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How significantly has COVID-19 impacted population health and health
inequalities in the UK? In late 2021, the BMA conducted a call for evidence
survey to set out the experience of the medical profession during the
pandemic and to learn lessons for future pandemics. We found that the
pandemic has harmed people’s physical and mental health and worsened
health inequalities:

— Poor population health and worsening health inequalities before the
pandemic made the UK’s experience of COVID-19 worse. Opportunities
had been missed before the pandemic to improve population health
and address health inequalities.

— By July 2022, more than 200,000 people had lost their lives, while
millions have seen their quality of life affected by long COVID. Many
people have also reported poorer mental health because of the
pandemic. However, none of this has been felt equally, with ethnicity,
age, disability status, and other factors meaning some social groups
have been more affected than others.

— The pandemic also affected the social determinants of health. As
workplaces and schools closed, and business stalled, people’s financial
security and future career prospects were threatened. Those already
struggling before the pandemic were often worse affected.

— We must learn from the positive developments during the pandemic
such as the speedy development, approval, and NHS-led roll out of the
COVID-19 vaccines, and the hugely effective schemes to house rough
sleepers — although there has been variability as to how well both
programmes have been sustained and benefited their target population.
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Foreword

The devastating impact of the COVID-19 pandemic, the largest threat to public health we
have seen for over a generation, continues to leave its mark on us all. People’s specific
characteristics and circumstances, their ethnicity, gender, disability status, where

they live, and even the size of their bank balance are just some of the factors that have
determined each individual’s specific experience of the pandemic.

When the pandemic arrived on our shores, some people were already struggling with
their mental health, financial situation, educational attainment, or myriad other factors
thatinfluence our chances of living a long and healthy life. Health inequalities and poor
population health were problems in the UK long before the pandemic, which has only
worsened them.

Black African men in England were 3.7 times more likely to die from the virus in the first
wave. Across the UK, disabled people were not only much more likely to die of COVID-19
than non-disabled people, but also more likely to experience poor mental health. Children
from deprived backgrounds were more likely to fall behind on their learning, jeopardising
their educational attainment — a significant indicator of life expectancy. While everyone’s
experience has varied, it’s clear that people who had a worse experience during the
pandemic were often those who faced significant inequalities before March 2020.

Nevertheless, it isimportant the public inquiries into COVID-19 also look at what has gone
well over the past nearly two and a half years. There must be room for examining positive
developments and theirimpact on population health so these can be learned from and
sustained in non-pandemic times, as well as emulated if the UK is faced with something
similar in future years. The programmes to reduce homelessness were swiftly executed and
effective, the pandemic helped some people increase their physical activity and the national
vaccination programme was one of the greatest triumphs of the NHS since its inception.

I hope this report serves as a reminder that these hardships cannot have been completely
in vain —they serve as a call to action for governments across the UK to tackle the stark
inequalities laid bare by the pandemic.

| urge all UK governments to heed the recommendations made in this report, and for the
public inquiries to adopt its proposed questions. The story of the impact of the COVID-19

pandemic on population health and health inequalities is not yet over but the time for
learning is now. Let us not waste this opportunity presented to us.

Phil Banfield, BMA council chair
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The BMA’'s COVID-19 review and
research included in this report

Throughout the pandemic, the BMA has been critical of many elements of the UK
governments’ decisions and handling of the pandemic response for patients, the
population’s health, and healthcare workers. The handling of the pandemic was

described by a cross-party select committee last October as ‘one of the mostimportant
public health failures the United Kingdom has ever experienced’, reflecting on inadequate
supplies and procurement of PPE; a test and trace system that failed to deliver; and delays
in implementing public infection control measures to prevent the virus spreading.

Itisimportant to learn lessons from the pandemic response so that action can be taken in
the immediate future — as the UK’s health services grapple with several pressures because
of the pandemic and the biggest backlog of care in their history — and to be best prepared
for future pandemics and avoid repeating past mistakes.

During November and December 2021, the BMA contacted its members and other key
stakeholders, including Royal Colleges and leading think tanks, to understand the impact
of the UK and devolved governments’ handling of the COVID-19 crisis. We wanted to

hear how it affected the lives of doctors, the health service, patient care, and the public’s
health. Our survey was largely qualitative, providing us with the voices of frontline doctors
that we quote verbatim in this report, while we also include quantitative data from other
research conducted by the BMA during the pandemic, including COVID tracker surveys and
viewpoint surveys (more information about these resources can be found in Appendix A).
Overall, we want to help inform a robust review into the handling of the pandemic, ahead
of the statutory inquiries starting in 2022.

We are publishing five reports, each focusing on a particular aspect of the pandemic response.
Protection of the medical profession from COVID-19

Impact of the pandemic on the medical profession

Delivery of healthcare during the pandemic

Effectiveness of the public health response by UK Governments to COVID-19

Impact of the pandemic on population health and health inequalities

INQO00185357_0006
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Introduction

It would be a challenge to find someone in the UK today who has not been affected by
the COVID-19 pandemic. The biggest threat to public health in living memory has spread
iliness, killed loved ones, and plunged families into poverty. It has also encouraged
reflection, brought communities closer together, and forced people to slow down their
busy lives. Whether big or small, devastating or life-affirming, the impact of the pandemic
on the UK population has been omnipresent and inescapable.

There has been a popular saying in the past two years to describe people’s experiences

of the COVID-19 pandemic: ‘We are all in the same storm, but not in the same boat.’ This
saying amassed popularity to the point of cliché as it so well captured what everyone in

the UK could see around them — that some people were struggling more than others.
Moreover, those who were and continue to be struggling most during the pandemic have
invariably been those already struggling before the pandemic hit. Rather than creating new
inequalities, the pandemic often made existing ones worse. This is certainly true for health
inequalities. For those from lower socio-economic groups, for example, health outcomes
were poor before the pandemic, and this trend was compounded after March 2020.

At the start of the pandemic, the fault lines of health inequality were already evident in the
UK, with some groups living shorter and unhealthier lives than others. When the SARS-
COV-2 virus arrived on our shores, some of these groups were in a very precarious position.
Yet there is little evidence that public policy decisions to combat the pandemic have fully
considered and addressed the differential impact on various groups. Opportunities were
missed for targeted interventions that could have mitigated the impact on these groups
once relevant information was available, and such opportunities continue to be missed.
The devastation caused by COVID-19 has shown us all too clearly the dangers of failing to
consider health inequalities, both before and during the pandemic.

Population health is defined as ‘the health outcomes of a group

of individuals, including the distribution of such outcomes within
the group’. Health inequalities are defined as ‘avoidable and

unfair differences in health status between groups of people or
communities.” Health inequalities are largely the result of non-
medical factors, such as deprivation, poor housing, and education.

This report considers the impact of both the virus and our response to it on the
population’s mental health, physical health, and health behaviours. The report also
considers the influence of the pandemic so far on some of the wider determinants of
health, including employment and income security and education. Throughout, it pays
attention to inequalities in the pandemic’s impact on different groups in society. Finally,
the report examines what positive lessons can be learned from the vaccine rollout and
efforts to end homelessness. While widespread vaccination coverage has changed the
nature of the pandemic in the UK, the high number of cases of COVID-19 continues to have
a detrimental impact on population health and continues to have an inequitable impact.

This report should be read alongside the other reports in this series, particularly
report four, which examines the UK governments’ public health response to the pandemic
and report three, which examines the impact of the pandemic on healthcare delivery.
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Any pandemic will inevitably impact population health in some way, and nothing could
have been done in the COVID-19 pandemic to protect everybody from any consequences
whatsoever. However, a nation’s capacity to weather the storm of a pandemic is dependent
largely on the state of its population health; a healthier population is a more resilient
population. Unfortunately, in this respect, the UK entered the pandemic on the back foot:
the state of population health was poor, and health inequalities were high. The failure of
governments across the UK to adequately fund the services which support people’s health
over the previous decade hampered efforts to address such widespread problems.

The state of population health in the UK in March 2020 was poor

The scale of poor population health in the UK before March 2020 has made the impact of
COVID-19 worse. When the UK entered the pandemic, improvements in life expectancy —
a key measure of population health — had started to stagnate. Increases in life expectancy
were slowing before the pandemic, while in other comparable economies life expectancy
was increasing at a faster pace.! In 2009, life expectancy in the UK ranked 14th out of 38
OECD countries, but by 2019 it had fallen to 24th place, falling even below the median
(see Figure 1 (Source: OECD).?

Figure 1 (Source: OECD)
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Those factors responsible for the UK’s low life expectancy also made the
UK population more vulnerable to the impact of COVID-19

Some of the main drivers of poor population health are obesity, smoking, substance
abuse, and low physical activity. Of all European countries, the UK has the fourth-highest
number of overweight and obese adults,® and smoking is the leading cause of preventable
death and disease in the UK.* Not only do these drivers make people unhealthier and less
able to withstand threats to their health, but some, like obesity and smoking, are also
direct risk factors for a new respiratory illness like COVID-19.

Aside from poor overall population health, high levels of health inequality have further
jeopardised the UK’s ability to withstand COVID-19. Just as life expectancy is a good
measure of the state of population health, differences in life expectancy between groups
are a good measure of the extent of health inequalities.

Life expectancy follows the social gradient, which means the more deprived a background
someone comes from, the less likely they are, on average, to live a long life. Before the
pandemic, there were already disparities in life expectancy in the UK. For example, a

man born in one of the most deprived areas of Scotland® could expect to live 69.5 years,
compared with 82.8 years for a man born in one of the least deprived areas, a gap of over
13 years (see Figure 2).

Figure 2

Life Expectancy (LE) at birth by deprivation (2017-2019)

B Male LE: Least deprived @ Male LE: Most deprived @ Female LE: Least deprived @ Female LE: Most deprived

82.8 79.6
78.7 78.2 =

England Wales Scotland Northern Ireland

Source: ONS, NRS Scotland, NI Department of Health * Deprivation scales vary by nation. @BMA

Groups with poorer health outcomes are at higher risk during a health crisis. Those who
have been most at risk of infection, severe symptoms, and death during the COVID-19
pandemic are those with the worst health outcomes before the pandemic. Had these
inequalities been addressed before March 2020, the impact of COVID-19 on population
health and health inequalities is likely to have been less severe.

Opportunities were missed before the pandemic to ensure the UK was a
healthier nation with fewer health inequalities

While it was inevitable that a public health crisis of this scale would have a significant
impact on population health, better population health and fewer health inequalities before
the pandemic would very likely have reduced the number of deaths and rates of illness.

In our call for evidence, many respondents pointed to the importance of good long-term
population health as a buffer against health crises like the COVID-19 pandemic.

‘The UK needs to really invest in healthy lives. addressing all the problems

which cause iliness. Prevention please, not sticking plasters.’
(GP locum, Northern Ireland)

INQO00185357_0009
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‘I would like to see it made very clear that these inequalities made [a]
real tangible difference and this is why we need to work to reduce these.
I would like to see a better emphasis in both public health and healthcare
on preventative medicine. looking at lifestyle. work environments, the
differences between groups and how society can do things better to
benefit those who have the most disadvantage.”

(Salaried GP, Scotland)

‘There needs to be an effort to improve social and public health measures
to try and improve housing, education, etc. [...] efforts to “level up” are
needed before our next crisis.”

(Medical academic/GP, Wales)

Some respondents to our call for evidence also emphasised the need for long-term
strategies to reduce health inequalities.

‘In terms of ethnic minorities — highlighting the importance of primary
prevention of diabetes, metabolic conditions including obesity and weight
gain and ensure improved education in schools for children.”

(Salaried GP, Scotland, Pakistani)

‘Invest in low socioeconomic status areas in order to lift those individuals
out of poverty and reduce inequalities. Once again, listen to what we say and
don’t just make random policies that do nothing but make things worse.’
(Medical student, studying not working, England, Asian/Asian British)

‘[Need to have] positive investment into areas where health inequalities exist.
[a] combination approach for health and care and the wider determinants of
health. Otherwise it will just repeat itself with the next health crisis.”

(GP contractor/principal, England)

Despite widespread recognition of the importance of improving population health and
reducing health inequalities, the UK’s public health functions have been hampered in their
ability to do so due to various barriers, such as a lack of funding, pressure from industry,
and a lack of cross-government accountability for health.

