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| , Professor Martin Green OBE of 2nd Floor, 2 Devonshire Square, London, EC2M QUJ will
say as follows: -

Overview of Care England and its role

1. 1 am the Chief Executive of Care England, the largest and most diverse representative

body for independent adult social care providers in England.

2. The organisation that is now known as Care England was formed in December 1986

as the Independent Hospitals Association, a representative body for hospitals in the UK. In

1990 the Independent Hospitals Association transitioned to the Independent Healthcare
Association (IHA). The IHA was the leading representative association of the UK's
independent health and social care providers. Its members included nursing homes and

residential care homes, home care providers, acute hospitals, mental health hospitals,

substance misuse clinics, pathology laboratories, and other health and social care
organisations. The principal activities of the association were to promote and protect standards
of health and social care in the independent sector.

3. In 2004 the foundations of Care England were established with the evolution of the IHA

to the English Community Care Association (ECCA). ECCA was the largest representative

body for community care in England. Working on behalf of small, medium and large providers,

it sought to create an environment where providers could continue to deliver and develop the
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high-quality care that communities required and deserved. In 2014, ECCA was rebranded as
Care England to better characterise the diversity of our membership whilst ensuring our

mission brief remained the same, namely, to serve as a unified voice for our members and the

care sector, aimed at supporting a united, quality-conscious, independent sector that offers

real choice and value for money for people requiring care and support.

4. Care England is a charity, registered with the Charity Commission. Registered Charity
No. 296103. Care England has members which sit within the four nations of the UK, however
95% of our members are based in England. As of December 2024, Care England employs a

total of twelve members of staff. The team of twelve is predominantly comprised of 6 full-time

Policy team members with one consultant working closely with the team, 3 administrators and

two Membership Officers. We have 256 members as of December 2024. On a day-to-day
basis, Care England currently delivers the following benefits to our members:

4.1 Provides representation of our members' views to key figures within central

Government, Governmental Departments, and other key stakeholders, to ensure key
decision-making and policy development take into consideration issues faced by
independent care providers.

4.2 Produces representative responses on behalf of members to large, national

consultations, as well as smaller Parliamentary committee consultations to inform the policy
landscape.

43 Provides a 5-day-a-week communication to members to ensure they remain

up to date with all key Government and stakeholder updates, decision-making, or policy
developments and are aware of the ongoing impact on their services.

4.4 Provides dedicated support, advice and updates through open

communication channels and via Special Interest Groups which bring together care
providers to discuss collective concerns and share best practice.

4.5 Represents the views of the sector to Parliamentarians in both Houses and

media contacts to ensure they are well briefed on social care matters that will impact

legislation, the NHS and the economy at large.

4.6 Works with commercial partners to bring about opportunities and solutions to

the issues care providers face.

5. The above is delivered by the Policy and Membership teams and is illustrative of their

day-to-day responsibilities operating at full, and often beyond immediate capacity.
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6. Our members run and manage over 3,000 care services, amongst them single-care
homes, small focal groups and national providers. They provide around 120,000 beds and a

variety of services for elderly people, and working-age adults with long-term conditions,

learning disabilities and mental health needs in England.

7. The majority of Care England members provide residential care in care homes, both

with and without nursing. However a number of members also provide other services such as;
domiciliary care service for people who live and receive care in their own home, extra care

housing services designed for older people in retirement, supported living services for people

who receive care in a tenanted facility, and rehabilitation services to help people who leave
hospital to return home after a period of support in a residential facility.

8. The majority of our members are for profit commercial organisations although 10% of

Care England members are not-for-profit/charities. Care England membership also includes

Local Care Associations who serve local communities under a specific local authority or

multiple authorities and influence local government as opposed to national government.

9. Care England membership represents just over 20% of care homes in England and

around a third of total beds. 83% of our membership have <500 beds, 14% of membership

have 501-3000 beds and 3% of membership have >3000 beds.

10. Care England members provide services primarily to older people (65+) and those with

learning disabilities with and without autism (18-65), although a small number also provide

services to those under 18.

11, Older person services are more likely to provide for frailty and those living with

dementia. Specialist services for all ages cater for more specific conditions such as:
® Mental Health

Drug addiction
e Eating disorders

Physical disabilities
Acquired Brain Injury

Sensory Impairments
e Parkinson's and Huntington's diseases
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12. Care England does not collect data on the total number of staff employed by our

members but would estimate this to be in the region of 150,000 employees based on average
staffing ratios in the social care sector.

The role of Care England in supporting members during the pandemic

13. Care England increased our regular communication channels with our members to

support them throughout the pandemic. Email and telephone support for our members was
also stood up to 7 days a week, as required.

