mortality due to COVID-19 are the two issues that have 
most affected political and public health measures, such 
as confinements and curfews, and have put the health 
care infrastructure at risk [11, 12].

In many countries, including Spain, COVID-19 has had 
an impact during two different time periods with very 
different characteristics [10]. There are notable differ-
ences between the first wave, which began in February of 
2020, in which there was scant awareness of the disease 
compared to the following waves. The first wave in Spain 
provoked greater excess mortality than in any other Euro-
pean country [13]. However, this wave hit certain zones 
hard, while in others it was much less relevant. In Anda-
lusia, for example, confinement took place when there 
were still very few cases in the region [14]. By mid-July, 
when new infections started to rise again (with the begin-
ning of the second wave), more than 27,000 deaths had 
been officially registered in Spain as cases of COVID-19 
[14, 15]. Only five per cent came from Andalusia, a region 
with 17.9 per cent of the Spanish population. COVID-19 
had a much greater impact in Andalusia during the sec-
ond and third waves, accounting for around 30 per cent 
of cases and deaths in Spain [14].

Despite the existence of research on the association 
between sociodemographic risk factors and COVID-19, 
especially concerning urban areas [3, 4, 7, 16, 17], there 
are few studies that evaluate the risk of infection, hos-
pitalisation and death due to the virus in a single study 
population. Furthermore, in order to accurately interpret 
the influence of socioeconomic factors on these out-
comes, biased data from the first wave (diagnostic bias) 
should be considered separately [11].

The objective of this study was to analyse socioeco-
nomic differences in the 12 primary urban areas in Anda-
lusia (Spain) in terms of confirmed cases, hospitalisations 
and deaths due to COVID-19 during the first three epi-
demic waves of the pandemic.

Materials and methods
We carried out an ecological, retrospective study of the 
first three epidemic waves of the COVID-19 pandemic in 
the primary urban areas in Andalusia, Spain.

Variables
The units of analysis were the census sections (small 
territorial units inside a neighbourhood encompassing 

approximately between 1,000 and 2,500 inhabitants) in 
urban areas (territorial units defined by population vol-
ume criteria and by territorial features). The sociode-
mographic variables were: the number of inhabitants 
(aggregated and disaggregated by sex and age) and aver-
age annual gross income per household (AGI) in euros. 
The epidemiological variables were: confirmed cases of 
COVID-19, as defined by the Spanish Ministry of Health 
(which mainly considered the laboratory criteria of con-
firmed PCR or antigen test to SARS-CoV-2, depending 
on the period of the pandemic [18]), hospitalisation of 
confirmed COVID-19 cases, deaths of confirmed cases 
of COVID-19, and epidemic waves, defined by the accel-
eration and deceleration of the number of new cases of 
COVID-19 (first epidemic wave: February 26 [first con-
firmed case in Andalusia] to July 12, 2020; second wave: 
July 13 to December 27, 2020; third wave: December 28, 
2020 to March 31, 2021).

Information sources
The most recent available information on demographic 
data (2019) and AGI (2018) came from the National Sta-
tistics Institute (NSI) [19]. However, given that AGI in 
2018 was available for 99.1 per cent of census sections, 
information for prior years was used for the rest: 2017 
(0.3%), 2016 (0.1%) and 2015 (0.4%). In 0.2 per cent of 
census sections there were no available data on AGI, thus 
they were excluded from the analysis. The confirmed 
COVID-19 cases in terms of diagnosis, hospitalisation 
and deaths—geocoding (X and Y coordinates)- and the 
information on institutionalisation in elderly or disabil-
ity care centres (these cases were excluded due to the risk 
of interference with the spatial analysis) were obtained 
from the Epidemiological Surveillance System of Anda-
lusia (SVEA). Finally, in order to establish cut-off points 
between epidemic waves, information on the evolution 
of the pandemic in the study area was obtained from the 
Andalusian Institute of Statistics and Cartography [20].

The dependent variable was calculated using the stand-
ardised incidence ratio (SIR) for COVID-19 for three 
outcomes of interest: cases of infection, hospitalisation 
and deaths. The independent variables were AGI, age and 
sex (these were used for the standardisation of rates).

Study area
This study exclusively analysed the 12 municipalities in 
Andalusia with a population over 100,000 inhabitants 
[21]. In total, these urban areas bring together 2,246 cen-
sus sections and 3,027,000 inhabitants, which represents 
36 per cent of the population of Andalusia and 6 per cent 
of the total population in Spain (Fig. 1).
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Statistical analysis
The first wave was analysed individually, and the second 
and third waves were analysed jointly. The reason for 
dividing the period into two-time windows- and for our 
work, focusing on the second of these windows- is that 
the data related to the first wave were biased due to the 
limited accessibility of COVID-19 diagnostic tests [10, 
13, 22]. In contrast, despite the existence of differences, 
the second and third waves are reasonably comparable 
due to uniformity in the definition of a confirmed case 
and the general availability of the SARS-CoV-1 antigen 
tests, thus they were analysed together. The temporal 
stratification was carried out in terms of the first wave 
vs the second and third waves. The spatial analysis using 
the Bayesian model was carried out stratifying by urban 
area, so each urban area was analysed independently. In 
summary, three outcomes were studied: the standardised 
incidence ratio (SIR) of COVID-19 at the case and hos-
pitalisation levels and the standardised mortality ratio 
(SMR) of COVID-19, in 12 urban areas and in two time 
windows.