The long-standing inadequate investment in public health has meant that organisations
with public health responsibility have found it increasingly hard to plan and commission
public and preventative health interventions. The policy of austerity implemented for
much of the decade preceding the pandemic saw a significant decrease in funding for
both public health and UK healthcare spending more broadly. For example, in England,

the UK Government enacted a series of public health funding cuts from 2015, with the
public health grant being cut by 24% in real terms between 2015/16 and 2020/21, taking
into account population growth and inflation.®* Meanwhile, the Public Health Agency in
Northern Ireland saw its budget decrease by approximately 2% in real terms from 2016/17
to 2018/19,7 but this is in the context of significant shortfalls in public health specialist
staff. The Faculty of Public Health estimated that Northern Ireland needed a percentage
increase of 96.6% to meet the recommended target of 30 FTE (full-time equivalent) public
health specialists per million people.® Without adequate resourcing and staffing, those
responsible for public health at local and national levels are severely limited in their ability
to improve population health and reduce health inequalities. These funding cuts and
staffing shortages are outlined in more detail in reports three (the impact of the pandemic
on healthcare) and four (the public health response by UK governments) of this series.

Legislative efforts to improve public health and reduce health inequalities through

market regulation, such as limits on foods high in sugar or salt, have also been met
with industry resistance.
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The UK Government has often scaled down their ambitions or rowed back on promises,

as seen recently in the delay to the introduction of UK-wide restrictions on junk food
marketing, despite these being enshrined in law. Such measures are vital for population
health, as they address factors that make it harder for people to eat healthily. Tackling
obesity also helps address health inequalities, with children in the most deprived areas more
than twice as likely to have obesity than those living in the least deprived areas.

Alack of clear accountability has made tackling poor population health and health
inequalities harder still. Supporting improvements in population health requires a
comprehensive public health approach which addresses the social determinants of health
and prevents ill health during childhood, education, employment, and into later life. Social
determinants of health are the factors that influence people’s health which lie outside

of the sphere of clinical influence and are shaped by the social, economic, and physical
environment in which they live. While clinical care helps us when we are already ill and
need treatment, social determinants of health have the strongest influence on peoples’
ability to live healthy lives. In 2019, it was estimated that a third of premature deaths in
England are attributable to social inequalities.” Similarly, in Wales, it has been calculated
that over a third of years of life lost are related to socioeconomic inequality.'’® As the BMA
and others have consistently stated, the scope of these social determinants of health
requires a cross-government strategy to improve the population’s health and reduce
health inequalities, with a focus on population-level interventions that make it easier for
us to live healthier lives. This requires clear lines of accountability across the government
and a move beyond the common default position that responsibility for health lies solely
with health departments and ministers.

é i@ Recommendations
— AllUK governments should adequately fund public health infrastructure and

services across the UK. This includes reversing any cuts made in recent years.

— The pandemic has shone another light on health inequalities and the importance
of social determinants of health. Governments must seize the opportunity to take
meaningful action to address these now.

— The UK’s governments must develop a cross-government strategy to improve
the nation’s health and reduce health inequalities.

— The impact that government actions have on physical and mental health must
be central to all government decision-making, following a ‘health in all policies’
approach.

— Drivers of ill health, including obesity, smoking, alcohol consumption and
poverty must be addressed more ambitiously, in line with previous BMA
recommendations.

Questions for the inquiries to answer
— How did the poor state of population health and high level of health inequalities

affect the UK’s ability to mitigate the impact of the COVID-19 pandemic?
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The physical and mental health of the
population was affected, with a worse
impact on certain groups

The pandemic has affected nearly every aspect of our lives, and its effects range far and
wide. But above all else, itis our health which has been most profoundly affected. The
virus has infected millions, caused long-term iliness in many, and tragically killed more
than two hundred thousand people. But beyond this immediate impact, the health of the
UK public has been further affected. Struggling health services meant that not everyone
could access timely care for non-COVID issues, and lockdowns have changed the way we
exercise and eat, as well as our smoking and drinking habits. In addition, living through a
global pandemic has negatively impacted the mental health and wellbeing of many.

As outlined above, due to pre-existing inequalities, these impacts have not been equally
distributed across the population. Certain groups, often those with poor health outcomes
before the pandemic, have been disproportionally affected. This section outlines the
general effects of the pandemic on the population’s mental and physical health, before
discussing several groups who have experienced some of the worst outcomes.

The COVID-19 pandemic affected the UK’s physical health severely

COVID-19 has significantly affected the physical health of the UK population. The most direct
and acute impact has been the physical effect of the virus itself, but the various restrictions
designed to mitigate its spread, such as lockdowns, have also influenced our health.

The COVID-19 virus has infected millions of people, causing widespread illness

At the time of writing, there have been at least 22 million COVID-19 infections in the

UK, with over half of the population having contracted COVID-19 since the start of the
pandemic (see Table 1)."" The total number is likely higher as some people will have been
asymptomatic or remained untested, though estimates differ.

Table 1

Percentage of the population that has been infected at
least once with COVID-19

Nation Percentage of population Period

England 70.7% 27 April 2020-11 February 2022

Wales 56.0% 30 June 2020 - 11 February 2022
Scotland 51.5% 22 September 2020 - 11 February 2022
Northern Ireland 72.2% 27 July 2020 - 11 February 2022

Source: ONS Coronavirus (COVID-19) latest insights: infections ® Figures show percentage of the population that has

been infected at least once. @BMA
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Too many people lost their lives

For most people who contract COVID-19, the illness is only mild, but not everyone is

as lucky. At the time of writing, over 200,000 people in the UK have lost their lives to
COVID-19, and this number continues to increase.’”? An important measure to understand
the full extent of the impact of COVID-19 on deaths is excess mortality. This is calculated
by subtracting the number of deaths that would have been expected under normal
circumstances from the number of deaths during the COVID-19 pandemic to date, which
includes deaths directly attributable to the virus itself and those resulting from indirect
effects, such as reduced presentation in emergency care, or delayed diaghoses or
treatment.”® Deaths attributable to some specific causes during the pandemic were lower
—forexample, traffic accidents™ — but there has been a large netincrease in overall deaths
in the UK during this period. This means there were more deaths than usual: by December
2021, the total number of excess deaths in the UK since the start of the pandemic had
reached 148,897."°

The pandemic has left many people managing symptoms of long COVID

Afterinitial infection with COVID-19, some people develop a condition known as long
COVID. While there is no internationally agreed definition, patients with long-term
effects after contracting COVID-19 report symptoms ranging from more common post-
viral complaints such as fatigue, brain fog, and depression, to more immediately life-
threatening symptoms such as prolonged respiratory problems, blood clots, and new
cardiac conditions.

Long COVID has affected a significant number of people across the UK. As of June 2022, an
estimated two million people (3.1% of the UK population) were experiencing self-reported
symptoms of long COVID, after having had (or suspecting they had) COVID-19 at least

four weeks previously.'” This has become an important public health issue in the UK and
represents a new, significant challenge for the health system.

Furthermore, the prevalence of long COVID in the UK population seems to be affecting
economic activity. Since comparable records began in 1971, there have been falls in the
economic inactivity rate (the proportion of working-age people who are unable to work or
have withdrawn from the labour market, such as the long-term sick or disabled). However,
economic inactivity has generally increased during the pandemic."” The most recent data
(for the three months up to April 2022) shows an additional 447,000 economically inactive
people aged 16-64 in the UK compared to the previous three months, of which 225,000
were long-term sick.’® The number of people developing long COVID, alongside the overall
impact of the pandemic, is likely a contributing factor to increases in economic inactivity.
Treating long COVID must therefore be a priority for economic recovery in all UK nations.

The COVID-19 pandemic also affected the nation’s mental health significantly
As well as the physical health of the UK’s population, the pandemic has also considerably
affected its mental health and wellbeing. Measures like lockdowns, social distancing, and
the closure of communal and social spaces meant that many lost their support networks,
and concerns about their own health and that of others (feelings of poor psychological
safety) caused stress and anxiety. Meanwhile, the economic impact of the pandemic has
caused considerable financial worry for some.

The numbers of people whose mental health has been impacted are staggeringly high.
In March 2022, one-third of UK adults reported that their mental health had deteriorated
because of the pandemic. This includes people with pre-existing mental illness, almost
nine in 10 (87%) of whom reported that their mental health had deteriorated since the
start of the pandemic (see Figure 3).”°
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Figure 3

People reporting deteriorated mental health during the pandemic
2,247 respondents

With pre-existing mental condition With a disability With pre-existing physical condition

Source: Royal College of Psychiatrists @ BMA

This is especially concerning as mental health services struggle to cope with existing
demand, let alone additional demand. While not everyone whose mental health has

been impacted by the pandemic will seek or need treatment, many will, and mental

health services across the UK are ill-equipped to meet this need. Mental health services

in England, for example, received a record 4.3 million referrals during 2021, and latest
data showed 1.6 million people were on the waiting list in 2021, including 374,000 under-
18s.292' Meanwhile, Mind Cymru Wales reported that hundreds of people in Wales were
waiting for more than a year for help with their mental health,?? and reports from Northern
Ireland express concerns about growing waiting lists too.?® Although mental health
services in Scotland seem to fare better overall, one in five people in Scotland referred for
psychological therapy still have to wait for more than 18 weeks.?® As such, the urgent need
to better resource mental health services across the UK is clear.

The true extent of the damage done by the pandemic to the nation’s mental health
remains to be seen, as this type of impact can manifest over a long time.* It is likely most
people will only have experienced a short, transitory shock to their mental health. But
for others, the impact will be long-lasting. Such deeper, long-term mental health effects
will likely be linked to inequalities, as discussed later in this report. Ongoing research,
monitoring, and support will therefore be crucial in the years ahead.

The pandemic made accessing care more difficult for those with physical
or mental health needs

As report three in this series examines in more detail, access to care was difficult even before
the pandemic. When COVID-19 care was prioritised in hospitals across the UK, delivery of
non-COVID healthcare became even harder. While reprioritisation of care in secondary care
was necessary to create the capacity to look after COVID-19 patients in the UK’s under-
resourced and under-staffed healthcare systems, the impact of reduced availability of
treatment and medical advice cannot be ignored. Unmet need has grown and continues

to grow, with 7.8 million people in the UK currently on waiting lists for care.?® There are also
growing numbers of people waiting for longer than four hours in A&E in all four UK nations.?”
However — contrary to media narratives around primary care — GPs continued to offer in-
person appointments throughout the pandemic for patients who needed them. TV press
briefings, which took place in all four UK nations, also emphasised that those needing access
to medical care should continue to seek it, with medical need being one of the reasons
people were permitted to leave home during lockdown restrictions.?
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The true scale of unmet need — the hidden backlog — caused by the pandemic is yet to be
determined. However, there is reason to believe it will be significant. The BMA estimates
that, in England alone, there were 4.55 million fewer elective procedures and 31.39 million
fewer outpatient attendances between April 2020 and March 2022 than would otherwise
have been expected.” This resulted in widespread issues for people with long-term

health and care needs, such as anxiety, reduced access to medication, and cancellations
of medical appointments needed to manage health conditions.*® Growing backlogs and
long waiting lists in all four UK nations before the pandemic mean that because of these
additional delays, some people have now waited for care for a long time. This represents a
considerable burden on patients, as well as the clinicians who continue to support them.

Medical professionals are deeply concerned about this situation. In April 2021, nearly all
respondents (97%) to our UK-wide COVID tracker survey®' were either very or somewhat
concerned about the health outcomes of patients who have had to wait longer than before
the pandemic to be seen or treated. More recently, in April 202232, nine in 10 respondents
(89%) in England, Wales and Northern Ireland indicated that, compared to one year ago,
they were now more concerned that patients may suffer avoidable harm to their health
from delayed admission or arrival at hospital. Equally, nine in 10 respondents (89%) told

us they were ‘not confident’ that people with chronic diseases, long-term health issues,
mental health problems, and waits for non-surgical medical specialist care will receive the
care they need without further deterioration (see Figure 4).

Figure 4

How confident are you that, in your main place of work, people with chronic and
long-term conditions, mental health problems, and waits for non-surgical

specialist care will receive the care they need without further delay?
4583 responses

Not confident

Don't know

7%

Confident

3%

Denominator does not add to 100% due to decimal rounding. @BMA

While in most cases the pandemic has made accessing care more difficult, in some
areas, the pandemic has also improved access to healthcare. A key example is
access to abortion — the introduction of telemedical abortion in England, Wales and
Scotland has allowed women to be counselled and receive pills for early medical
abortion without attending a hospital, removing an important barrier to access.*®
Alarge-scale poll showed a majority (65%) of women in the UK would like permanent
access to telemedical abortion,** which has recently happened in Wales (February
2022) and England (March 2022). Scotland has announced an extension to their
temporary arrangements.*>
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é i@ Recommendations
— The pandemic will have an ongoing impact on the nation’s physical and mental

health, the scale of which remains unknown. There must be research into the
long-term impact the pandemic and pandemic-related restrictions had on
physical health, including long COVID, mental health, and subsequent effects
on the economy.