14. Care England operationalised a 5-day-a-week policy-specific communication strategy
in March 2020. This was aimed at providing our members with an overview and analysis of

the fast-paced guidance changes specifically pertaining to COVID-19 which were being

distributed by Government bodies daily. This communication strategy remained in place until

November 2022.

15. An additional 6-day-a-week policy-specific communication strategy was
operationalised in September 2020, aimed at providing a summary of all the work Care
England undertook the previous week with a forecast of what policy areas Care England will

be focusing on during the forthcoming week. This continues to offer Care England members

an insight into what we have done and what we will be doing on our members' behalf.

16. Care England continued our Daily Press Round-Up which aims to keep Care England
members abreast with the most pertinent news stories of the day which will affect their service
delivery. In addition, the continuation of our Parliamentary bulletin covers all the latest

developments in Westminster and Whitehall. This includes information and analysis on

relevant Legislation, Debates, Select Committees, Parliamentary Questions, All-Party
Parliamentary Groups and other business. Both communications continued throughout the

duration of the pandemic and remain ongoing.

17. A weekly bulletin to members of Special Interest Groups within the Care England
membership was operationalised from October 2020. Care England operates several Special
Interest Groups which allows members to engage with other sector specialists with the same
or similar services or interests. The regular updates provide members with a summary of the

policy and news-related items relating to the area of interest to keep members with specific
interests attuned to the latest policy, news and information.
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18. in addition to these regular communication channels, Care England's support for its

members extended across ad-hoc briefings, summaries, guidance notes and best practice
guides. We have outlined an overview of some of these below, although this is not an

exhaustive list, rather intended to provide an indicative overview as to the type of work we
produced or commissioned on behalf of our membership.

18.1 Care England consistently sought to highlight the need for funding to make its way to

frontline care services in an effective and timely manner. Data was collected across the

months ofApril, May and June 2020. Care England commissioned Laing Buisson to carry out

the analysis of the results of the survey in the months of May and June 2020 by providers of

care homes for a) older people and b) younger adults (it should be noted that 'younger adults'

refers to adults of working age living with a learning disability and/or autism). Care England
believe that this data played a key part in substantiating sector statements to Government

around the costs being incurred by providers, thus stressing the importance of continued

financial support for adult social care providers. The results of our cost analysis were sent to
HMT, Secretary of State for Health and Social Care and Secretary of State for Housing

Communities and Local Government. Exhibit MG/01[INQ000581141]. The publication of

multiple briefings on the issue also generated both governmental and press interest.

18.2 Care England sought to highlight the pressing nature of decreasing occupancy levels
and their adverse effect upon the financial sustainability of the adult social care sector. Care
England were constantly updating the government on occupancy levels, firstly to identify if

there was capacity in social care and secondly to remind the government that reduced

occupancy was a financial burden for the sector.

18.3 On 20 December2021, Care England published a summary note produced by Anthony

Collins Solicitors LLP which provided a summary of employment law advice on Vaccination as
a Condition of Deployment in relation to people employed or engaged in an activity regulated

by the Care Quality Commission (CQC) in wider heaith and social care settings. DHSC was
informed of the issue but did not change policy.

18.4 On 23 July 2021, Care England, in collaboration with Barchester Healthcare, hosted a

webinar which looked to provide support for adult social care providers following the

Government's decision to make vaccination a condition of deployment in care homes. The
webinar featured Dr Pete Calveley, Chief Executive of Barchester Healthcare, Genevieve
Glover, Group HR Director at Barchester Healthcare, a representative from Radcliffes Le
Brasseur LLP, Professor Nicola Stonehouse, School of Molecular Virology at Leeds University
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and a colleague from the DHSC. | chaired the webinar. The webinar not only provided an

opportunity for adult social care providers to hear from Barchester Healthcare, who introduced

this policy into their own organisation, but it also provided an opportunity for providers to

engage with sector leaders around any issues or concerns they had in relation to the policy.

18.5 On 26 March 2020, Care England published its first of numerous iterations of advice
pertaining to learning disability providers. The advice was prepared by learning disability care

providers who are members of Care England and consultants who work collaboratively with

Care England. Its purpose was to provide helpful information to providers on how best to deal

with the implications of the COVID-19 outbreak when supporting people with learning

disabilities in the absence of any formal Government guidance on those issues. It did not

represent formal guidance, but it was shared with both the DHSC and CQC with a request that

they endorse it. Whilst there was no direct endorsement, it would have led to future decisions
and part of defining improved policy in the future. The COVID-19 situation was changing
quickly, and this advice was reviewed regularly.