In order to carry out the statistical analysis, the SIR of 
COVID-19 was calculated, standardised by sex and age 
(categorised into 21 quinquennial groups). The SIR was 
obtained using the quotient of the observed and expected 

cases, by way of indirect standardisation, setting as ref-
erence (SIR = 1) the average ratio across census sections 
of all municipalities. Later, we employed a Bayesian spa-
tial model to investigate spatial risk factors for the three 
aforementioned COVID-19 outcomes. In order to avoid 
the effect of small areas, we calculated the smoothed rela-
tive risk (SRR), setting as reference (SSR = 1) the average 
risk across census sections among each urban area. To 
do so, we used the model proposed by Besag, York and 
Mollié [23] of spatial smoothing using Poisson regression 
with random effects, which represents the heterogeneity 
of each geographic unit and the spatial contiguity, based 
on an auto-regressive conditional model (CAR).

where: λi is the relative risk in area i; Oi the number of 
cases in area i, α the constant, Ei the expected number 
of cases, hi the ordinary random-effects component for 
non-spatial heterogeneity among census sections and bi 
the spatial term.

Finally, the logarithm of AGI for each census section 
was added to the model as an independent covariable 

0i ∼ Po(Ei �i)

log(�i) = α + hi + bi

Fig. 1 Location of studied urban areas
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(analysed as a quantitative continuous variable). The sta-
tistical analysis was carried out with R software (version 
4.0.3), using the spatial analysis package R-INLA.

Patient and public involvement
Due to the ecological and non-interventional nature of 
the study we have not involved the public in the design or 
conduct of our research.

Results
Figure  1 shows the location of the urban areas studied. 
The distribution of AGI was non-normal and heterogene-
ous in all of them. The AGI ranged from 13,000€ in the 
census section with the lowest income to 123,000€ in the 
census section with the highest income, although both of 
the first two quintiles were under 30,000€ and the third 
was below 35,000€ (Fig.  2). This asymmetric distribu-
tion was similar among the different urban areas, though 
a greater dispersion was observed in the municipalities 
with larger populations (Sevilla and less so Málaga and 
Córdoba) (Supplementary File 1).

After excluding 3,952 institutionalised cases (2.4%), 
16,547 cases without available geocoding (10.1%) and 
1,859 cases geocoded outside the municipalities stud-
ied (1.1%), the number of confirmed cases of COVID-
19 analysed was 140,743 (86.3% of the total confirmed 
cases reported to the SVEA), of which 12,585 were 
hospitalisations and 2,255 were deaths. Table 1 shows, 
for each urban area, the distribution of the census 

sections, the number of inhabitants, the AGI and con-
firmed COVID-19 cases (infections, hospitalisations 
and deaths) during the second time window studied. 
The confirmed cases of COVID-19 that were declared 
in the first wave made up only 4.8 per cent of the total 
number of declared cases during the study  period20. As 
mentioned in the methodology, we mainly report find-
ings from the second and third waves (the distribution 
of confirmed cases during the first wave and their rela-
tive contribution to the overall study period is shown in 
Table 2).

COVID‑19 cases
In the second and third waves, the urban areas with the 
greatest number of confirmed cases of COVID-19 per 
100,000 inhabitants were Granada (7072.6) and Alm-
ería (5906); Huelva had the lowest number of cases 
(3535.3). The distribution of the incidence of COVID-
19 by urban area is shown in Supplementary File 2. 
The relationship between AGI and SIR at the case level 
varied by urban area; however, it only reached statis-
tical significance in the municipalities with a nega-
tive association, that is to say, there was greater risk 
in the census sections with lower income (Fig.  3-A 
and Supplementary File 3). These included Almería 
(SRR = 0.84, 95% credibility interval [CI] = 0.75–0.94), 
Granada (SRR = 0.88, 95%CI = 0.78–1.00) and Sevilla 
(SRR = 0.91, 95%CI 0.85–0.98).

Fig. 2 Distribution of average gross income by household in the studied urban areas, by income quintiles
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Hospitalised cases
In the second and third waves, the number of con-
firmed cases of COVID-19 that were hospitalised per 
100,000 inhabitants was homogeneous among the 
urban areas, except for Granada (608.6), with an inci-
dence much higher than the next highest (Córdoba, 
with 370.5). The association between AGI and the SIR 
of COVID-19 in terms of hospitalisations was negative 
in all of the municipalities and reached statistical sig-
nificance in all except Marbella and Jaén (Fig. 3-B and 
Supplementary File 3). The municipalities in which a 
lower AGI at a census section level was associated with 
a greater relative risk of hospitalisation were Alge-
ciras (SRR = 0.41, 95%CI = 0.29–0.56) and Almería 
(SRR = 0.54, 95%CI = 0.43–0.68).