— There must be improved treatment and support for those with long COVID.

— Both physical and mental health services across the UK must be adequately
resourced and staffed to respond to the impact of COVID-19. Mental health
services must not be neglected in efforts to reduce the backlog of care relating
to physical ill-health.

— There must be research into the impact of unmet needs and longer wait times
for diagnosis and treatment during the pandemic.

Questions for the inquiries to answer
— Why was there such a high number of excess deaths in the UK and what could
have been done to minimise excess deaths?

— Towhat extent was the likely mental health impact considered in governments’
responses to the pandemic?

The impact of the pandemic on people’s health has not been equal

The effect of the pandemic on people’s health, both physical and mental, has not been
equal. The remainder of this section discusses the health impact of the pandemic on
specific groups who have been disproportionally affected. As many of these groups already
had poorer health outcomes before the pandemic, the unequal toll COVID-19 has taken on
their health was perhaps expected, if not inevitable. Had health inequalities been better
addressed before March 2020, the impact of COVID-19 may not have been so devastating.

However, while we have tried to discuss those most deeply affected, the list of groups
covered in this report is not exhaustive. Many other groups were also hit hard by the
pandemic. This includes parents on the verge of burnout who had to juggle full-time jobs
with home schooling; people who lived on their own who went for days or even weeks
without social interaction; victims of domestic abuse who remained behind closed doors and
were less likely to be identified by public services or family members whilst their abuse grew
worse; or key workers who were unable to stay at home and feared for their safety at work
(report two in this series examines the impact of the pandemic on one such group: doctors).

Older people experienced worse physical and mental health, and some continue to
struggle to access care

Older people are especially vulnerable to COVID-19, and considerably more likely to be
hospitalised or die because of infection. Of the total number of people in the UK who died
from COVID-19 during 2020 and 2021, over 87% were people older than 65.3¢

Beyond the immediate impact of the virus, older people suffered in other ways during the
pandemic. Staying at home for long periods has contributed to reduced mobility, muscle
weaknesses and joint pain, which in turn has had knock-on consequences for functional
capacity and the ease of undertaking daily activities.*” Research by Age UK found that one
in three older people reported less energy, one in four said they were unable to walk as

far as before the pandemic, and one in five felt less steady on their feet.*® Reduced social
interaction can also contribute to cognitive and functional decline.*® Given that one in
three people aged 65 and over in the UK live on their own,* many people in this age group
experienced the health impact of reduced social interaction during the pandemic. This
issue has been observed by respondents to our call for evidence:
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‘Elderly have retreated and their health deteriorated — many remain anxious
and have aged dramatically in the last 2 years because of lack of stimulation
and increased isolation. Vaccination has helped to get them out and about
again. but we are continuing to catch up with our elderly patients and they
often need a very thorough review both physically and socially.’

(GP contractor/principal, England)

Loneliness and isolation have been a particular issue for many older people throughout
the pandemic, and consequently they have been vulnerable to poor mental health.

One longitudinal study found that depressive symptoms in adults aged 52 and over

had doubled by December 2020, alongside increases in loneliness, and decreases in
quality of life.*" Many older people live alone, and they have also been disproportionately
represented on UK shielding lists. In Scotland, for example, more than half of the shielding
list consisted of people aged 65 and over.* Shielding meant that many people in this group
spent large amounts of time by themselves over the past two years and often continue

to do so out of fear of the virus. In one study from summer 2020, older adults on the
shielding list reported higher levels of depression, anxiety, and loneliness than their peers
who were not on the list.#

Some older people have also struggled to access the health and social care they need.
The Health Foundation reported that 25% of older adults in the UK had healthcare
appointments cancelled or postponed.** Data from England shows a drop of 32,000
requests for social support from older people in 2020/21 compared to the previous
year, likely because older people tried to minimise infection risk by avoiding contact
with social care services.** Similarly, in Scotland almost 7,000 fewer people aged 65+
received support from social care services in 2020/21 compared to the previous year.*
Another factor has been the rapid switch to remote consultations, which may have
disproportionately affected older people. At the start of the pandemic, only 80% of
households in Great Britain with someone aged 65 and over living on their own had an
internet connection.*” Furthermore, an estimated 11% of adults aged 65-74 and 39%
of adults aged 75 and over in the UK had never used the internet when the pandemic
began.®® While many older people are confident accessing the internet, for those who feel
less confident or who do not have any access, the rapid move to digital-first healthcare
delivery was undoubtedly more difficult to navigate. This would have been even more
challenging for those with limited support networks.

Access to primary healthcare was so difficult for the elderly in terms of
phones and IT access, those who had hearing/visual impairment or those
who didn't have English as their 1st language.’

(Retired doctor (not currently working), England)

As such, there may be significant unmet need among older people. However, recent
analysis indicates higher rates of face-to-face GP appointments for older people, those
taking multiple medications and those living in more deprived areas,* demonstrating that
GPs continued to prioritise these groups as needed.

People living in care settings suffered higher death rates, isolation, and sometimes

cognitive and functional decline

Care home residents have also borne the brunt of the pandemic. During the first wave,
40% of all COVID-19 deaths in England were among care home residents.*® Between March
2020 and January 2022, there were over 46,000 deaths involving COVID-19 among care
home residents in England, Wales, and Northern Ireland.®

The UK-wide decision to discharge thousands of untested patients into care homes —
a decision which has since been ruled unlawful — and the lack of access to PPE in care
homes early in the pandemic, likely led to increased deaths in care homes. In addition,
there were concerns in all four UK nations about the inappropriate practice of applying
blanket DNAR (do not attempt resuscitation) decisions to patients’ medical records by
care providers. These issues are explored further in report three in this series.
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Care home residents also suffered beyond the immediate impact of the virus itself. Care
homes in all four UK nations were subject to particularly stringent pandemic-related
restrictions, and though they were designed to protect care home residents from the
virus, they had an adverse impact on residents’ health and wellbeing in other ways. For
example, limits on visits in care homes have since been linked to reduced nutritional
intake and weight loss, loneliness and isolation, and reductions in quality of life.’>> For
residents with cognitive impairments (who comprise a substantial proportion of the care
home population) these restrictions have had a particularly adverse impact, as restrictions
and a lack of social contact have contributed to confusion and cognitive decline.?*

In addition, care home residents could not always access hospital care during the
pandemic. During March and April 2020 for example, there was a substantial reduction

in hospital admissions from care homes in England: elective admissions for this group
reduced to 58% of the 5-year historical average, and emergency admissions to 85% of the
five-year historical average® (comparable data is not available in the devolved nations).
Reducing admissions of at-risk patients to high-risk hospital settings was important to
reduce virus transmission but may have resulted in significant unmet need amongst
those living in these settings.*® Whilst a reduction in access to healthcare was a problem
for many groups, it was of particular concern for this group considering their significant
health needs.

People with a disability experienced worse health outcomes

People with disabilities, including learning disabilities, suffered worse health outcomes
during the pandemic. Data from all four UK nations shows that disabled people have been
more likely to die of COVID-19 than non-disabled people, with the risk of death during

the first wave being up to three times as high for those with a disability.?” In all four UK
nations, disabled people made up around sixin 10 of all deaths involving COVID-19 during
the first months of the pandemic.®® Whilst the total death rate for disabled people varied
significantly from wave to wave after that, available data from England and Scotland shows
that mortality rates involving COVID-19 remained higher for disabled people compared
with non-disabled people throughout the pandemic.*®

Several factors likely contributed to this outcome. Many disabled people live in communal
settings, or more heavily rely on health and social care services, which made social
distancing measures harder to implement. However, the subsequent risk of exposure
should not have been so high. Lack of adequate PPE and access to testing, especially in
the early stages of the pandemic, no doubt compounded this risk —as examined further in
the first and third reports in this series.®®

Poor health outcomes for disabled people are also a reflection of pre-existing inequalities
and issues. Many disabled people already suffered poorer health outcomes before

the pandemic due to lack of access and discrimination within healthcare settings. For
example, it was estimated in 2013 that, in England alone, 1,200 people with a learning
disability die every year who could be saved by timely access to good quality healthcare,®
and disabled people have reported issues navigating inaccessible care environments.®2¢3
Itis likely that the pandemic further exacerbated issues of discrimination, including failure
to make appropriate adjustments to ensure services were accessible to all.

The possibility of discrimination understandably caused a lot of anxiety among disabled
people and their loved ones. In the early stages of the pandemic, there were concerns
that rapidly developed guidelines and guidance proposing triage based on clinical frailty
would result in disabled people being deprioritised for treatment if shortages of resources,
such as ICU beds, occurred®. Though the guidelines were challenged and subsequently
adjusted, the message may have stuck and reinforced the harmful notion that disabled
people are less worthy of saving.®® Similarly, media reports on inappropriate use of DNAR
decisions (mentioned before and explored furtherin report three) raised further concerns
that people with disabilities were subject to discrimination within life-saving treatment.5¢
Itis vital that we learn from this.
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For deaf people and people with learning disabilities, there were also issues of
discriminatory and inaccessible communication. For example, the UK Government failed
to provide sign language interpreters during live COVID briefings, unlike Scotland which
had provisions from the start. By not doing so, the UK Government put deaf and disabled
people at risk by not providing access to the information they would need to protect
themselves.®” In June 2020, a group of disabled activists wrote to the UK Government
asking for more easily understandable communications on how to follow distancing
guidelines after they felt their disability had not been factored into those communications,
leaving them ‘terrified’.®® In July 2021, the high court ruled that the UK Government’s
failure to provide British Sign Language interpreters was discriminatory and breached
equality legislation.®®

Respondents to our call for evidence highlighted the need for providing accessible public
health communications.

‘Provide information in multiple languages — not even sign language or
subtitles in the Coronavirus briefings — how serious were they?’
(Consultant, England)

There were also issues regarding adequate PPE for disabled people. For example, the lack
of provision of clear masks in healthcare settings was a problem for those relying on lip
reading, which disrupted patient communication and impacted care.

In addition to the increased risk of physical harm, those with a disability were also more
likely to have poor or steadily deteriorating mental health during the pandemic.”?In an
ONS survey measuring the impact of the pandemic on wellbeing in Great Britain, people
with a disability were more likely to report feeling stressed or anxious (79% compared with
68% for people without a disability), worse mental health (50% compared with 31%) and
feeling like a burden on others (23% compared with 7%) (see Figure 5).”1

Figure 5

Effect of the pandemic on wellbeing by disability status

8 People with a disability® People without a disability

50%
31%
23%

Increased stress and anxiety Worse mental health Feeling like a burden

79%

Source: ONS » Figures from December 2021
Data covers Great Britain @BMA
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One factor that probably contributed to this outcome is the fact that people with certain
disabilities (e.g., certain cancers, cystic fibrosis, or sickle cell anaemia) were more likely

to be shielding,”> and others may have been more anxious about their health during a
pandemic because of their underlying conditions.” However, the experiences and fears of
discrimination, mentioned above, likely compounded this and made the pandemic more
distressing than it could have been.

Finally, certain disabled people found it harder to access care during the pandemic.

The Health Foundation reported that disabled people were more likely to experience
disruptions to their medical treatment during the pandemic,” and ONS figures show that
58% of people with a disability in Great Britain had a harder time accessing non-COVID
healthcare, compared to 31% of non-disabled people.” In addition, as mentioned before,
disabled people risk being discriminated against in health and care settings through the
failure of services to remove barriers that prevent them from accessing care in a timely
and equitable fashion. The move to remote consulting and telemedicine was not always
fully accessible to this group of people either.