18.6 On 8 May 2020, Care England published commissioned advice from Anthony Collins
Solicitors LLP in relation to the health and safety obligations of care providers in the context

of the COVID-19 pandemic. From our conversations with providers, we understood that there

were significant concerns regarding how the Government guidance should be applied to each

provider's specific operations as much of the support and guidance published was focussed
at or aimed toward older person services only. In many cases providers were left in a position

where following legal requirements in relation to infection control might create situations which

increased other safety related risks. Providers were left uncertain as to how they should

balance often competing safety related obligations and fearful that they could be at risk of

enforcement action from regulators and civil claims from employees or the people they

support. This was especially important for those providers who support individuals with

learning disabilities and dementia who may be aggravated or disturbed by the use of personal

protective equipment (PPE), which care workers were obliged to use. While the advice was
only circulated to our members, the key messages were communicated with the DHSC and

Public Health England (PHE) and appeared to influence a positive change in the relevant

guidance.

18.7 There were weekly meetings with two of our Special Interest Groups, the Public Sector
Funding Group and the Learning Disabilities Group. These were respectively formed in 2014

and 2017 and, prior to the relevant period, met on a quarterly basis. These represent our
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longest-standing Special Interest Groups. Our Public Sector Funding Group is comprised of

the largest care providers within our membership, which represent over 10% of the older

person adult social care market sector. Weekly meetings were stood up for these two groups
from 2020 to balance our representation and support across both older person and younger

adult services and to share concerns and good practice where there was clearly a specific
need for younger adult guidance which was not immediately forthcoming.

19. Care England had daily contact with senior DHSC officials Tom Surrey and Clare
Armstrong and regular contact with Director General Ros Routon and her successor
Minister Helen Whately to relay feedback. The summary below represents a modest summary

of COVID-19 related outcomes that Care England contributed to achieving. This summary is

not exhaustive but rather represents the outcomes we consider to be most important for the

sector.

19.1 It was announced on 30 March 2021 that the Government would be extending the

provision of free PPE to health and social care providers until the end of March 2022. Care
England, with the help of members, called for this outcome, presenting evidence to senior

DHSC officials on what the implications would be for ceasing free PPE and changing to a

charging model.

19.2 On 17 May 2021, following feedback on guidance across the adult social care sector,

PHE reviewed and updated the 'How to work safely in care homes guidance', initially published
on 6 April 2021. Following the publication of the 6 April 2021 guidance, Care England
presented queries and questions from members directly to PHE. The updated 17 May 2021

guidance clarified many of the queries raised by the social care sector about the 6 April 2021

iteration of the guidance, for instance on when to change a facemask following direct or

personal care and the difference between wearing a face mask for source control (i.e.

protecting others from you) and for PPE (i.e. protecting yourself as well as others).

19.3 Care England continued to illustrate to Government that COVID-19 had and would

continue to impose unprecedented costs upon the sector. On 27 June 2021, the adult social

care sector was given over £250 million extra funding to continue COVID-19 protections. The
money represented a continuation of the Infection Control and Testing Fund (ICF), which was
due to run until the end of June 2021 but was extended until the end of September 2021.

Although we were disappointed to note the decreased amount from the previous fund, this
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announcement followed extensive work by Care England to highlight the continued necessity
of the fund in light of the continued cost pressures induced as a result of COVID-19.

19.4 Care England engaged with Ministers and senior officials within the DHSC in regard to

the Designated Settings Insurance Scheme (DSIS) which initially provided cover for

Designated Settings until the end of March 2021. Designated Settings had been identified as
placements for people who were medically fit for discharge from hospital (i.e. they did not

require to be in an acute NHS bed) but whose ongoing care and support needs were such that

they required full-time residential or nursing care. Many providers operating Designated

Settings were unable to obtain insurance cover on a commercial basis. Commercial insurers
refused to offer cover because of the unquantifiable risk of civil claims arising from employees

and people in receipt of care becoming infected with COVID-19. DSIS was implemented to

address this. Care England, working with members who operated Designated Settings and

the DHSC, advocated for the continuation of DSIS beyond the end of March 2021. Following

a review of DSIS, it was initially extended until 30 June 2021, in order to maintain the current

level of support for these vitai settings. Then on 29 June 2021, following a review of the

indemnity support, the DHSC announced in a Written Ministerial Statement that DSIS would

remain available until 30 September 2021 for those Designated Settings needed by

commissioners for local capacity needs and which were unable to secure sufficient

commercial insurance cover.