Deaths
In the second and third waves, the heterogeneity 
observed in the number of deaths due to COVID-
19 per 100,000 inhabitants was similar to what was 
described for the first wave. Granada (130.7) was 
again the municipality with the greatest number of 
deaths, followed by Algeciras (97.5), while the munic-
ipality with the lowest number of deaths was Huelva 
(38.9). The association between AGI and the SIR of 
COVID-19 in terms of deaths was negative in all of 
the urban areas and reached statistical significance 
in eight of the twelve (Fig.  3-C and Supplementary 
File 3). The municipalities in which a lower AGI at 
a census section level was associated with a greater 
relative risk of death due to COVID-19 were Dos 
Hermanas (SRR = 0.35, 95%CI = 0.15–0.81), Alge-
ciras (SRR = 0.38, 95%CI = 0.21–0.67), and Málaga 
(SRR = 0.42, 95%CI = 0.29–0.61).

Discussion
This study suggests that infections, hospitalisations and 
deaths related to COVID-19 were greater in underprivi-
leged areas. This confirms what has been shown in prior 
studies both in Spain [10, 24] and internationally [25, 26], 
though it provides some important nuances: the present 
study was carried out in an urban area, but the results are 
based on 12 urban areas (rather than one) with popula-
tions between 100,000 and 600,000 inhabitants. Further-
more, it is a simultaneous study of cases, hospitalisations 
and deaths. The association between low socioeconomic 
level and COVID-19 exists, but it also seems that the 
magnitude tends to increase along with the severity of 
the disease.

This study was based on the differences within vari-
ous urban areas in which there were different socioeco-
nomic levels, each one of which had results that were 
homogeneous, thus showing large income inequalities 
within each municipality (but not between municipali-
ties). The behaviour of the pandemic throughout the 
second and third waves was much less geographically 
heterogeneous than the first [14]. Although this study 
was of the 12 most populated cities in a Spanish region, 
it is still a region with 8.5 million people and a territo-
rial extension larger than Ireland or Austria. This meant 
that in certain cities such as Granada, the number of 
cases, hospitalisation and deaths due to COVID-19 
was practically double that of Sevilla. These differences 
could be explained by city characteristics, such as 
population density, environmental and other climatic 
factors [24, 27, 28]. However, the fact that census sec-
tions with lower income were hit hardest was a similar 
attribute among all of the areas studied. A 10 per cent 
increase in risk of infection, 40 per cent increase in risk 
of hospitalisation, and 100 per cent increase in risk of 

Fig. 3 Smoothed relative risks for cases of infection (a), hospitalisation (b) and death (c) due to COVID‑19, by household annual gross income, 2nd 
and 3rd waves
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death was observed for each decrease of one logarith-
mic unit in annual AGI (for example, the risk of death 
with a COVID-19 diagnosis during the study period in 
a census section with an average AGI of 15,000 € was 
double that of a census section with 40,000 €). This 
inverse relationship between socioeconomic level and 
the entire cascade from COVID-infection to mortality 
had been pointed out previously in other high-income 
countries [25, 29, 30]. However, the present study 
shows a more pronounced relationship between lower 
level and greater severity of the disease.

Referring to cases of infection, the areas with lower 
income were more affected. This has already been shown 
in terms of the confirmed cases in other Spanish cities 
such as Madrid [31] and Barcelona [7, 10] and other areas 
such as New York [32]. Several reasons have been pointed 
out to explain the greater infection rate among lower 
income areas: living in smaller houses that do not allow 
for social distancing [17]; difficulties of telework for less-
qualified jobs [33]- and also along these lines, the eco-
nomic component; having lost a source of income would 
prompt households to search for other options [7]-; and 
more challenges with the use of private transportation 
[34]. It has also been pointed out that the information on 
prevention measures has been received by the population 
in part based on their cultural level [35], which, in devel-
oped countries tends to be associated with income level.

One of the most novel aspects of this research is the 
joint study, in a single population, not only of cases but 
also of hospitalisations and deaths. The explanations 
described prior for greater contagion of COVID (crowd-
ing, work instability, use of transport) are not useful in 
the latter cases. The greater rates of hospitalisation and 
death depend on other mechanisms. There are at least 
two possible explanations related to this relationship.

On the one hand, it could be that these rates were a 
direct reflection of poorer access to health services of 
those with low income [36], especially primary care [37]. 
This could have delayed the early management of symp-
toms and increased both the possibilities of hospitalisa-
tions and of death. The problem of health access can be 
approached in two ways. One is “physical” in that greater 
problems contacting and attending health centres could 
be aggravated by the collateral impact of COVID-19 on 
the whole system. The COVID-19 crisis has changed the 
Spanish National Health System [38]. Operations were 
suspended, visits were delayed and accessing the system 
became more complicated. Second, there is also the issue 
of health culture or the health empowerment of citizens. 
Not everyone knows how to correctly interpret the signs 
of severity that should prompt them to seek health ser-
vices nor how to provide informal home care. If to this 
we add the lack of knowledge of the disease, this could 

have been a notable barrier. During the crisis, it became 
clear that education should be improved in this sense.

On the other hand, the greater impact on those with 
lower income could be explained, in addition to worse 
health access, by the life circumstances of these people. 
A lower socioeconomic level is related to worse health 
[39]. Also, pre-existing conditions prior to contract-
ing COVID-19 have been shown to be related to a more 
severe development of the disease [40].