People classified as clinically extremely vulnerable (CEV) were disproportionally affected, and
were not protected and supported as quickly as they should have been

People classified as CEV (clinically extremely vulnerable) are a newly defined group

of people who are particularly vulnerable to COVID-19 because of one or more
characteristics, often a disability or long-term health condition. Often, people classified

as CEV are immunocompromised —for example, people undergoing certain cancer
treatments that suppress theirimmune system — which increases their risk of severe
illness and means that vaccines against COVID-19 are less effective.”® People across the UK
who were identified as CEV were placed on the shielding list, meaning they were advised
to avoid all close contact with other people to avoid COVID-19 infection. Definitions such
as ‘clinically extremely vulnerable’, while a cause of some confusion early in the pandemic,
ultimately enabled the provision of practical advice to a group that needed it, including
when and how to shield. For some in this group, such terminology and guidance may have
provided additional psychological safety.

For many people classified as CEV, the pandemic continues to be an exceptionally
challenging and frightening time. Due to their health conditions, this population already
had a higher risk of hospitalisation and mortality before the pandemic. The combination of
datasets used to identify someone as CEV (see below) means that excess hospitalisations
and deaths during the pandemic cannot be reliably determined for this population, but it is
clear they have been hit particularly hard. One sample study indicated that during the first
wave, people in England categorised as CEV were more than twice as likely to be admitted
to hospital due to COVID-19, and more than twice as likely to die of COVID-19.77

At the start of the pandemic, after the clinical criteria for putting somebody on the
shielding list were jointly agreed by the four UK chief medical officers, efforts were made
to rapidly identify those who were CEV and advise them to shield, and shielding guidance
was developed quickly. Concerns were raised, however, about the effectiveness of the
shielding programme. Firstly, not every person who is CEV has swiftly been identified

as such. At the start of the pandemic, there was no single mechanism for identifying
patients that were CEV and needed to be included on shielding lists. Across the four UK
nations, a combination of datasets from multiple sources was used instead, some of
which contained inaccurate or out-of-date information.” This systems-led approach was
later supplemented through local identification by GPs and clinicians, but this hybrid
identification process resulted in significant local variation as to who was identified as CEV
due to differences in how lists were compiled and in the quality of data available in each
area.”” Across the UK, some people who were CEV were not identified until mid-May 2020%°
while others were initially identified incorrectly and were removed in June and July 2020.5
These variations and delays created confusion, with some people unsure whether they
needed to shield, and raised concerns that not everyone who was clinically vulnerable
could access the required support.22 Moreover, in February 2021, a change in the risk
assessment tool used in England resulted in a further 1.7 million people being added to
the shielding list who had not previously been categorised as such®. In future, further
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investmentin high-quality linked data is key, so that similar systems-led approaches can
operate more efficiently —alongside increased capacity in general practice to ensure the
most at-risk patients can be spotted quickly.

In addition, not everyone who received a shielding letter could read and understand
its contents. Research conducted by Public Health Scotland identified an initial lack of
available translations and easy-read versions, and delays where people were unable to
read and understand the letter without help from a family member or carer.®

‘Make sure that those who are most vulnerable have everything possible
done to assist them with shielding, isolating and vaccinations etc.”
(GP contractor/principal, Scotland)

Since restrictions were eased, people classified as CEV seem to have been left to fend
largely for themselves, with little ongoing support or guidance on how to keep safe in a
world in which COVID-19 is still prevalent. Since COVID-19 will remain endemic, itis crucial
that people classified as CEV —many of whom are now expected to go back to work and live
their lives normally — are appropriately supported and protected. But efforts to continue
supporting this group have also been flawed. For example, although symptomatic testing
remains available to the public in Wales and Northern Ireland at the time of writing, access
to a testin England and Scotland is only available to some of those who were classified

as CEV and not for those who may be interacting with them.?* For whom it is clinically
appropriate, anti-viral and therapeutic drugs must be available if needed.

Many people classified as CEV also saw their mental health impacted. Figures show

that around one in three (35%) people categorised as CEV reported worsening mental
health during shielding periods,®® and the CEV population had a higher risk of anxiety or
depression than the general population.?” Their high level of clinical vulnerability likely
contributed to fear and anxiety.® In addition, stories about blanket DNAR (do not attempt
resuscitation) decisions being made for at-risk people® and triage policies disadvantaging
those with a disability®® left many feeling as though society considered them expendable.
Indeed, the reaction to the higher death rates among those with a disability or long-term
condition has often been that because of their underlying conditions, their deaths were
inevitable or easier to accept. Similar hurtful and damaging narratives have been observed
in previous investigations and reviews into the deaths of people with learning disabilities,*
and were warned against by respondents to our call for evidence.

‘Society and the health service need to consider those with “underlying
conditions” as people whose lives are of value. Too often the messaging

in the media has been that most of the people dying have underlying
conditions, but many of us provide your healthcare, pay taxes and were
living normal lives until COVID-19 came along. It’s unacceptable to consider
some lives as easier to accept as losses than others, but policy borne of this
mindset is always going to be discriminatory and widen disparities, with a
knock-on effect on mortality in those groups.”

(Junior doctor, England, has a disability)

[There needs to be] a move away from messaging that people with
“pre-existing medical conditions” are somehow expendable in the
eyes of the government and society.

(GP trainee, England)

In addition, the more stringent restrictions placed on those shielding compared to the
general population —while deemed necessary at the time due to concerns about the
impact of the virus on these groups — likely caused feelings of loneliness and isolation.®?
Many were also unable to work as a result, which often caused financial stress.”
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People classified as CEV also experienced reduced access to healthcare. They tend

to have complex health needs and require higher levels of medical attention than the
general population. Though GPs maintained a focus on people with chronic conditions,
the reprioritisation of care in hospital settings had a disproportionate impact on people
categorised as CEV. During the first wave of the pandemic, there was a higher absolute
reduction in secondary health care use for those classified as CEV than for the rest of the
population.®®

Ethnic minority groups saw higher death rates and worse mental health outcomes

For certain ethnic minority groups, COVID-19 posed a greater threat — a differential impact
highlighted early on by the BMA. Most notably, the risk of death was 3.7 times greater

for Black African men than for their White British counterparts during the first wave (see
Figure 6), and during the second wave Bangladeshi men were nearly five times more likely
to die than White British men (see Figure 7).%¢

Figure 6

Hazard ratios of death involving COVID-19 by ethnic group compared
to White British: first wave
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Figure 7

Hazard ratios of death involving COVID-19 by ethnic group compared
to White British: second wave
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Ethnicity intersects with a variety of risk factors for exposure to infection, including
occupation, geography, and deprivation.’” For example, Black and South Asian people are
more likely to work in jobs that involve exposure to others, such as healthcare; they are
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also more likely to live in more densely populated and deprived urban areas.”® Another
related risk factor is overcrowding. In all four UK nations, cramped housing is far more
likely to be a problem for ethnic minorities®, making social isolation to restrict the spread
of the virus harder. In England, for example, 24% of the Bangladeshi population live in
overcrowded housing compared to just 2% of the white British population, and 162 of
Black African people live in overcrowded conditions, as do 18% of Pakistanis.'®°

In our call for evidence, respondents highlighted some of these issues.

‘The pandemic impacted hugely on people who were in poor housing or
overcrowded housing, as it is virtually impossible to isolate in overcrowded
housing. and damp and cold accommodation worsens people’s overall
health. In response | would like to see investment in social housing, including
where necessary replacing some of the poorest inner-city housing with new
builds with high specification insulation. space for recreation. and better
access to GP surgeries and health promotion activities.”

(Consultant, England)

Structural racism cannot be ignored when discussing racial health inequalities, as noted
by the BMA in its response to the controversial Commission on Race and Ethnic Disparities
report, better known as the Sewell report.’®" In particular, the above factors contributing
to increased exposure in these groups are likely due to structural inequalities at least
partially influenced by race. |n addition to these, the risk of COVID-19 was compounded by
various forms of discrimination. For example, there have been reports of discrimination
within the UK’s health services, which have resulted in increased exposure and poorer
protection for ethnic minority workers'®? — an issue explored more closely in report two

of this series. Moreover, historic and structural racism has caused distrust of UK health
services for some ethnic minority groups. This has contributed to poorer vaccine uptake
for these groups during the pandemic'® (as discussed later in this report), with negative
consequences for health outcomes.

‘Racism exists in the UK and active teaching of biases needs to occur.
Too often | hear “it’s multifactorial” as the end of the discussion, it is the
start and you need to then ask, “which factors [do] | need to address?”
(SAS doctor, Scotland, Asian/Asian British)

There were missed opportunities to protect these groups better. Access to high-quality
PPE would have been one such measure. Another area forimprovement concerns

the timely translation of public health communications into languages other than

English or Welsh. In summer 2020, several charities and advocacy groups wrote to the

UK Government’s health secretary and communities secretary, noting that the UK
Government had failed to provide translations of COVID-19 guidance and that the few
existing translations were not updated as guidance changed.'® Accessible and up-to-date
information on how to protect themselves from a fast-spreading disease such as COVID-19
likely would have allowed ethnic minority groups whose first language isn’t English or
Welsh to better protect themselves.

‘Communication must ensure to be conducted [sic] in ways that will reach all
various groups in our society.’
(Junior doctor, Wales)

Besides adequate translations of public health messages, building trust within different
communities is an important way to reduce mistrust of health services. The importance
of getting this right was also highlighted in our call for evidence.

‘We must get messaging right. We need to consider which community
leaders to involve at a very early stage. so that they can talk to theirown
local people about their particular fears. We need a clear cascade system
ready to go immediately [if] anything like this happens again.’

(Retired doctor not currently working, country not stated)
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‘Involve ethnic minorities to manage test/trace and vaccine roll out to boost
confidence in the authorities and acceptance of vaccine, role of mask etc.”
(Consultant, England)

Itis not clear that governments have been able to fully establish the required trust.
Forexample inJune 2020, a Public Health England report raised concerns that public
health advice was not reaching these groups and called on decision-makers to ‘enhance
the depth of reach’ into ethnic minority communities through cooperation with local
leaders.'® The lower vaccine uptake in certain groups despite targeted efforts to increase
it (discussed later in this report) is a cause for concern in this context.

Finally, and no less importantly, ethnic minority groups have been at greater risk of poor
mental health outcomes. Before March 2020, they were already at higher risk of poor
mental health,'®® and data suggests the pandemic has reinforced this discrepancy.'”?
This is likely due to several factors, as many determinants of poor mental health, such as
increased financial insecurity and long COVID, have been more common among certain
ethnic minority groups. In addition, the anxiety and stress caused by the awareness of
themselves and loved ones being at higher risk of the virus undoubtedly contributed to
these outcomes.

Those without an official immigration status faced additional barriers to accessing healthcare
The pandemic highlighted the importance of ensuring that everyone, regardless of their
immigration status,'® feels safe coming forward for timely screening and treatment.

The inclusion of COVID-19 on the list of conditions exempt from charges for those not
ordinarily resident in the UK has thus been very welcome.'®®

However, this does not mean all migrants have sought the care they needed, even when
entitled to it. Wider charging regimes for non-COVID care — through which ‘overseas
visitors’ accessing health care services are charged — have remained in place in all

four nations. Moreover, in some nations, data sharing policies between health services
and the Home Office have created a legacy of fear and, although these policies did not
apply to COVID care, they continued to apply to non-COVID care. As such, people were
reluctant to access care for fear that they would incur charges related to any non-exempt
comorbidities, or that interaction with the UK’s health services could lead to them being
targeted by immigration services. A poll by the Joint Council for the Welfare of Immigrants
showed that almost half of the migrants surveyed (43%) have been scared to access
healthcare during this pandemic.”"® Indeed, some people were reluctant to seek care even
for ‘exempt’ conditions such as COVID-19, with reports of people dying at home as a result.

From the outset of the pandemic, the BMA, along with a broad coalition of health and care
organisations, raised concerns that the UK Government’s hostile environment policies
would constrain public health efforts by deterring migrants from accessing healthcare
even if they were entitled to it""". We called for the immediate suspension of health
service charging regulations for non-COVID care, and associated immigration checks and
data sharing with the Home Office, along with a public information campaign reassuring
migrant communities that it would be safe for them to access care during the pandemic.

People living in deprived areas in the UK were more negatively affected by the pandemic
than those in the least deprived areas

The impact of COVID-19 varied by area and region. ONS data shows that, in mid-2020, the
COVID-19 mortality rate in the most deprived areas of England and Wales was roughly
twice as high as in the least deprived areas."? For example, the north of England has
suffered disproportionately during the pandemic, with some of the highest infection and
death rates in the country.”™ Similarly, COVID-19 infection and death rates have generally
been higher in more deprived areas in Scotland and Northern Ireland."