19.5 Through its role within the Care Provider Alliance, Care England is a part of Digital

Social Care (now called the Digital Care Hub). The Hub is an independent consortium led by

care providers (who understand the needs and challenges facing the diverse range of

organisations in the care sector) to help care providers implement digital technologies safely,

and represent care provider interests in policy, regulation and funding for tech and tech

developments. Care England and several other CPAmembers are involved in the consortium,

which has worked with the Local Government Association, NHS Digital and NHSX (now NHS
Transformation Directorate) on how to help care providers keep information safe. As part of

this work 'Better Security, Better Care' was launched. This is a programme of national and

regional support for care providers completing the Data Security & Protection Toolkit. Care
England continues to provide a helpline to assist Digital Care Hub customers with technical

problems when using specific digital tools. Care England also supported the Large Provider

Workstream for the Better Security, Better Care Programme.
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19.6 Through our representation on the Data Advisory Group and Steering Board and within

two of the three governance groups for Capacity Tracker, Care England took part in

discussions and helped influence the refining and removal of questions, making the system

more streamlined and efficient. This included the temporary removal of flu vaccination

questions, refining the PPE questions, updating the visiting questions to reflect current policy

and refining/removing ICF questions.

19.7 From 18 June 2021, new residents who had been admitted from the community did

not need to isolate upon arrival into the care home. This announcement followed pressure

from Care England as we continued to hear the impact of the 14-day isolation period for

admissions from the community. Residents were confused, specifically those living with

dementia who were unable to adhere to the rules, as well as those with behaviours which

challenge or who walk with purpose who became almost impossible to keep in their rooms

putting pressure on staff to try to do so.

19.8 Care England contributed to a range of Government, Parliamentary Committee and

APPG inquiries. This included written evidence to the Public Services Committee inquiry on

public services: lessons from coronavirus in June 2020, the COVID-19 Committee inquiry on

life beyond COVID-19 in August 2020 and to the Health and Social Care Select Committee

inquiry on social care: funding and workforce in August 2020.

19.9 InApril 2021, | also gave evidence to the Joint Committee on Human Rights inquiry on

The Government's Response to the COVID-19: Human Rights Implications for Long

Lockdown.

20. On 21 April 2021, Care England hosted a meeting between the DHSC and members

of Care England's Learning Disabilities Group. Mark Browne and from the

visiting guidance team at DHSC attended the meeting and gave an overview of the guidance
to date. There was a particular focus on the issues associated with the April 2021 iteration of

the visiting guidance, predominantly the visiting out guidance which placed undue restrictions

on those in receipt of care. Mr Browne andd set out the following points:

name redacted

name redacted

20.1 The visiting out guidance would be subject to a review at the next stage of the roadmap

(17 May 2021).

20.2 The clinical advice remained that there were specific risks amongst care home

settings, both in the vulnerability of residents and the nature of the settings that once infection
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enters, itis more likely to spread in a closed setting. This was balanced against the importance

of visiting in maintaining wellbeing.

20.3 DHSC and PHE would keep this evidence under review and were conducting a piece

of work which would categorise and differentiate the different types of visits out of the care
home depending on risk, to identify where the evidence showed some visits may be

proportionate and therefore possible. This would inform the advice for future policy.

Care England members fed back:

20.4 The current guidance appeared to impose a blanket ban on all trips out of a care
setting, with no stated distinction in the type of visit, its length and the actual risk of infection

arising. The guidance applied to all residential care homes, and care homes residents of all

ages, with no recognition of the different needs of individuals who were of working age, many

of whom have jobs or attend college. The guidance was more restrictive than the national

guidance for the genera! population.

20.5 The restriction of a 14-day isolation period did not appear to be justified in all cases
and DHSC seem concerned mainly with excessive risk-aversion affecting a particular group

of citizens based on a diagnosis, rather than on an individual risk assessment.

20.6 Achallenge was made about why there was a distinction between Supported Living

settings and residential care homes when the risks were arguably identical and there was a

greater difference in risk between residential care homes for older persons and for those of

working age where no distinction in the guidance was made.

20.7 This was a cohort of individuals who had all been vaccinated and shielding had now

finished. There was no recognition or allowance of individuals who have capacity being

empowered to make their own decisions. As a result, the current visiting out guidance was
discriminatory and unlawful.

20.8 Clarification was sought on whether people would be able to vote in person at the

Police and Crime Commission, and Mayoral elections in May2021.

20.9 DHSC was asked to take into account that the impact on insurance if there was a

perceived failure to work within the guidance was fundamental.
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20.10 There needed to be a change in policy before the planned update on 17 May 2021

which recognised the need for an individual risk assessment based upon the type of visit out.