Thus, if the characteristics of the environment are rel-
evant in contracting COVID, the access to health services 
and prior levels of health determine the level of affecta-
tion. This could explain why inequalities have been espe-
cially evident in hospitalisations and deaths. We also 
cannot rule out that this finding could go beyond the ill-
nesses related to COVID-19. Between the beginning of 
the pandemic and July of 2021, Spain had excess mortal-
ity of over 85,000 deaths [15]. We do not know how many 
are related to the collapse of the health system or whether 
this could have a greater impact on lower socioeconomic 
levels, but results such as these should inspire further 
investigation in this sense. What seems clear, according 
to this study, is that the pandemic has exacerbated exist-
ing structural inequities, though not in a uniform way, 
over the past year and a half.

In terms of study limitations, this is an ecological study, 
and the mechanisms underlying the associations between 
living in poor areas and incidence, hospitalisation and 
mortality during the COVID-19 pandemic can only be 
hypothesised [22]. Secondly, this study excluded insti-
tutionalised people. The reason for this was that it was 
impossible to link these individuals with their socioeco-
nomic level based on their households, because in most 
cases the geocoding corresponded to the centre where 
they were institutionalised. As a result, the risk of infor-
mation bias was reduced but this may have also caused a 
selection bias. Furthermore, the data related to the first 
wave were excluded from the analysis, which reduced the 
number of cases to study. However, this constitutes more 
a strength than a limitation, because given the biases in 
reporting of COVID-19 cases during the first wave- men-
tioned earlier- these data are unreliable and could com-
promise the internal validity of the study. Thirdly, the AGI 
was taken from the most recent year available (2018), so 
we might have overestimated its values; this all the more 
applies to the census sections in which the AGI between 
2015 and 2017 was used (0.7%). However, compared to 
studies from other European countries, this potential bias 
might be mitigated by the social measures implemented 
by the Spanish government in 2020, aimed at protect-
ing individuals who became unemployed or partially 
employed. Fourthly, our results may be only generalisable 
to large urban areas from high-income countries which 
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adopted non-pharmaceutical interventions similar to 
those adopted in Spain. Finally, although the incidence 
rates were standardised by sex and age, the proportional-
ity between the specific rates per subgroup in each cen-
sus section with respect to the rest could not be verified, 
which may have led to a reduction in the accuracy of the 
relative risk [41]. Thus, the point estimates yielded by the 
statistical models should be interpreted with caution.

This study also has strengths. The most important 
is that in a single study, low socioeconomic status was 
linked not only to COVID-infection, but also to hospi-
talisations and deaths. This had not been done in Spain 
until now. Moreover, our study used more than one 
urban area and smaller geographical scale than previ-
ous studies [22, 31].

Conclusions
Our results indicate the existence of income inequali-
ties by geographical area in the incidence of cases, hos-
pitalisations and deaths due to COVID-19, adjusted by 
age and sex. They suggest that a lower socioeconomic 
level is related not only to a greater risk of infection by 
COVID-19, but also greater related complications.

Selective actions are needed to improve the 
population´s capacity to protect itself from infection 
and obtain conditions of equal access to health ser-
vices. Such a need is not exclusive to COVID-19, as 
these results show inequalities that existed prior to the 
onset of the pandemic, which -if unaddressed- might 
persist and even become worse in the future.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12889‑ 022‑ 14774‑6.

Additional file 1: Supplementary File 1. Distribution of annual average 
gross income per household, by urban area. Supplementary File 2. Dis‑
tribution of the smoothed standardised incidence ratio (SIR) of infection 
in the second and third epidemic waves, by urban area. Supplementary 
File 3. Results of the spatial regression model, by time window and urban 
area.

Acknowledgements
We would like to thank all the professionals of the Surveillance Epidemiologi‑
cal System of Andalusia (SVEA) for their contribution. 

Authors’ contributions
NFFM, RRM and LS developed the study. ART, NL and NFFM accessed the 
data. NFFM, RRM and DGB performed the analyses. All authors interpreted the 
findings and contributed. NFFM, RRM, ISL and LS to wrote the first draft and 
all authors contributed to the final submitted version. The author(s) read and 
approved the final manuscript. 

Funding
This work was supported by the Carlos III Health Institute (ISCIII) under the 
project Fundación BBVA.DGVI 256/22 "COVID 19 Urban Atlas Spain".

Availability of data and materials
Data will be made available upon reasonable request by contacting the corre‑
sponding author. Andalusia COVID‑19 data are published up to the municipal 
level on the website (https:// www. junta deand alucia. es/ insti tutod eesta disti 
cayca rtogr afia/ salud/ datos Sanit arios. html). Data at census section level, due to 
its smaller reference population, is not delivered in this format.

Declarations

Ethics approval and consent to participate
Protocol, data collection and study were approved by Dirección General de 
Salud Pública, Consejería de Salud y Consumo, Junta de Andalucía (Direc‑
torate General for Public Health. Regional Ministry of Health and Consumer 
Affairs. Andalusian Regional Government) Spain. The Institutional Review 
Board of the Directorate General of Public Health did not require informed 
consent due to its ecological, retrospective design using secondary data 
from the Epidemiological Surveillance System of Andalusia (SVEA). No further 
administrative permissions were required to access the raw data used in our 
study, which were anonymised prior to use.Authors confirm that all methods 
were performed in accordance with the relevant guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
Luis Sordo is BMC Public Health associate editor. The other authors declare 
that they have no financial and/or non‑financial interest in relation to this 
study.