Avariety of factors have contributed to these outcomes. Not only did deprived areas have
poorer health outcomes to start with, as discussed already, they also typically have a high

concentration of key workers and more people living in crowded spaces. Since deprivation
is more common among certain ethnic minority groups, deprivation and ethnicity are also

INQO00185357_0024



British Medical Association The impact of the pandemic on population health and health inequalities

intersecting factors. For example, UK-wide nearly half (46%) of people living in families with
a Black household head live in poverty, compared to just under one in five (19%) of those
living in families where the head is white.""> However, there are also white working-class
neighbourhoods that have experienced, and continue to experience, very poor outcomes.
Further, deprived areas have been disproportionally affected by spending cuts, reducing
the ability to address or ameliorate geographical inequalities. A report by the Northern
Health Science Alliance, for example, cited a decade of spending cuts to explain the inequity
in pandemic impact between the north and the south of England.""® Whilst spending cuts
affected the whole of the UK, when looking at how different parts of England were affected,
deprived communities with higher rates of poverty and weaker economies in the North of
England saw the largest reductions in their local authority budget.""”

With levels of infection higher among people living in deprived areas, rates of long
COVID are also higher, as ONS data confirms."® In the four weeks ending 1 May 2022, the
estimated percentage of people in the UK with self-reported long COVID was 3.84% for
the most deprived areas compared to 2.67% for the least deprived areas. As such, the
prevalence and manifestation of long COVID along inequality lines present a significant
challenge to reducing overall health inequalities in the UK.

Those living in more deprived areas of the UK also experienced a disproportionate impact
on their mental health®. For example, those in more deprived areas reported a greater
declinein their mental wellbeing than those living in less deprived areas'®. They more
commonly experienced anxiety and depression', and were more likely to be concerned
about their finances'??. Abuse, self-harm, and thoughts of suicide/self-harm were also
more commonly experienced by those who were socioeconomically disadvantaged'®.

Exposure to the virus was also higher for those working in sectors with traditionally low-
paid roles that could not be done from home, such as the care, retail, or service sectors'.
Cases of long COVID are, consequently, more common among these groups.'?®

Underlying the inequalities experienced by deprived communities, there are inequalities
in access to healthcare. The inverse care law refers to the problem that those who need
healthcare the most are less likely to receive it. In addition, those in more deprived areas
(and so with worse health outcomes) tend to have more difficulties accessing care early
on, and subsequently are more likely to access healthcare only in emergencies', with
an over-reliance on hospital care and underuse of preventative medicine'. During the
pandemic, these trends have been reinforced. The backlog of care has been largerin
deprived areas, with analysis by the King’s Fund showing that those living in the most
deprived areas of England are 1.8 times more likely to experience a wait of more than a
year'?®. Hospitals in more deprived areas of Scotland also saw greater use of critical care
beds during the pandemic.'*®

As respondents to our call for evidence noted, strategies targeting health inequalities
should include mechanisms to ensure healthcare systems in more deprived areas receive
adequate funding.

‘Age old concept of those in poorest areas of society in poorest health.
Channel resources here first. Educate in lifestyle choices, find barriers to
accessing healthcare and break these down.”

(Junior doctor, England)

‘Distribute greater resources to areas where healthcare needs are greatest

but will require so much more resources to deliver in a meaningful way.’
(Salaried GP, England)
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Many children and young people lost the health benefits provided by schools or

struggled with their mental health

Since COVID-19 tends to cause more severe illness in older and clinically vulnerable
people, for most children and young people infection was only mild or asymptomatic.
However, very sadly, some young people lost their lives to COVID-19. There have also been
young people in the UK who developed long COVID. By 1 June 2022, the ONS estimated
there were 240 people between 2 and 24 years old in the UK experiencing long-term
symptoms after infection.™°

Furthermore, many children and young people saw their physical health affected in other
ways. For example, concerns have been raised that social restrictions during the pandemic
have limited young children’s exposure to germs and bugs overall.”®' Such exposure is crucial
during our early years to strengthen our immune systems. The long-term impact on these
children’s health is not yet clear and is something that will need to be monitored closely.

While the decision of the UK governments to close schools to control the spread of
COVID-19 was sensible given how little we knew about the transmission or impact of the
virus, it has affected children’s health in many ways. Schools provide opportunities for
socialisation, physical activity, and healthy eating, which improve the health of children,
and which may not be as accessible at home for some."®? School closures limited access to
free school meals, health services delivered in school settings, and the ability of teachers
to identify those whose health may have been at risk from violent or abusive home
settings. Prior studies into the effects of summer holidays suggest some of the negative
impact longer school closures due to COVID would have on many children and young
people. For example, research has shown child physical activity levels fell below national
guidelines during the COVID-19 crisis and did not recover when lockdowns ended.'*

While those eligible for free school meals continued to receive meals or vouchers during
school closures, this was initially only available during term-time —a policy which had
severe consequences for families whose livelihoods would often have been impacted
already by the pandemic (see also below). The Welsh Government made an early
commitment in April 2020 to continue this support outside term-time, yet in England,
Scotland, and Northern Ireland it took a campaign by footballer Marcus Rashford before
this provision was eventually agreed upon in June 2020 after several high-profile U-turns
by the UK Government.’*

Equally, schools provide access to school nurses and health education, including oral
hygiene. While the health function that schools provide was inaccessible for all children, for
those from deprived backgrounds with poorer health outcomes, the loss of such a function
will have been more keenly felt. This was highlighted by respondents to our survey.

‘Schools closed early in the lockdown, fair enough, but it was not a priority
to open them again [..] Nearly two years in, my children are stressed,
fallen behind on school work. limited in social interactions. And these

are privileged, white children, with professional parents, with no financial
concerns. | don’t dare to think about children who relied on school for
getting fed. getting talked to, getting read to. getting safe relationships.”
(Consultant, Scotland)

Beyond the immediate effects on child physical health, pandemic disruptions will likely
also impact the physical health and development of children in the long term, which will
be discussed later in this report.

Children and young people’s mental health has also been affected during the pandemic.
Most notably, declines in mental health occurred for both primary and secondary school
pupils during the periods in which schools were closed.”™ Data indicates that children were
more likely to experience higher levels of depression and PTSD (post-traumatic stress
disorder) during these times." There was also an increase in young adults having suicidal
thoughts in the weeks after the UK-wide lockdown was introduced in March 2020."%7 It is
difficult to say with certainty if it was school closures or living through such a disruptive
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é i@ Recommendations
— The UK governments must take action to support the physical and mental health

of those from socially disadvantaged and vulnerable groups who have been

unequally impacted by the effects of the pandemic, including:

— ensuring those who are particularly vulnerable to COVID-19 are supported and
protected, as COVID-19 becomes endemic, by providing access to free tests for
themselves and those they closely interact with, timely access to healthcare,
and access to antivirals;

— addressing the unacceptable regional variation in health outcomes by
ensuring health and care systems in more deprived areas and communities are
adequately resourced to counteract the ‘inverse care law’;

— addressing inequalities in access to care when tackling the backlog by ensuring
health services are resourced adequately to deal with the additional burden of
ill health;

— conducting ongoing research and monitoring to understand the long-term
impact on the health of different groups and use this to inform future policy
and care decisions.

— The UK governments must ensure the country is better prepared to manage a

future pandemic in a way that considers the impact on inequalities, including:

— ensuring systems can quickly and effectively identify those who are clinically
vulnerable through further investment in high-quality linked data;

— increasing capacity in General Practice to ensure patients most at risk can be
spotted quickly at a local level;

— building trust with groups who have historically had low levels of trust in
governments and health services;

— improving systems for inclusive and accessible up-to-date public health
communications, in a variety of languages including sign language;

— ensuring future pandemic planning includes strategies for providing timely
practical and emotional support to those required to shield;

— Ensuring rapid identification of any unequal impact between social groups in
real-time.

Questions for the inquiries to answer
— Why were excess deaths inequitable across different groups?
— When decisions to introduce or relax restrictions were made, to what extent was
the impact of those decisions on health inequalities considered?
— Did governments across the UK make efforts to mitigate health inequalities where
possible? How successful were they?
— How could data systems have more accurately and swiftly identified:

— those who were CEV to improve the accuracy of the shielding lists, and to
mitigate the local variations and delays in support that some people classified
as CEV experienced?

— other at-risk groups who may not necessarily have needed to shield (such
as those from ethnic minority groups) but whom more support could have
benefited?
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The pandemic also affected people’s health behaviours

Beyond the direct impact of the virus on people’s physical and mental health, the pandemic
also influenced the population’s health behaviours. These effects have been very mixed.
Forsome, the pandemic brought opportunities for positive lifestyle changes, whereas for
others, factors largely outside their control made healthy behaviours harder to follow.

Lockdowns caused changes in physical activity levels, with a negative impact felt on
certain groups

One area of our lives that has been affected by the pandemic is physical activity. Overall,
evidence suggests that lockdowns caused a decline in physical activity, as sports and
leisure centres closed, people stayed at home and social distancing was enforced.'$'%7 |n
addition, there has been a reduction in active travel as many people ceased commuting.

People’s experience of physical activity differed considerably, with some of the groups
most at risk of worse health outcomes at the start of the pandemic finding it harder to be
active. For example, a study has shown that adults with a higher BMI (body mass index)
were more likely to report lower activity levels during lockdown, as well as people on a
lower income, those from ethnic minority backgrounds, and those suffering from a high-
risk medical condition."*® Data from Scotland shows that adults who had been advised

to shield also reported lower physical activity levels.** Some of these groups already
faced barriers to physical activity before the pandemic,’® and it seems that the pandemic
exacerbated these. For example, for people with a disability or long-term condition,
barriers to physical activity during the pandemic included fear of contracting COVID-19
and not having adequate practical support.’> Other barriers people faced include poor
access to nearby green spaces, which is associated with affluence,’s? and lack of resources:
higher-income families were better positioned to undertake a variety of other sports,
since they often had more time and space to exercise, and more money to buy equipment
for training at home.

Nevertheless, the pandemic has had some positive effects on the nation’s physical
activity. A few studies suggest that some people became more physically active during
lockdown,™® and recreational walking became more popular than ever. Evidence from
Scotland and Wales, for example, suggested that recreational walking levels increased
during the first lockdown,"**>* and data from England shows that this activity has become
increasingly popular throughout the pandemic (see Figure 8 (Source: Sport England
2022))¢ This suggests that many people have been developing new, healthy habits.
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Figure 8 (Source: Sport England 2022)
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To ensure people maintain health-supporting habits, including walking for fithess and
leisure, barriers to physical exercise must be reduced for all groups, for example by
improving access to green spaces. For those commuting to work, active travel should be
encouraged. As previously noted by the BMA, this requires the reversal of budget cuts to
funding for open spaces and recreation facilities, especially in the most deprived local
areas. There also needs to be an increase in the cross-departmental budget for active
travel and encouragement to undertake physical activity from an early age, including as an
essential part of the school curriculum, and support for inclusive programmes for physical
activity such as the Inclusive Activity Programme in England and the Inclusive Walking
Programme in Northern Ireland.

The pandemic has changed the way we eat

There are also indications that the pandemic has changed the way we eat. Several studies
suggest that, as pubs and restaurants closed, home cooking became more popular’’
and people in the UK improved their diets.””® The European Institute of Innovation and
Technology found there was a 31-33% increase in the consumption of fresh fruit and
vegetables in the UK in 2020,'>° and similar findings were reported by the FSA (Food
Standards Agency), who found that one-third (32%) of UK respondents ate healthier main
meals during the first year of the pandemic.'®®

Evidence suggests the pandemic may have provided an ‘impetus to improve healthy
behaviours’'®' as people in the UK grew more concerned and conscious about their health
and diet."s? Moreover, this positive impact may be long-lasting, as nearly one in three
people questioned by the FSA reported an intention to continue to cook home-made
meals (27%) and to eat more varied foods (30%) after the pandemic,'®® and 84% of those
who ate healthier main meals expected this change to continue.’®*

Diet improvements, where they did occur, were again more common in certain groups

of people. The FSA found a strong correlation between increased free time and healthier
eating habits, with three-quarters of those who ate more healthy main meals (75%) saying
they had more free time.'s®* They also found that healthier eating was more common
among those in full-time employment (36% versus 24% of unemployed people) and
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higher-income groups (28% of those earning up to £20,000 versus 36% of those earning
between £60-80,000)."%° Evidence also suggests that for those with a higher BMI, the
pandemic may have had a disproportionately large and negative influence on eating
behaviours, such as snacking and overeating.'s’

The pandemic has forced people to cook at home more, creating new and healthier
habits, and many people in the UK have the intention to continue doing so. Now would be
the time for governments to capitalise on this momentum and tackle the country’s high
obesity levels with measures that will help the public in their efforts. Obesity in children
is a significant public health concern in the UK. For example, demand for care for children
with type 2 diabetes at paediatric diabetes units across England and Wales has increased
by more than 50% in the last five years, according to Diabetes UK analysis published in
June 20228 The analysis found that children in the most deprived parts of England and
Wales are ‘disproportionately affected’ by the disease, with fourin 10 children and young
people with type 2 diabetes living in the poorest areas, compared with only one in 19 from
the richest.