DHSC responded as follows:

20.11 The DHSC advised that there was not currently the level of vaccination data to advise
that visits out of care settings would be without risks. The appropriate level of risk

management, at present, was that which was within the current guidance. It was not just about

the management of risk to the individual leaving the care setting, it was about all others in the

care setting too.

20.12 The reason for the differentiation between residential care and Supported Living was
because of the huge variance in Supported Living setting types which requires a far more

dynamic risk assessment.

20.13 The next iteration of guidance would be informed by clinical advice from PHE and the

CMO, but it would look to recognise the different types of visits.

21. After this meeting, Care England continued to press for changes in the guidance. The
'Visits out of care homes: supplementary guidance' was issued on 1 May 2021 because of our

continued pressure and on 11 May2021, it was announced that from 17 May 2021 care home

residents would be able to have more named visitors and more opportunities to make visits

out with no need to self-isolate when they return. The impact of restrictions to visiting on those

in receipt of care, their families and care worker is considered in paragraphs 85 to 93 below.

22. Care Engiand worked, lobbied and communicated with a range of advisory bodies,

government departments or agencies, arm's length bodies and professional organisations

during the pandemic, including:

e The Department for Health and Social Care
e The Home Office
e Number 10 Downing Street
e The Treasury
e Department for Transport
e All-Party Parliamentary Group on Vulnerable Groups to the Pandemic

Adult Social Care Select Committee
e Joint Committee on Human Rights
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e Joint Committee on Vaccination and Immunisation

e Local Resilience Forums
e Multiple Local Authorities, CCGs and NHS Trusts
e Public Health England

UK Heaith Security Agency
Chief Nursing Officer

e Care Quality Commission
Local Government Association (LGA)

e NHS Providers

NHS Confederation
e Association of Directors of Adult Social Services (ADASS)
e NHS England

NHS Transformation Directorate

British Retail Consortium

County Council Network

23. Throughout the pandemic, Care England worked closely with the Care Provider

Alliance and its members (Association Retirement Community Operators [ARCO], Association
for Real Change [ARC], Association of Mental Health Providers [AMHP], National Care
Association [NCA], National Care Forum [NCF], Shared Lives Plus, Homecare Association,
Voluntary Organisations Disability Group [VODG], Care Association Alliance [CAA]).

Pre-pandemic structure and capacity of the adult social care sector in the UK

24, Ongoing workforce challenges, particularly issues with recruiting and retaining staff

before the pandemic, have been well documented by both the CQC in its annual State of Care
reports and the Skills for Care annual Workforce Dataset, and can be largely attributed to the

lack of a long-term workforce plan, and inadequate funding to support wage growth, NHS
parity and longer-term investment in the sector.

25. Pre pandemic during 2018 there were over 91,000 vacancies in adult social care in

England, several thousand greater than the NHS for the same period. Whilst this was to

significantly worsen during the pandemic itself, the level of workforce vacancies at the time

was a significant issue for the adult social care sector which was fighting to combat rising

agency costs and struggling to meet statutory pay related cost pressures whilst attempting to

attract and retain a shrinking workforce.
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26. 2018 and 2019 saw agency costs peak to unsustainable levels. Due to their market

shaping position, the NHS was able to implement caps on agency spend. This was not

possible for individual adult social care employers who operated in a more competitive market

and who saw agency costs per hour continue to rise given the pressures on supply and

demand for labour.

27. The adult social care workforce saw an increase in staff moving to agency work for

enhanced pay. Social care employers were unable to offer the same level of recompense due

to several years of austerity facing local government who offered fee increases which

continually failed to meet the actual costs of delivering care. This applied further pressure on

social care employers when they were already having to increase pay in accordance with

national minimum wage increases annually and increase pension contributions due to auto-

enrolment and the apprenticeship levy.

28. This meant that 2018 leading into 2019 saw significantly increased workforce

pressures on recruitment and retention across England against a background of an already

fragile workforce.

29. Without sufficient resources, care providers were fully consumed by the pressures
driven by the pandemic on short term necessary requirements to sustain care provision during

a time of significant pressure and uncertainty.

30. Before the pandemic, there was also insufficient data to identify a national level of

occupancy, and where vacancies were in the system. This data was only available to

individual NHS and local authority bodies if they sought to call or contact care providers

regularly to collate such information and retain it locally. Any national picture was an annual

snapshot taken from local systems and did not reflect the frequent fluctuations and changes
in demand and supply of local markets. There was no consistent or nationa! framework to

collect, retain or report this information on a regular basis other than annual provider returns

to the CQC or at CQC inspection. This impacted the Government's understanding of capacity
within the sector and negatively impacted their ability to respond appropriately to the

pandemic. As a result, the Capacity Tracker system was developed to collate this information

during the early stages of the pandemic.