Author details
1 Unidad de Gestión Clínica Medicina Preventiva y Salud Pública, Hospital Uni‑
versitario Reina Sofía, Córdoba 14004, Spain. 2 Instituto Maimónides de Inves‑
tigación Biomédica de Córdoba (IMIBIC), Córdoba, Spain. 3 Centro Nacional 
de Epidemiología, Instituto de Salud Carlos III, Madrid, Spain. 4 CIBER en 
Epidemiología y Salud Pública (CIBERESP), Barcelona, Spain. 5 Dirección General 
de Salud Pública, Consejería de Salud y Consumo, Junta de Andalucía, Spain. 
6 Departamento de Salud Pública y Materno‑Infantil, Facultad de Medicina, 
Universidad Complutense de Madrid, Madrid, Spain. 

Received: 27 July 2022   Accepted: 29 November 2022

References
 1. Oliver N, Barber X, Roomp K, Roomp K. Assessing the impact of the 

COVID‑19 pandemic in Spain: large‑scale, online, self‑reported popula‑
tion survey. J Med Internet Res. 2020;22:e21319. https:// doi. org/ 10. 2196/ 
21319.

 2. Ayouni I, Maatoug J, Dhouib W, Zammit N, Fredj SB, Ghammam R, et al. 
Effective public health measures to mitigate the spread of COVID‑19: a 
systematic review. BMC Public Health. 2021;21:1015. https:// doi. org/ 10. 
1186/ s12889‑ 021‑ 11111‑1.

 3. Sannigrahi S, Pilla F, Basu B, Basu AS, Molter A. Examining the association 
between socio‑demographic composition and COVID‑19 fatalities in 
the European region using spatial regression approach. Sustain Cities 
Soc. 2020;62:102418. https:// doi. org/ 10. 1016/j. scs. 2020. 102418.

 4. Sweeney S, Capeding TPJ, Eggo R, Huda M, Jit M, Mudzengi D, et al. 
Exploring equity in health and poverty impacts of control measures for 
SARS‑CoV‑2 in six countries. BMJ Glob Health. 2021;6(5):e005521. https:// 
doi. org/ 10. 1136/ bmjgh‑ 2021‑ 005521.

 5. Mahmud AS, Kabir MI, Engø‑Monsen K, Tahmina S, Riaz BK, Hos‑
sain MA, et al. Megacities as drivers of national outbreaks: the 
2017 chikungunya outbreak in Dhaka. Bangladesh PLoS Negl Trop 
Dis. 2021;15:e0009106. https:// doi. org/ 10. 1371/ journ al. pntd. 00091 06.

 6. Otmani Del Barrio M, Simard F, Caprara A. Supporting and strengthening 
research on urban health interventions for the prevention and control of 
vector‑borne and other infectious diseases of poverty: scoping reviews 
and research gap analysis. Infect Dis Poverty. 2018;7:94. https:// doi. org/ 
10. 1186/ s40249‑ 018‑ 0462‑z.

https://doi.org/10.1186/s12889-022-14774-6
https://doi.org/10.1186/s12889-022-14774-6
https://www.juntadeandalucia.es/institutodeestadisticaycartografia/salud/datosSanitarios.html
https://www.juntadeandalucia.es/institutodeestadisticaycartografia/salud/datosSanitarios.html
https://doi.org/10.2196/21319
https://doi.org/10.2196/21319
https://doi.org/10.1186/s12889-021-11111-1
https://doi.org/10.1186/s12889-021-11111-1
https://doi.org/10.1016/j.scs.2020.102418
https://doi.org/10.1136/bmjgh-2021-005521
https://doi.org/10.1136/bmjgh-2021-005521
https://doi.org/10.1371/journal.pntd.0009106
https://doi.org/10.1186/s40249-018-0462-z
https://doi.org/10.1186/s40249-018-0462-z


Page 10 of 10Fernández‑Martínez et al. BMC Public Health         (2022) 22:2316 

 7. Mari‑Dell’Olmo M, Gotsens M, Pasarin M, Rodriguez‑Sanz M, Artazcoz 
L, Garcia de Olalla P, et al. Socioeconomic inequalities in COVID‑19 in a 
European urban area: two waves, two patterns. Int J Environ Res Public 
Health. 2021;18(3):1256. https:// doi. org/ 10. 3390/ ijerp h1803 1256.

 8. Mena GE, Martinez PP, Mahmud AS, Marquet PA, Buckee CO, Santillana 
M. Socioeconomic status determines COVID‑19 incidence and related 
mortality in Santiago, Chile. Science. 2021;372(6545):5298. https:// doi. 
org/ 10. 1126/ scien ce. abg52 98.

 9. Nayak A, Islam SJ, Mehta A, Ko Y‑A, Patel SA, Goyal A, et al. Impact of 
Social Vulnerability on COVID‑19 Incidence and Outcomes in the United 
States. medRxiv 2020. https:// doi. org/ 10. 1101/ 2020. 04. 10. 20060 962.