Tackling obesity, however, requires addressing the ubiquity and appeal of unhealthy
foods.'® In this respect, the UK Government’s recent decision to delay the introduction
of already announced UK-wide regulations of multi-buy promotions and the advertising
of unhealthy foods,'”® is a counterproductive move, as the BMA and other health experts
have repeatedly stressed.’”

Alcohol consumption, risky drinking behaviour and alcohol-related deaths increased
Drinkaware UK data suggests that during 2020, alcohol consumption in the UK increased,
with around one in five adults (21%) who consume alcohol drinking more than usual in the
first national lockdown. This was due to factors such as increased stress and anxiety, loss of
alternative coping mechanisms, and a reduction of barriers to drinking."”? However, by July
2021, drinking levels had already dropped, with around one in eight (13%) drinking more
than pre-pandemic levels. For some, the pandemic led to reduced alcohol consumption,
with around one in three people (32%) drinking less than before (see Figure 9).'7*

Figure 9

Self-reported alcohol consumption levels compared to
pre-pandemic levels

8 More than before pandemic® About the same amount® Less than before pandemic
During the first lockdown
May/June 2021

Source: DrinkAware @BMA

Among those who were still drinking more than usual in July 2021, certain groups were
overrepresented. This included furloughed workers and those that were or were being
made redundant, and those struggling with their mental health or work-related stress.'”

For most, drinking more than before the pandemic was unhealthy, but did not pose

immediate risks to their health. Some, however, may have increased their consumption
to the point that their drinking behaviour was considered high-risk. As well as the
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immediate impacts of increased consumption such as increased risky behaviours, the
longer-term effects of alcohol on health are well evidenced. This includes increased risk of
seven types of cancer, cardiovascular disease, stroke and high blood pressure.””*> The UK
Government has reported that such high-risk drinking behaviour became more prevalent
during the pandemic. Between March 2020 and March 2021, there was a 58.6% increase
in the proportion of UK respondents drinking at increasing risk and higher-risk levels'”s
—consuming large volumes of alcohol that causes mental or physical damage."”” Notably,
high-risk drinking during the pandemic is associated with other unhealthy behaviours
—high-risk drinkers were also more likely to have gained weight or smoked more during
the pandemic. This demonstrates that some groups have experienced several pandemic-
related negative health outcomes at once.

Tragically, high-risk drinking can result in death. Since the pandemic, there have been
more deaths caused by higher-risk drinking, as the UK saw a 18.6% increase in alcohol-
specific deaths in 2020 compared to 2019."78 Here too risk factors are intersecting: alcohol
specific-deaths in the most deprived areas occur at a rate three times higher than in the
least deprived areas for females, and over four times for males.'”®

More people stopped smoking successfully during the pandemic, but some groups smoked
more or more heavily

Finally, the COVID-19 pandemic may have led to an overall decline in smoking in the UK,
although this trend was not experienced by all groups.

During the first UK-wide lockdown, the percentage of adults smoking reduced from 14%

in 2018/2019 to 11% in April 2020."%° It is estimated that, by July 2020, one million people

in Great Britain had stopped smoking since the start of the pandemic.'®' Data from 2021
shows that this reduction persisted.'® For example, in England, the percentage of successful
quitters went up from 51.5% in 2019/2020 to 58% in 2020/2021.** These changes may

be due in part to concerns about associated risks of severe COVID-19 symptoms, as well as
improved awareness and public conversation surrounding personal health.’®

However, while more people overall quit smoking during the pandemic, there was an
increase in smoking among certain groups — data from England indicates that there was
anincrease in smoking among adults aged 18-34."®> Moreover, while lighter smokers
were more likely to quit, there was no change in those who already smoked more than
20 cigarettes a day.'® As such, the positive effects of the pandemic on smoking were not
equally distributed.

Itisimportant to recognise the intersection between smoking and inequalities. Around
14% of adults in the UK smoke, with rates far higher among people living in local authority
or housing association rented accommodation (30%), people without educational
qualifications (29%), people who are unemployed (27%) and people working in routine
and manual occupations (23%)."®” Those with mental health conditions are also more
likely to smoke, with smoking rates increasing with the severity of poor mental health.'®®
In addition to the impact of smoking on physical health, there is a strong correlation with
mental health conditions such as anxiety and depression.'®®

Efforts must now be made to reduce smoking even further as the pandemic subsides,
especially among groups where it is most prevalent. Currently England™® and Wales'™" have
a target of being smoke-free (only 5% of the population smoking) by 2030, while Scotland
has the same target but with a deadline of 2034."°2 In contrast, Northern Ireland does not
have any target.””® However the recent independent review into tobacco consumption in
England led by Javed Khan found that without further action, England will miss its 2030
target by at least seven years, and for the poorest parts of society, it will be missed by 14
years. Similarly, forecasts by Cancer Research UK suggest that Scotland will miss its target
by more than 16 years if no further action is taken.”*
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é i@ Recommendations
— Ensure people maintain health-supporting habits, including walking for fithess

and leisure, in the long term, by facilitating conditions such as improved access to
green spaces.

— Increase physical activity levels in the UK in line with previous BMA recommendations.

— The UK government must reverse its decision to delay the legislation to restrict
junk food marketing and implement its July 2020 obesity strategy in full.

— There must be increased efforts to prevent people from smoking in the UK,
as previously recommended by the BMA, such as improving awareness of the
dangers of smoking tobacco, and to support people to stop, by investing in
targeted smoking cessation services.

— In England, the Government must accept the independent review’s
recommendation to invest £125m in tobacco control to deliver its smokefree
2030 ambition, promptly consult on the wider review recommendations, and
publish the Tobacco Control Plan before the end of 2022.

— Scotland and Wales must take urgent action to reach their smokefree target
of 2034 and 2030 respectively, and Northern Ireland should set their own
smokefree target.

— An MUP (minimum unit pricing) for all alcoholic products of at least 50p should be
introduced in England to bring it in line with other areas of the UK. MUP should be
reviewed regularly and revised in line with inflation. Duty on all alcohol products
should be increased by at least 2% above the rate of inflation.

Questions for the inquiries to answer
— What is the evidence for barriers to engaging in healthy behaviours during the

COVID-19 pandemic, and what might this mean for efforts made to improve
population health and reduce health inequalities?
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The pandemic profoundly affected
the social determinants which are key
to good health

Our health is influenced by factors that lie outside the clinical sphere, including housing,
education, and employment. Beyond its immediate impact on the physical and mental
health of the population, the pandemic has also affected these wider determinants of health,
often widening existing socio-economic inequalities and affecting certain groups more than
others. In this report, we will discuss two key determinants: education and employment.
Though there are many others, we focus on these two as they are likely to have a significant
and long-term impact on society, there are significant inequalities in how these affected
different groups, and they are crucial to people’s ability to live healthy lives.

Cuts to local government funding in the years preceding the pandemic made it harder

for local governments to mitigate the impact of COVID-19 on social determinants like
education and employment. Spending on local government has fallen in real terms across
the UK since 2010, with the largest drop in England, where councils cut spending by
roughly 212.1%

The health and development of children were affected by school closures
as well as other factors, with some children affected more than others
Children have been affected by COVID-19 in several ways, from disruptions to their early
development —including speech development and socialisation outside theirimmediate
household —to disruptions to their education, all of which can impact their chances of a
healthy life.

Pre-school children’s health and development have been affected by pandemic restrictions
The first 1001 days of a child’s life, which includes pregnancy and the first two years, are
crucial in determining health outcomes and wider life chances."”® There is compelling
evidence that this is a significant and influential phase in a person’s development, laying
the groundwork for a healthy life. Lockdowns have had a significant impact on early
development in young children, causing a sharp rise in developmental issues. For example,
fewer opportunities to interact with people outside their household had a detrimental
impact on their psycho-social and language development.'” Notably, nurseries and
childminders were allowed to stay open during school closures after the first UK-wide
lockdown in England, Wales, and Northern Ireland, but this was not the case in Scotland.'®
It was the right decision to keep nurseries and childminders open in later phases of

the pandemic. However, the official inquiries into the pandemic should consider why,
meanwhile, schools remained closed.

The public services which could have ameliorated the negative impact of the pandemic on
very young children had been cut and, in some cases, dismantled ahead of the pandemic.
Cuts to Sure Start and early years services in England, Wales, and Northern Ireland, for
example, put the UK on the back foot. These services play a significant role in helping
disadvantaged families by bringing together a range of supportincluding health services,
parenting support programmes, and access to childcare and early education for families
with children under five. These cuts, therefore, reduced the ability of these services to
mitigate the negative impact of the pandemic on young children. In the years preceding
the pandemic, early years services saw a real-terms budget decrease of 3% in Northern
Ireland,”® 16% in Wales?®® and 44% in England®®' between 2015/15 and 2019/20.
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The scale of disruption to education seen across the UK is likely to have significant
consequences for children and young people’s health over the long term

Education has been described as ‘the mostimportant modifiable social determinant of
health’.?°2 In pre-pandemic England, by the age of 30, those with the highest levels of
education were expected to live four years longer than those with the lowest levels of
education,?®® with similar trends across the UK.

Education can affect health in various ways. For example, it can bring better career and
financial prospects, mitigating the risk of deprivation, which in turn is associated with
poorer health outcomes. Education can also help individuals develop coping resources
and strategies allowing them to better manage their health.?®? Consequently, the
disruption to schooling, and further and university education in the UK, represents a
significant risk to the health of children and young people, the full extent of which is
unlikely to be known for some time.

Though some children — for example, the children of key workers — could attend school
throughout the pandemic, the majority missed out on in-person schooling for substantial
periods. This has significantly impacted their education. One 2020 study found that
children at home during lockdowns in the UK spent an average of only 2.5 hours each day
doing schoolwork, and one-fifth of pupils did no schoolwork at home, or less than one hour
a day.?®® Pupils in England and Northern Ireland lost an average of 61 days of schooling,
whilst those in Scotland lost 64 days and pupils in Wales lost 66 (see Figure 10).2°

Figure 10

Average days of schooling lost among UK pupils during the first year of the

pandemic
s0d: 66 days
61 days I R dav 61 days
. England Wales Scotland Northern Ireland

Source: LSE Centre for Economic Performace « Average calculated for the period between March 2020 and April 2021, @ BMA

The closure of schools in the UK during the lockdowns has therefore likely had a significant
impact on children and young people, including on their long-term health. Respondents to
our call for evidence raised concerns about the impact on children’s education and health.

‘Children are [...] being most affected in terms of mental health and impacts
on education/life chances.’
(Consultant, England)

‘My biggest concern was the dreadful impact on children’s education. | think
there needs to be a very serious review of how to minimise risks to children
from impact on their education.”

(Medical academic (consultant), England)
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Despite this, per pupil, education recovery spending in response to the pandemic in the
UK is much lower than in comparable countries. UK nations are spending between £200-
£400 extra per pupil, whereas similar economies like the US and the Netherlands are
spending much higher amounts ($1,800 and £2,100 respectively).2?

As with most of the harm caused by the pandemic, the disruption of education did not
impact all groups equally. Research suggests that those from deprived backgrounds have
been at higher risk of poorer educational and health outcomes.?®® Conversely, children
from more affluent families were more able to compensate for the loss of education and
access virtual education once schools shifted to online teaching, drawing on additional
tutors, laptops, and better, less noisy studying environments. Consequently, the closure
of schools and failure to mitigate the negative impact have worsened poorer children’s life
prospects and economic and health inequalities.