31. Furthermore, there were significant delays in reassessments for residents due to

pressures on resources prior to the pandemic. This, combined with increasing acuity and
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levels of dependency as the population ages, meant there was an unclear picture of the level

of dependency the sector needed to provide support for. Due to austerity prior to the pandemic,
and lack of government funding since around 2014 for adult social care, commissioning had

largely been on a cost down basis whilst dependence rose significantly.

32. The government financial pressures resulted in significant growth of the home first

approach (in which priority was given to supporting individuals in their own home) which had

a perceived lower cost to commissioners of care. However, this also resulted in older age
adults entering residential care far later with far higher levels of acuity and for much shorter

lengths of time. For those of working age, increased provision in the community resulted in

residential care supporting those with higher dependency levels. The associated fees failed to

address this increasing dependence and tools such as Dynamic Purchasing Systems which

were implemented by local government to seek the lowest possible rates for care on a cost

down basis. This has resulted in commissioning practises where the rates paid are often lower

than the cost of delivering care. In the older person sector this is evidenced by the cross
subsidisation by those who fund their own care to make up for the lack of funding by local

government.

33. There has been a sustained failure to provide sufficient funding for social care,
resulting in central government pressure on local authorities to work with untenable budgets

whilst they are still required to deliver on their Care Act statutory duties.

34. Without a clear picture of the rising levels of dependence and the time needed to

deliver care and a focus on cost only, the Government failed for many years to provide the

funding required to support the social care sector. The sector entered the pandemic
significantly weakened as a result.

Impact of the pandemic

35. The impact of the pandemic was severe and cannot be understated. It was a time of

stress, uncertainty and fear for staff, residents and families as well as anyone drawing on

social care. Many staff became ill with the virus, leaving those who were uninfected with

increased workloads in a stressful and unchartered situation.

36. Providers are still feeling the human impact of the pandemic, with some providing

therapeutic services for those left traumatised by their experience. In many cases, the ongoing

impact is still being acutely felt by residents, relatives and colleagues.
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37. There were conflicts of human rights when it came to the right to live versus the right

to a family life. The right to life immediately trumped everything else when that was not

necessarily what all residents may have wanted. Some residents may have chosen to see
their family members over their right to live, knowing that they may not have much time to do

so in their final stages of life. That choice was removed from them.

38. The impact of social and physical isolation was not properly considered for all citizens,
but particularly those in receipt of social care. Explaining the reason for isolation was incredibly

chailenging, particularly for those with dementia or who found it difficult to understand the

impact of the pandemic. This placed significant pressure on the staff and families caring for

people in receipt of care, who were and are forced to live with the results of those decisions
and conversations.

39. Staff witnessed outcomes beyond what they had seen previously and worked through

such a challenging and high-pressured time while lacking knowledge and insight of what was
coming on a day-to-day basis. They supported and cared for individuals who depended on

them whilst balancing limited resources. Constantly changing guidance and direction and

limited support from government created pressure beyond which many were able to bear. The
strain of the pandemic meant that a significant number of staff left a sector they'd worked in

and enjoyed for years, further compounding the ongoing workforce crisis facing social care.

40. Lockdowns prevented communal activities from taking place both within services and

in the community. For example, day care centres for working age adults remained closed for

months, and in some instances never re-opened due to their financial challenges, lack of

resources or inability to safely deliver services viably with increased requirements, leaving

people without much of the engagement that contributes to high quality care and placing

further pressure on other care services left to pick up the pieces, such as community and

residential care as well as the NHS, and police etc.

41. Additionally, acutely unwell residents were left in care settings or, for those receiving

care in the community, within their own homes when they would, pre-pandemic, be admitted

to hospital for care. This, coupled with reduced support from NHS services in care settings
(such as a lack of visits from district nurses and GPs), and the admission of people from

hospital into care settings without testing for COVID-19 posed a risk to those in receipt of care.

Care providers wanting to support and care for those in their community felt under pressure

to do so without the necessary support, protections and/or guidance established and in place.

Care providers were doing much of the District Nurse work as their availability was limited.
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Providers were verifying deaths for GPs and sending sometimes intimate photos to Doctors

on personal phones to support diagnosis which would be both unacceptable and unlawful

outside of the pandemic. Care staff felt that they had little to no choice given the pandemic

situation and limited availability of District Nurses and GPs coming to care homes.