 10. Arauzo‑Carod J‑M, Domènech A, Gutiérrez A. Do local characteristics act 
in a similar way for the first two waves of COVID‑19? Analysis at intraur‑
ban level in Barcelona. J Public Health (Oxf ). 2021;43(3):455–61. https:// 
doi. org/ 10. 1093/ pubmed/ fdaa2 38.

 11. Pollán M, Pérez‑Gómez B, Pastor‑Barriuso R, Oteo J, Hernán MA, Pérez‑
Olmeda M, et al. Prevalence of SARS‑CoV‑2 in Spain (ENE‑COVID): a 
nationwide, population‑based seroepidemiological study. Lancet. 
2020;396:535–44. https:// doi. org/ 10. 1016/ S0140‑ 6736(20) 31483‑5.

 12. Jamison JC, Bundy D, Jamison DT, Spitz J, Verguet S. Comparing the 
impact on COVID‑19 mortality of self‑imposed behavior change 
and of government regulations across 13 countries. Health Serv Res. 
2021;56(5):874–84. https:// doi. org/ 10. 1111/ 1475‑ 6773. 13688.

 13. Islam N, Shkolnikov VM, Acosta RJ, Klimkin I, Kawachi I, Irizarry RA, et al. 
Excess deaths associated with covid‑19 pandemic in 2020: age and 
sex disaggregated time series analysis in 29 high income countries. 
BMJ. 2021;373:n1137. https:// doi. org/ 10. 1136/ bmj. n1137.

 14. Instituto de Salud Carlos III [Carlos III Institute of Health]. Informe de sit‑
uación COVID‑19 en España [COVID‑19 situation report in Spain]. Madrid: 
Centro Nacional de Epidemiología [National Center for Epidemiology]; 
[cited 8 Dec 2022]. https:// www. isciii. es/ QueHa cemos/ Servi cios/ Vigil 
ancia Salud Publi caREN AVE/ Enfer medad esTra nsmis ibles/ Pagin as/ Infor 
mes_ Previ os_ Covid‑ 19_ 2020. aspx.

 15. Johns Hopkins Coronavirus Resource Center. COVID‑19 dashboard by the 
center for systems science and engineering. [cited 8 Dec 2022]. https:// 
coron avirus. jhu. edu/ map. html.

 16. Karmakar M, Lantz PM, Tipirneni R. Association of social and demographic 
factors with COVID‑19 incidence and death rates in the US. JAMA Netw 
Open. 2021;4:e2036462. https:// doi. org/ 10. 1001/ jaman etwor kopen. 2020. 
36462.

 17. Patel AP, Paranjpe MD, Kathiresan NP, Rivas MA, Khera AV. Race, socioeco‑
nomic deprivation, and hospitalization for COVID‑19 in English partici‑
pants of a national biobank. Int J Equity Health. 2020;19:114. https:// doi. 
org/ 10. 1186/ s12939‑ 020‑ 01227‑y.

 18. Instituto de Salud Carlos III [Carlos III Institute of Health]. Estrategia de 
detección precoz, vigilancia y control de COVID‑19 [Strategy for early 
detection, surveillance and control of COVID‑19]. Madrid: Ministerio de 
Sanidad [Ministry of Health]; 2020. https:// www. sanid ad. gob. es/ profe 
siona les/ salud Publi ca/ ccayes/ alert asAct ual/ nCov/ docum entos/ Nueva_ 
estra tegia_ vigil ancia_y_ contr ol. pdf.

 19. Instituto Nacional de Estadística (INE). Población en España a 1 de enero 
de 2020. [cited 8 Dec 2022]. https:// www. ine. es/ prensa/ cp_ e2020_p. pdf.

 20. Informe COVID‑19 en Andalucía [COVID‑19 report in Andalusia]. Instituto 
de Estadística y Cartografía de Andalucía [Institute of Statistics and Car‑
tography of Andalusia]. Consejería de Salud y Familias [Regional Ministry 
of Health and Families].  [cited 8 Dec 2022]. https:// www. ieca. junta‑ andal 
ucia. es/ insti tutod eesta disti cayca rtogr afia/ badea/ infor me/ anual? CodOp 
er= b3_ 2314& idNode= 79282.

 21. Áreas urbanas en España 2018: Constitución: cuarenta años de las 
ciudades españolas [Urban areas in Spain 2018. Constitution: forty years 
of Spanish cities]. Dirección General de Arquitectura, Vivienda y Suelo 
[Directorate General of Architecture, Housing and Land]. Ministerio de 
Fomento [Ministry of Development]. [cited 8 Dec 2022]. https:// servi cios. 
mpr. es/ Visor Publi cacio nes/ visor docum entos icopo. aspx? NIPO= 16118 
2753& SUBNI PO= 0001& IDPUB LICAC ION= 00531 6118.

 22. Colombo FR, Alicandro G, La Vecchia C. Area‑level indicators of income 
and total mortality during the COVID‑19 pandemic. Eur J Public Health. 
2021;31(3):625–9. https:// doi. org/ 10. 1093/ eurpub/ ckab0 38.

 23. Besag J, York A, Mollié A. Bayesian image restoration, with two applica‑
tions in spatial statistics. Ann Inst Stat Math. 1991;43:1–59. https:// doi. 
org/ 10. 1007/ BF001 16466.