‘The reliance on [..] online resources has impacted negatively on my socially
and educationally disadvantaged patient group. Many have low literacy
levels and digital poverty, so struggled to access the necessary support.
Their children have been particularly hard hit, with so much of learning
being online and dependent on parental support. | should like to see much
more access to regular school attendance for this vulnerable group of
children if we faced a similar situation in the future..many children who could
have been supported in schools were not, and these were often the most
disadvantaged. This will probably have a permanent negative impact on their
education and therefore life chances, which is a national shame.’

(Consultant, Scotland)

Before the pandemic, disadvantaged children in England were already 18 months behind
their wealthier peers in their learning by the time they finished their GCSEs.?*® Evidence
suggests the negative consequences of disrupted learning since March 2020 have
widened this gap. Digital exclusion and variable capacity of parents to support remote
learning for example jeopardised successful learning from home. The Education Policy
Institute concluded in October 2021 that pupils from disadvantaged backgrounds have
‘been amongst the biggest losers from the pandemic [..] disadvantaged pupils have fallen
behind even further and are catching up at a slower rate to their peers’.?'° Concerns have
also been raised about the gap in attainment between state and independent schools,
which has widened after the first year of the pandemic.?"

The pandemic affected employment and financial security for many people,
and this has been unequal

Secure employment and financial security are both key determinants of health, and a
failure to secure these for the population puts people’s health at risk.

People’s experience during the pandemic has been deeply influenced by their
employment, and there has been considerable variation in how people have experienced
their work life since March 2020. While the UK Governmentintroduced a range of
welcome, and often generous, financial support measures (as discussed below) the state
of financial insecurity in the UK before and during the pandemic continued to impact
public health and health inequalities.

The pandemic caused financial insecurity for many, especially for those in insecure
employment or heavily affected sectors

Many ‘non-essential’ workers, especially those who could not work from home and were
furloughed during the pandemic, experienced reduced income. Those who are self-
employed or working in certain sectors, such as the hospitality industry, or on zero-
hour contracts, have often faced huge financial losses. Workers in hospitality and retail
also faced regular changes in their employment status due to the regularly changing
Government restrictions.
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Moreover, income security has been a key determinant of how well people were protected
from infection. Those on zero-hours contracts or who are self-employed have had to make
very difficult choices about whether to take on work, even if potentially sick with the virus
or if work meant greater exposure, to secure their livelihoods.

Those in working poverty before the pandemic have been more likely to experience
negative employment impacts during the pandemic. Nearly two in three (65%) of
those in the UK employed before COVID-19 who were in deep poverty (defined as those
with income more than 50% below the poverty line as measured by the Social Metrics
Commission) have experienced a negative change such as reduced hours, reduced
earnings, or job loss — compared to one in three (35%) of those who were employed and
at least 20% above the poverty line before COVID-19.2"

In addition to variation according to sector, income and employment status, the pandemic
has also impacted the livelihoods of demographic groups differently. For example, ethnic
minority groups are often overrepresented in more precarious employment. Another
group that has been affected particularly are women, who also often work in more
precarious forms of employment or sectors that have been disproportionately affected

by the pandemic. AWomen and Equalities Committee reportin February 2021 noted

that women are traditionally underrepresented in sectors that have been singled out for
government investment as part of plans to support recovery from the pandemic.?

Young people represent a particular concern. They are at increased risk of experiencing
the negative effects of economic downturns, as labour market entry is more challenging
during such times. Young people are also more likely to be in lower-paid entry level or
insecure work, at higher risk of having their education and skill development curtailed,
and more likely to enter low-skilled work to contribute to household income.?" The
economic downturn caused by the pandemic is no different, with unemployment among
this age group rising — creating a risk of long-term scarring effects.?'* Job prospects have
also been threatened, with many young people working in sectors of the economy that
were hit the hardest, such as retail and hospitality.?'® One survey of 22- to 26-year-olds in
the UK reported that 86% said the pandemic had negatively impacted their opportunity
to achieve the right skills and qualifications for their chosen career. 86% also felt that the
pandemic had affected their ability to develop the right relationships and networking
opportunities to enter or progress in the working environment. Since employmentis a
key building block for good health, the consequences of this will likely be far-reaching,
not only affecting the living standard of those affected but also their health outcomes.

There have also been differences in changes to youth employment among different ethnic
groups, widening the inequalities that existed before the pandemic. The unemployment
rate for people aged 16-24 from Black ethnic backgrounds increased by nine percentage
points (from 25% to 34%) between March 2020 and January 2021, but only increased

by three percentage points (from 10% to 13%) for their peers from White ethnic
backgrounds.?' If those who have lost employment or lost out on career opportunities

are those already underrepresented in higher paid and stable employment, this presents a
significant risk of widening health inequalities.

Support packages offered by the UK Government were crucial, but did not do enough to
protect those most at risk of financial insecurity

Poverty is a key driver of ill-health, meaning that financial support packages were a
critically important tool to mitigate the impact of COVID-19 for the millions of people
for whom further financial struggle would spell crisis and poorer health. The start of the
pandemic saw the UK Government introduce welfare and employment support packages
at an unprecedented volume and speed. These provided a lifeline for many, but their
impact was not felt equally, and they often did not go far enough, or last long enough, to
protect those most at risk of financial insecurity. Moreover, questions remain about the
decision to remove such lifelines at a time when COVID-19 continues to circulate in the
community.
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The job retention scheme (known as furlough) and the self-employment income support
scheme were both vital lifelines for those who would otherwise have been pushed into, or
further into, financial hardship. Employees on furlough received 80% of their wages, while
those eligible for the self-employment support had a more varied experience (including
waiting two months after lockdown began before the first payment arrived,?'® receiving
areduced level of support for three months in summer 2020, and having two months in
2021 not covered by financial support).?"® Throughout both schemes, there were multiple
points of confusion over their continuation, with the UK Government making last-minute
announcements and U-turns. Furthermore, the closure of these schemes in September
2021 marked a premature end to support. The pandemic was far from over, and the
furlough scheme alone had 1.2 million people still receiving support on the day the
scheme ended.?*®

The £20 a week uplift in Universal Credit was another critical way to prevent people

from falling into, or further into, poverty during the pandemic. It is estimated that this
temporary increase to Universal Credit and Working Tax Credits, as well as the temporary
suspension of the Minimum Income Floor (for which Universal Credit calculations are
based on expected rather than actual earnings), protected 690,000 people from poverty
by the winter of 2020.2*' However, when the Universal Credit uplift ended in October 2021
—despite protests from the BMA and others — there were more than 5.8 million people
across England, Scotland and Wales claiming it, which is more than double the number
seen pre-pandemic.?*?This decision made by the UK Government represents a significant
threat to the improvement of population health and the reduction of health inequalities.

To encourage self-isolation and to mitigate against the loss of income during self-isolation
periods, those living in England, Scotland and Wales who were unable to work from home
were able to receive a self-isolation payment (ranging from £250 — £750 depending on

the country and period of the pandemic). However, many felt they still did not have the
financial stability to self-isolate. Concerns about insufficient self-isolation payments were a
common theme in our call for evidence.

[Higher] self-isolation payments would have reduced the pressure on low
paid workers to attend work when symptomatic.”
(Medical academic/GP, England)

‘Economic support measures have been inadequate. | have had numerous
patients who refused to countenance a diagnosis of Covid for economic
reasons and therefore refused to be tested.”

(Salaried GP, England)

Analysis of self-isolation payments found that, due to eligibility criteria, they were only
available to one in 8 workers, with two million of the lowest paid workers not covered by
either the self-isolation or statutory sick payments.?*®* Moreover, restrictive eligibility criteria,
difficult application requirements, and a lack of funds for discretionary payments meant
large numbers of applications were rejected, leaving many at risk of financial hardship while
self-isolating to protect themselves and others.?** To provide adequate support for both
individual and population health during future pandemics, self-isolation payments need to
involve a larger payment, have broader eligibility criteria and be easy to access.

The UK Government’s public inquiry into the pandemic needs to investigate why the UK
Government did not continue the furlough and self-employment support schemes and
the Universal Credit uplift. It also must examine whether the impact on population health
and health inequalities was being considered in these decisions.

The long-term impact of COVID-19 on poverty and financial insecurity is likely to be
significant. The anticipated increase in the number of people living in poverty is a
concerning projection, not leastin terms of what it means for public health. Coupling this
with the worsening cost-of-living crisis, projections for population health seem bleaker
still. Further, poorer households are currently experiencing higher inflation on average
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than better-off households, meaning the burden of the cost-of-living crisis is falling

more significantly on those from lower income households.?* To reduce inequalities and
improve public health, bold action is needed by the UK Government to ameliorate the
impact of COVID-19 and the cost-of-living crisis. This includes an improvement in benefits
payments and sick pay, as well as further support to ameliorate the rising cost of living
beyond the package announced in May 2022, and in particular a halt on an increase in the

energy price cap in October 2022.

Recommendations

— There should be research into the long-term impact of the pandemic on children
and young people, with findings made widely available as early as possible so they

can be immediately acted upon.

— Easily accessible and well-funded support schemes must be put into place in any
future pandemic so that people can comply with public health measures such as

isolating at home when infected.

— The UK Government must take action to ameliorate the impact of COVID-19 and
the cost-of-living crisis on households, especially those most at risk. For example:

— the Universal Credit uplift that was cut in Autumn 2021 must be made
permanent, to improve household income and reduce the high levels of
poverty that predated the pandemic and continue to exacerbate health
inequity across the UK in the context of COVID-19;

— improvement in benefits payments and sick pay must be introduced.

— Future pandemic preparedness must consider the critical importance of
household financial security in the UK’s ability to contain the virus.

Questions for the inquiries to answer

— What measures should be taken to ensure schools and nurseries can remain open
in another pandemic and how can these environments reduce the spread of any

infection effectively?

— What will be the longer-term impact on people’s health of the economic downturn
the pandemic caused and how far were support schemes able to mitigate them?

— How did resource shortages within the welfare system impede the ability to
provide sufficient economic support to households?

— What economic support measures should be taken in a future pandemic to ensure

the spread of a contagious virus can be contained effectively?
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We saw some positive developments
during the COVID-19 pandemic, and
these must be learned from

Alongside the multitude of ways the pandemic negatively impacted physical and mental
health and exacerbated pre-existing inequalities, there were also positive developments,
which supported good population health. This includes the examples discussed earlier on

in this report, such as the increases in healthy behaviours for some groups, but also the
opportunity for reflection that the pandemic provided and the strengthening of community
relationships and support networks. It isimportant to build on these developments and
reflect on how they can best be supported to continue in the future. This section does not
look at all of these in detail but focuses instead on two of the biggest achievements of the
pandemic: the vaccination rollout and the efforts to reduce homelessness.

Positive lessons can be learned from the vaccination rollout in the UK

The speed and scale of the rollout was an unprecedented success

The speedy development and authorisation of COVID-19 vaccines, followed by the
NHS-led rollout, was the biggest success story of the pandemic. As report three in this
series examines in more detail, the UK’s health services mobilised at unprecedented
speed. The list of priority groups created by the JCVI (Joint Committee on Vaccination and
Immunisation) was effective at ensuring the greatest reduction in COVID-19 mortality as
quickly as possible with the available data and, alongside the risk presented by age, also
included people who were classified as CEV, had other underlying health conditions, or
who worked in health and social care.?*® As of May 2022, 93% of the UK population aged
12 and over had received at least one vaccine dose.??’

As further explored in report four of this series, vaccination changed the context of the
pandemic and allowed governments to move towards reopening society as COVID-19
became less of a risk for most of the population. As of September 2021, the UK Health
Security Agency estimated that the vaccines had prevented more than 24 million
infections and over 121,000 deaths.??®

There were inequalities in vaccine uptake

While the overall uptake of the vaccine programme was momentous, the figure of a 93%
vaccination rate masks significant disparities, particularly along lines of deprivation and
ethnicity. Indeed, for some of the groups most at risk of infection and severe symptoms,
rates of vaccination were lower than for those groups less at risk.