42. The care sector was seriously impacted by significant numbers of people who died of

COVID-19, which had an impact regarding the fear instilled in those in receipt of care and the

wellbeing of staff.

43. Providers faced increased financial pressures, due to an increase in sick leave and

furloughing high-risk staff. Some staff were required to live in their services but also had to

maintain their own families and were at times required to stay home or provide care for loved

ones of their own. Not all staffwere able to work additional hours, and some needed to reduce
hours to support their own families and loved ones.

44, With increased dependency and procedures in care services, tasks took longer, and

more time was required to deliver the same levels of care, increasing pressure on resources
and impacting providers' ability to offer consistent levels of capacity as a result. This was
exacerbated by issues such as increased staff sickness, absenteeism and limitations on

available resources from temporary work agencies etc. The cost of commodities also
compounded these issues - not just PPE, but other items such as toilet roll, and soap
increased.

45. To assist with the increase in sickness leave, the Infection Prevention Control Fund

was established, and welcomed by the sector. Despite this welcome additional funding,

historic underfunding of social care meant the sector was not prepared to deal with a

pandemic.

46. Throughout the pandemic, there was a lack of recognition of the work of social care
providers, with instances of disparity between the treatment of NHS staff and social care staff.

It was widely reported on social media that w hile the NHS was a top priority of government,

there were instances of social care staff being blamed for spreading infections. A further

example of the disparity was where some supermarkets opened special hours for NHS staff,

but the same was not afforded to the social care workforce.

47. Additionally, the care workforce is made up predominantly of women (81%), many of

whom have caring responsibilities for older parents or children of their own. Balancing multiple
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caregiving roles along with their professional responsibilities at such a time of crisis had an

impact on the wellbeing of the workforce.

48. At the beginning of the pandemic, the focus was on acute care, and not the resulting

impact on social care. Indeed, moving patients out of hospital into care settings or into the

community or their own home without testing intensified the rates of infection in care settings
and the community. In planning for future pandemics, the impact of this must be recognised,
and the response must be more inclusive of an integrated health and care sector.

Key decisions made by the UK Government and Devolved Administrations

49. Moving people from hospitals into care settings without mandatory testing put

residents and staff at risk. Care England was in constant contact with senior officials within the

DHSC and the Secretary of State to relay member concerns and solutions on this topic. In

the early stages, mainly in the first 4 months of the pandemic, there was very little instruction

to the NHS other than to empty hospitals which meant transfers into social care without testing.

50. In relation to the impact of shielding on the sector, there was a lack of appropriate data

on the workforce prior to the pandemic, which resulted in challenges related to managing

capacity accurately when staff were required to shield or were furloughed. As mentioned

above, lack of data infrastructure meant the introduction of impactful policy was challenging.

There was no data on furlough for care staff, which generally only applied to some head office

staff and those with severe health risks who were required to shield.

51. The introduction of the decision to mandate vaccinations for care staff meant nearly

300,000 people left the social care workforce, many of whom went to work in the NHS where
vaccination was not required. The social care sector was facing a workforce crisis before the

pandemic began, so the introduction of this policy had a devastating impact on the sector's
ability to provide the level of care required. Government was continually informed of this but

no change in policy was implemented for a considerable time. The rapid abandonment of the

proposal to extend the mandatory vaccination policy to the NHS following objection from NHS
leaders is evidence of the disparity in the treatment between social care and the NHS.

The understanding and consideration of the adult social care sector by UK Government
and England during the first 4 months of the pandemic

52. The lack of parity for adult social care providers was widespread throughout the

pandemic, with predominant focus consistently on the NHS.
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53. There was no understanding or recognition of the challenges faced by the sector
regarding isolation, particularly for those with dementia or diminished cognitive capacity. It

became almost impossible to keep these residents in their rooms and sometimes they were

unable to adhere to the rules due to their cognitive impairments and were emotionally

impacted by not being in contact with those they loved.

54, The intricacies of social care were often misunderstood in the guidance, with the

working age adult sector being consistently overlooked or the guidance provided aimed toward

the older person population. The guidance failed to respect the differences in the working age
community who have their own specific and very different needs and requirements, who are

far more mobile and require a different level of engagement, stimulation and care. The End of

Life (EoL) process assumed that everyone would have an EoL plan which is not as usual in

working age adult (WAA) services to prepare for EoL care. There was an assumption that

WAAs never left their services, although some were employed including within the NHS. WAA
are on a very wide spectrum and there was little to no understanding of that. Some are in

services and return home for other periods.