 24. Gullón P, Cuesta‑Lozano D, Cuevas‑Castillo C, Fontán‑Vela M, 
Franco M. Temporal trends in within‑city inequities in COVID‑19 
incidence rate by area‑level deprivation in Madrid. Spain Health 
Place. 2022;76:102830. https:// doi. org/ 10. 1016/j. healt hplace. 2022. 102830.

 25. Riou J, Panczak R, Althaus CL, Junker C, Perisa D, Schneider K, et al. 
Socioeconomic position and the COVID‑19 care cascade from testing 
to mortality in Switzerland: a population‑based analysis. Lancet Public 
Health. 2021;6:e683–91. https:// doi. org/ 10. 1016/ S2468‑ 2667(21) 00160‑2.

 26. Dukhovnov D, Barbieri M. County‑level socio‑economic disparities in 
COVID‑19 mortality in the USA. Int J Epidemiol. 2022;51:418–28. https:// 
doi. org/ 10. 1093/ ije/ dyab2 67.

 27. Li W, Zhang P, Zhao K, Zhao S. The geographical distribution and influ‑
encing factors of COVID‑19 in China. Trop Med Infect Dis. 2022;7(3):45. 
https:// doi. org/ 10. 3390/ tropi calme d7030 045.

 28. Cacho PM, Hernández JL, López‑Hoyos M, Martínez‑Taboada VM. Can 
climatic factors explain the differences in COVID‑19 incidence and 
severity across the Spanish regions?: an ecological study. Environ Health. 
2020;19:106. https:// doi. org/ 10. 1186/ s12940‑ 020‑ 00660‑4.

 29. Saarinen S, Moustgaard H, Remes H, Sallinen R, Martikainen P. Income 
differences in COVID‑19 incidence and severity in Finland among people 
with foreign and native background: a population‑based cohort study 
of individuals nested within households. PLoS Med. 2022;19:e1004038. 
https:// doi. org/ 10. 1371/ journ al. pmed. 10040 38.

 30. Tang IW, Vieira VM, Shearer E. Effect of socioeconomic factors during 
the early COVID‑19 pandemic: a spatial analysis. BMC Public Health. 
2022;22:1212. https:// doi. org/ 10. 1186/ s12889‑ 022‑ 13618‑7.

 31. Díaz‑Olalla JM, Blasco‑Novalbos G, Valero‑Otero I. COVID‑19 incidence 
in districts of Madrid and its relationship with socio‑economic and demo‑
graphic indicators. Rev Esp Salud Publica. 2021;95:e202107091. https:// 
pubmed. ncbi. nlm. nih. gov/ 34212 940/.

 32. Douglas JA, Subica AM. COVID‑19 treatment resource disparities and 
social disadvantage in New York City. Prev Med. 2020;141:106282. https:// 
doi. org/ 10. 1016/j. ypmed. 2020. 106282.

 33. Yang T‑C, Kim S, Zhao Y, Choi S‑WE. Examining spatial inequality in 
COVID‑19 positivity rates across New York City ZIP codes. Health 
Place. 2021;69:102574. https:// doi. org/ 10. 1016/j. healt hplace. 2021. 102574.

 34. Sy KTL, Martinez ME, Rader B, White LF. Socioeconomic disparities in 
subway use and COVID‑19 outcomes in New York City. Am J Epidemiol. 
2021;190:1234–42. https:// doi. org/ 10. 1093/ aje/ kwaa2 77.

 35. McCaffery KJ, Dodd RH, Cvejic E, Ayrek J, Batcup C, Isautier JM, et al. 
Health literacy and disparities in COVID‑19‑related knowledge, 
attitudes, beliefs and behaviours in Australia. Public Health Res 
Pract. 2020;30(4):30342012. https:// doi. org/ 10. 17061/ phrp3 03420 12.

 36. Reid KW, Vittinghoff E, Kushel MB. Association between the level of 
housing instability, economic standing and health care access: a meta‑
regression. J Health Care Poor Underserved. 2008;19:1212–28. https:// doi. 
org/ 10. 1353/ hpu.0. 0068.

 37. Lueckmann SL, Hoebel J, Roick J, Markert J, Spallek J, von dem Knesebeck 
O, et al. Socioeconomic inequalities in primary‑care and specialist physi‑
cian visits: a systematic review. Int J Equity Health. 2021;20:58. https:// doi. 
org/ 10. 1186/ s12939‑ 020‑ 01375‑1.

 38. Pinilla J, Barber P, Vallejo‑Torres L, Rodríguez‑Mireles S, López‑Valcárcel BG, 
Serra‑Majem L. The economic impact of the SARS‑COV‑2 (COVID‑19) pan‑
demic in Spain. Int J Environ Res Public Health. 2021;18(9):4708. https:// 
doi. org/ 10. 3390/ ijerp h1809 4708.

 39. Mackenbach JP, Bopp M, Deboosere P, Kovacs K, Leinsalu M, Martikainen 
P, et al. Determinants of the magnitude of socioeconomic inequalities in 
mortality: a study of 17 European countries. Health Place. 2017;47:44–53. 
https:// doi. org/ 10. 1016/j. healt hplace. 2017. 07. 005.

 40. Wiersinga WJ, Rhodes A, Cheng AC, Peacock SJ, Prescott HC. Pathophysi‑
ology, transmission, diagnosis, and treatment of Coronavirus Disease 
2019 (COVID‑19): a review. JAMA. 2020;324:782–93. https:// doi. org/ 10. 
1001/ jama. 2020. 12839.