Data from 2022 shows that across England, Scotland and Wales, vaccine uptake was higher
in areas of greater affluence and gradually decreased along deprivation lines.??® This gap in
uptake was largest in Wales, with a 10-percentage point difference in uptake between the
areas with the highest and lowest levels of deprivation.?*° The picture in Northern Ireland
is more complex, although the chief scientific adviser acknowledged deprivation was a
factorinvaccine uptake.?®

In terms of ethnicity, vaccine uptake in England, Scotland, and Wales has been highest
among those from a White ethnic background, with an uptake of around 89-90%%*
(ethnicity breakdown is not available in Northern Ireland). Those from ethnic minority
groups have tended to have lower rates of vaccine uptake. For example, in Wales, those
from ethnic minority groups have an uptake of 74% compared to 89% among those from
White ethnic backgrounds. However, a more complex picture is revealed by the more
granular data available in England and Scotland, indicating wide variation between ethnic
groups. In England, for example, vaccine uptake is lowest among Black or Black British
(Caribbean) communities (55%),2** while in Scotland uptake is lowest among people who
are White Polish (58%) and Black African (59%).2*4 This contrasts to, for example, those
from Asian or Asian British backgrounds, who have comparatively higher rates of uptake
in both England (77%) and Scotland (81%).
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Significant efforts have been made to address barriers to allow more people to benefit
from vaccination. and it’s important we build on this

In a bid to mitigate racial disparities, efforts were made by health services, local
governments, and community leaders to address the historic mistrust of the health

services amongst ethnic minority groups who had been let down by institutional racism.
This included using places of worship as vaccination centres, developing targeted videos
with faith and business leaders, and holding webinars in partnership with community
associations.?® While some groups remained distrusting, these efforts likely meant that
levels of vaccination among these groups were higher than they otherwise would have been.

Itisimportant that tailored approaches such as these are continued to ensure as many
people as possible can benefit from the protection vaccination offers from COVID-19,
while learning vital lessons for any population-wide vaccine rollouts that may be required
in the future.

Firstly, vaccine hesitancy and levels of trust in other medical interventions must continue
to be addressed. While efforts to reduce vaccine misinformation have been somewhat
effective, structural racism within the NHS and other UK public services means that
people from marginalised groups continue to have negative experiences of healthcare
services. Recognising the complexity in vaccine hesitancy and regaining the trust of
ethnic minority groups, who have had and continue to have negative experiences, needs
to be a priority of the NHS.

Respondents in our call for evidence emphasised the need for vaccine programmes to be
culturally sensitive.

‘More direct engagement with the population [is needed], particularly the
most affected groups and those most reluctant regarding vaccination.
Education to be carried into the social meeting areas and working with
community leaders (for example religious groups, Youth Clubs, cultural
establishments etc.)’

(SAS doctor, Scotland)

‘An apolitical communication team [is needed], skilled in cascading messages
in many languages and collaboration with BAME community groups.”
(GP contractor/principal, England)

There have also been other barriers to accessing the vaccine: for example, physical
barriers to accessing vaccination sites or reaching the sites via appropriate transport,
financial barriers to taking time off from work to attend the appointment (especially for
those on lower pay, such as those working in the social care sector), and barriers posed by
information that is not culturally or linguistically appropriate or accessible.

Respondents to our call for evidence emphasised the need for a vaccine programme that
ensures everybody can get it regardless of support needs or geographical location.

‘Adequate staffing would have allowed a more pro-active approach to
vaccination of people in care homes, those unable to leave home to attend
for themselves, and the vulnerable.”

(Consultant, England)

‘Working in a rural area my frailest patients were forced to travel significant
distance to be vaccinated. Planning for this was urban centric.”
(GP contractor/principal, England)

‘The use on online stuff and smart phones is great for those with access
and that feel comfortable using it but there is a large proportion of the
population that don’t and this means there is inequity at accessing services
including vaccinations.”

(Consultant, England)
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Furthermore, there are long-standing policies and practices in place that often deter
people with no fixed address or an irregular immigration status from seeking or accessing
healthcare, including vaccines. Efforts made to encourage these groups to access the
vaccine —such as park-based pop-up vaccination clinics requiring no documentation —
were positive in this regard, and their effectiveness should be thoroughly assessed to learn
from them.

Lastly, those working in health and social care were offered the vaccine in the early stages
of the rollout (though, as outlined in report one in this series, there was some variation
between groups of medical professionals regarding the ease of accessing the first dose).
Beyond the health and social care sector, however, the healthcare system couldn’t identify
other key workers, who also were at a heightened risk of infection, yet not prioritised.
Measures such as including patients’ occupation and place of work in GP records may be
one way to address this issue in the future and should be considered.

Homelessness in the UK was finally addressed during the pandemic, but
these measures must now be sustained

People experiencing homelessness and rough sleeping have some of the worst health
outcomes in the UK. In England and Wales, there is a thirty-year life expectancy gap
between homeless people and the general population.?®* Homeless people are three times
more likely to experience a chronic health condition including respiratory conditions

such as COPD (chronic obstructive pulmonary disease), a risk factor for severe symptoms
of COVID-19.%7 Protecting such an at-risk group and preventing the exacerbation of such
considerable health inequalities was therefore paramount.

All four UK nations prioritised the homeless and made commitments to minimise evictions
during the pandemic

The response of the UK and devolved governments to protect the homeless and those at
risk of homelessness was swift and effective, and all four UK nations introduced measures to
prioritise the homeless during the pandemic and made commitments to minimise evictions.

Forexample, in England, the ‘Everyone In” scheme temporarily housed the rough sleeping
and homeless population who could not self-isolate in shelters and hotels at the outbreak
of the virus, a scheme which was immediately successful. By May 2020, more than 90%

of rough sleepers and those in unsuitable sheltered accommodation had been offered
accommodation by local authorities.?® Figures published in January 2021 estimate that
about 37,430 people were helped into some form of accommodation under the scheme.?®

Similar decisions to tackle homelessness were made in the devolved nations. In Wales,

an emergency statutory guidance note was set out in housing legislation, expanding

the definition of vulnerability to include COVID-19. This resulted in nearly 19,000 people
being brought into emergency accommodation since the start of the pandemic.?°
Meanwhile, the Scottish government took measures to tackle rough sleeping, resulting

in unprecedentedly low rough sleeping levels during the first year of the pandemic.?*' The
Scottish Government also set up three Housing Resilience Groups to share learning about
tackling homelessness and ensure that people could be moved into accommodation.?? [n
Northern Ireland, the Supporting People programme, which provides housing support and
helps people to live independently, received £10m in funding.

In addition, bans on evictions were introduced in all four UK nations to reduce people’s risk
of becoming homeless at a time of such public health crisis?®. Eviction bans were initially
due to come to an end in June 2020 but were extended first to August 2020 and then to
September 202021, The BMA and others successfully campaigned for a further extension
to May 2021. Before the eviction bans were lifted, all four UK nations introduced temporary
legislation requiring landlords to give longer notice periods to tenants for evictions.?*
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Beyond the actions of governments, local community interventions were developed to
address the often complex needs of vulnerable groups such as homeless people. This
included, for example, the face-to-face triage of patients who were unable to make a GP or
healthcare appointment via phone and the distribution of leaflets in a variety of languages
and outreach visits in the community. The use of peer advocates with lived experience of
homelessness and/or the asylum seeker process within healthcare settings also offered
practical support. Engaging with a marginalised population with whom public services
have historically failed to do so required improved collaboration between commissioning
bodies, public health, local authorities, and housing departments. The public inquiries into
the pandemic must examine whether these relationships have been maintained since, as
local collaboration across different sectors has clearly been an effective way to improve
population health.

However. the positive steps to support homelessness have not been sustained
Regrettably, the engagement with rough sleepers that initially arose from the schemes
outlined above was not sustained throughout the pandemic. In Northern Ireland, for
example, there was an initial reduction in the number of households presenting as
homeless during the first wave, but this trend was then reversed in the following three
months from July — September 2020.%¢ Similarly, in England, there were concerns that the
‘Everyone In” scheme did not offer the same level of protection beyond May 2020, with
some rough sleepers no longer being eligible for support.?”

Looking beyond the first year of the pandemic, more than three-quarters of those initially
accommodated in England were in insecure accommodation by February 2021, such as
emergency ortemporary accommodation or staying with friends, making them more
likely to return to homelessness.?*® Data in Scotland indicates that, while the number of
rough sleepers is still currently lower than pre-pandemic, there have been signs of more
recent increases, with a greater number of homelessness applications and households
assessed as homeless between April-September 2021 compared to the same period in
2020.%°

The eviction bans introduced across the UK in early 2020 also came to an end between
May and June 2021,%*° leaving people at risk of eviction when the acute phase of COVID-19
was not yet over. Moreover, the additional protections afforded by the introduction of
longer notice periods for tenants have also not been sustained in England, Scotland, and
Northern Ireland, with these measures coming to an end between September 2021 and
May 2022.2%" As a result of these two policies being reversed, thousands of people will not
have received the benefit of this protector against worsening health. The economic impact
of COVID-19 is far from over, and this was a missed opportunity to reduce the negative
effects of the pandemic on population health and health inequalities. Notably, however,
the Welsh Government has announced that its six-month notice period will become
permanent in December 2022%%% and has also proposed legislative changes that would
improve the ability of some rough sleepers to access emergency accommodation.?s?
Forthe UK Government to achieve its aim of ending rough sleeping by 2024, there must
be sufficient funding to ensure enough permanent homes are provided, alongside support
that enables individuals to keep these homes.
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é i@ Recommendations
— Ongoing efforts must be made to learn positive lessons from the pandemic to

improve population health and reduce health inequalities, as well as to prevent
as far as possible failures during COVID-19 being made again in any future
pandemics.

— The vaccine rollout was effective in engaging local communities who had
historically not had much contact, or negative experiences, with health services.
This positive engagement must be sustained, and the institutional racism of the
NHS tackled to reduce levels of mistrust and hesitancy among ethnic minority
communities when engaging with the UK’s health services.

— Any future vaccination programmes should consider the range of potential
barriers to access which could be experienced by some groups and identify ways
to ensure access is equitable.

— For the UK to avoid rough sleeping returning to pre-pandemic levels and for the
UK Government to achieve its objective of ending rough sleeping in England by
2024, more resources are needed to secure safe and stable accommodation.

Questions for the inquiries to answer
— What can be learned from the enormous success of the vaccine rollout and critical

role played by the NHS and medical profession to better facilitate future public
health campaigns?

— What lessons can be learned about what went well and what did not regarding
the sustainability of homelessness support initiatives across the UK during the
pandemic, and whether homeless people and rough sleepers have been helped
long term by these schemes?
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Conclusion

The evidence in this report makes a clear case for the significant and unequal effects of
the COVID-19 pandemic on population health and health inequalities. The pandemic has
affected, and continues to affect, us all — whether through the virus itself or the measures
to restrict its spread. The impact, however, has not been felt equally by everyone. Those
who were struggling most with, for example, their health, employment, financial stability,
or educational attainment before the pandemic have found matters worsening.

Learning from the COVID-19 pandemic in a way that benefits the health of the UK cannot
be done without an examination of the positive developments. The UK governments’
programmes to accommodate rough sleepers at the beginning of the pandemic were
effective, and while they have not continued as the BMA had hoped, there is much that
can be learned for future efforts to end homelessness in the UK. The national vaccination
programme, meanwhile, has been a lesson in what the NHS can achieve, although this had
a significant effect on what else the NHS could deliver given its under-resourcing before
the pandemic.

The recommendations in this report must be carefully considered, and the questions

raised adopted by the inquiries. It is an essential public service for these public inquiries
to do so.
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Covid Tracker survey 1 6 April 2020 1,924 UKwide

Covid Tracker survey 2 16 April 2020 6,126 UKwide

Covid Tracker survey 3 30 April 2020 16,343 UKwide

Covid Tracker survey 4 14 May 2020 10,328 UKwide

Covid Tracker survey 5 28 May 2020 8,455 UK wide

Covid Tracker survey 6 18 June 2020 7,497 UK wide

Covid Tracker survey 7 9 July 2020 5,905 England/Wales

Covid Tracker survey 8 13 August 2020 4,279 England/Wales

Covid Tracker survey 9 22 October 2020 7,820 England/Wales/Northern Ireland
Covid Tracker survey 10 17 December 2020 1776 England/Wales/Northern Ireland
Covid Tracker survey 11 8 February 2021 8,153 UK wide

Covid Tracker survey 12 19 April 2021 5,521 UK wide

Viewpoint survey 1 8 July 2021 2,478 England/Wales/Northern Ireland
Viewpoint survey 2 2 September 2021 1,749 England/Wales/Northern Ireland
Viewpoint survey 3 26 November 2021 2,424 England/Wales/Northern Ireland
Viewpoint survey 4 4 February 2022 1,320 England/Wales/Northern Ireland
Viewpoint survey 5 8 April 2022 1,194 England/Wales/Northern Ireland
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