55. The working age adult sector was consistently overlooked and oftentimes forgotten

about. For example, there were significant delays in the publication of easy read copies of the

guidance, if published at all. Easy read guidance could act as helpful tools for frontline staff to

explain changes in guidance to people in receipt of care, and its late publication

disproportionately affected those in receipt of specialist care. This caused stress and trauma

for those who relied on this guidance and who were left concerned and confused as the

complex guidance was too difficult for care workers to explain to many of those who drew upon

care.

56. The nuances of Supported Living services were also misunderstood or overlooked by

key decision makers throughout the pandemic. These nuances being:

Supported Living:

independence:

Supported living services are designed to help individuals live as independently as possible.

They provide support tailored to the individual's needs, which can include help with daily

activities, managing finances, and accessing community resources.
e Personalised Care:
The support provided in supported living is highly personalised and can vary greatly from one

individual to another. This flexibility allows for a more tailored approach to care.
e Environment:
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Individuals in supported living typically live in their own homes or shared accommodations,
giving them more control over their living environment.

Vs
Care Homes:
e Structured Environment

Care homes provide a more structured environment where residents receive round-the-clock

care and support. This can include assistance with daily activities, medical care, and social

activities.
e Community Living

Residents live in a communal setting, which can provide social interaction and a sense of

community. However, this also means less independence compared to supported living.

Consistency
Care homes offer a consistent level of care and support, which can be beneficial for individuals

with higher care needs or those who require more supervision.

57. The care sector is incredibly diverse and no two parts, be that home care, residential

care, supported living, or community provision for either older, retired or working age persons,

is the same. Care settings differ significantly and whilst reguiated under the same structure,

provide very different services. Rarely are two services the same and as such, guidance will

be interpreted very differently by different parts of the sector. Interpretation will depend on the

profile and mix of the people they care for and those drawing on care, their individual and

personal needs, and their wishes and feelings. Blanket rules, policies and guidance therefore

cannot be easily translated or implemented across the huge variations in services. PPE for

example needs to be used differently in different settings and subject to who you are providing

care for and their individual needs. Interpretation of guidance will differ depending on the

service type, for example, in supported living or in someone's own home versus in a residential

care facility or whether the person is mobile or not. This would make isolation challenging.

58. The lack of recognition and assistance for care colleagues and those in receipt of care

was an ongoing issue in the pandemic. This lack of support exacerbated the challenges faced
by care workers, who were already working in demanding conditions without adequate
resources.

59. There was no support with recruitment for the sector, and there was a lack of

recognition that many health services, which were unable to operate during the pandemic,

could have redeployed staff to alleviate the stress and pressures faced by the care sector.

Some furloughed individuals could have been redeployed from government or CQC roles into
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frontline care worker roles. There was no strategic approach for the care sector to plug

recruitment gaps.

60. The care sector also faced significant challenges in executing a successful vaccination
campaign. Despite numerous requests to offer vaccinations at the home level for residents

and staff with care home nurses administering vaccinations, there was no movement by

DHSC, NHSE or PHE and no leeway or support from government. There was a clear lack of

understanding and support that a large number of residents and colleagues could have been

vaccinated at their place of residence or work, thereby relieving pressure on the NHS. This
oversight further highlights the failure to understand the unique needs and capabilities of the

care sector.

Communications from and with the UK Government and Devolved Administrations

61. The experience across the sector of the UK Government's level of consultation with

the sector about key decisions varied significantly.

62. The sector was conscious of COVID-19 and the possible impact on the social care
sector long before it became a crisis locally, observing the situations in New York, Italy, and

Spain. However, meetings and coordinated responses from Government were not initiated

until lockdowns were already being discussed. This reactive approach from Government, as
opposed to the proactive steps they could have taken, meant the sector did not have as much

time to prepare as may have been possible. Care Engiand believes that the Government could

have asked the regulator to put a 24-hour advice line in place to establish how providers could

deal with situations where they were contravening legislation, ie. locking someone in their

room (HR Act, Care Act) and potentially having to break the law to follow advice.

63. At the start of the pandemic, communications proved very challenging. Access to

testing was not available, and the 111 helplines were blocked. Even when access was
possible, there was no clarity or consistency regarding the actions to take, creating wide
ranging ambiguity and uncertainty for care providers to interpret and make best interest

decisions. Over time, this situation improved, and communications became clearer as those

involved became more familiar with the necessary procedures.

64. There was widespread confusion and anxiety due to the lack of support and

consistency in messaging from Government. Changes were being communicated constantly,

and care providers were required to digest, understand and operationalise changes whilst
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