 41. Ocaña‑Riola R. Common errors in disease mapping. Geospat Health. 
2010;4(2):139–54. https:// doi. org/ 10. 4081/ gh. 2010. 196.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.3390/ijerph18031256
https://doi.org/10.1126/science.abg5298
https://doi.org/10.1126/science.abg5298
https://doi.org/10.1101/2020.04.10.20060962
https://doi.org/10.1093/pubmed/fdaa238
https://doi.org/10.1093/pubmed/fdaa238
https://doi.org/10.1016/S0140-6736(20)31483-5
https://doi.org/10.1111/1475-6773.13688
https://doi.org/10.1136/bmj.n1137
https://www.isciii.es/QueHacemos/Servicios/VigilanciaSaludPublicaRENAVE/EnfermedadesTransmisibles/Paginas/Informes_Previos_Covid-19_2020.aspx
https://www.isciii.es/QueHacemos/Servicios/VigilanciaSaludPublicaRENAVE/EnfermedadesTransmisibles/Paginas/Informes_Previos_Covid-19_2020.aspx
https://www.isciii.es/QueHacemos/Servicios/VigilanciaSaludPublicaRENAVE/EnfermedadesTransmisibles/Paginas/Informes_Previos_Covid-19_2020.aspx
https://coronavirus.jhu.edu/map.html
https://coronavirus.jhu.edu/map.html
https://doi.org/10.1001/jamanetworkopen.2020.36462
https://doi.org/10.1001/jamanetworkopen.2020.36462
https://doi.org/10.1186/s12939-020-01227-y
https://doi.org/10.1186/s12939-020-01227-y
https://www.sanidad.gob.es/profesionales/saludPublica/ccayes/alertasActual/nCov/documentos/Nueva_estrategia_vigilancia_y_control.pdf
https://www.sanidad.gob.es/profesionales/saludPublica/ccayes/alertasActual/nCov/documentos/Nueva_estrategia_vigilancia_y_control.pdf
https://www.sanidad.gob.es/profesionales/saludPublica/ccayes/alertasActual/nCov/documentos/Nueva_estrategia_vigilancia_y_control.pdf
https://www.ine.es/prensa/cp_e2020_p.pdf
https://www.ieca.junta-andalucia.es/institutodeestadisticaycartografia/badea/informe/anual?CodOper=b3_2314&idNode=79282
https://www.ieca.junta-andalucia.es/institutodeestadisticaycartografia/badea/informe/anual?CodOper=b3_2314&idNode=79282
https://www.ieca.junta-andalucia.es/institutodeestadisticaycartografia/badea/informe/anual?CodOper=b3_2314&idNode=79282
https://servicios.mpr.es/VisorPublicaciones/visordocumentosicopo.aspx?NIPO=161182753&SUBNIPO=0001&IDPUBLICACION=005316118
https://servicios.mpr.es/VisorPublicaciones/visordocumentosicopo.aspx?NIPO=161182753&SUBNIPO=0001&IDPUBLICACION=005316118
https://servicios.mpr.es/VisorPublicaciones/visordocumentosicopo.aspx?NIPO=161182753&SUBNIPO=0001&IDPUBLICACION=005316118
https://doi.org/10.1093/eurpub/ckab038
https://doi.org/10.1007/BF00116466
https://doi.org/10.1007/BF00116466
https://doi.org/10.1016/j.healthplace.2022.102830
https://doi.org/10.1016/S2468-2667(21)00160-2
https://doi.org/10.1093/ije/dyab267
https://doi.org/10.1093/ije/dyab267
https://doi.org/10.3390/tropicalmed7030045
https://doi.org/10.1186/s12940-020-00660-4
https://doi.org/10.1371/journal.pmed.1004038
https://doi.org/10.1186/s12889-022-13618-7
https://pubmed.ncbi.nlm.nih.gov/34212940/
https://pubmed.ncbi.nlm.nih.gov/34212940/
https://doi.org/10.1016/j.ypmed.2020.106282
https://doi.org/10.1016/j.ypmed.2020.106282
https://doi.org/10.1016/j.healthplace.2021.102574
https://doi.org/10.1093/aje/kwaa277
https://doi.org/10.17061/phrp30342012
https://doi.org/10.1353/hpu.0.0068
https://doi.org/10.1353/hpu.0.0068
https://doi.org/10.1186/s12939-020-01375-1
https://doi.org/10.1186/s12939-020-01375-1
https://doi.org/10.3390/ijerph18094708
https://doi.org/10.3390/ijerph18094708
https://doi.org/10.1016/j.healthplace.2017.07.005
https://doi.org/10.1001/jama.2020.12839
https://doi.org/10.1001/jama.2020.12839
https://doi.org/10.4081/gh.2010.196

	Socioeconomic differences in COVID-19 infection, hospitalisation and mortality in urban areas in a region in the South of Europe
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Materials and methods
	Variables
	Information sources
	Study area
	Statistical analysis
	Patient and public involvement

	Results
	COVID-19 cases
	Hospitalised cases
	Deaths

	Discussion
	Conclusions
	Acknowledgements
	References


