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Module 6 Written Closing Statement from the National Care Forum

1. Introduction 

1.1. This is the written closing statement of the National Care Forum for module 6 of the Covid-19 Public Inquiry.

1.2. The National Care Forum is the membership body for not-for-profit care and support organisations in England, although our members have services in all parts of the UK. Formally constituted in 2003 and building on more than 10 years of experience as the Care Forum, the National Care Forum has been promoting quality care through the not-for-profit sector for 30 years. Our members provide a wide spectrum of services - everything from services for older people, such as residential and nursing care and specialist dementia care to offering home care, extra care housing, supported living and specialist services for people with a learning disability and autistic people and people with enduring mental health conditions or other complex needs. Some also offer homelessness, substance misuse and resettlement services. Many also offer supported housing, day services, employment support and other types of non-CQC registered care and support services.

1.3. In our opening statement for this module, we asserted that social care was overlooked, misunderstood and disadvantaged in a variety of ways, which worsened the impact of the pandemic on recipients of care and support, their communities, care workers, and care and support providers. The evidence presented during the oral hearings shows that the situation was significantly bleaker than we first expressed. 

1.4. During the public hearings there was a tendency by various officials and government ministers who, when describing a fragmented social care system, passed the responsibility for that system to other government departments, to local government or to individual employers. Witnesses described a patchwork of local authority, not for profits, small and very large private organisations, providing care and support that is complex, delivering home care, residential care, day services, supported living, extra care housing and more for all ages. More than one former Secretary of State for Health and Social Care stated that they had no levers over such a complex sector during the public hearings. A former Care Minister felt that even she was overlooked and overruled, pointing out that local authorities didn’t hold data on self-funders and there was no real time data to understand what was happening on the ground in the early months of the pandemic. The power to resolve these issues has always resided with central government, and multiple governments of different political leanings have simply chosen not to take responsibility for both creating the fragmentation and mitigating the risks by supporting an infrastructure that would enable data and oversight to combat this.

1.5. Despite these factors, the Inquiry should also note the extraordinary people who make up the adult social care workforce. During the pandemic they went to great lengths to keep the people under their charge safe. The Inquiry has heard directly from witnesses who gave painful and vivid testimony of the reality of working in care and support settings or in the community during the pandemic, who overcame enormous logistical barriers to access testing and PPE to continue to deliver vital public services. Witnesses testified to how care and support organisations, the majority of which were very small, turned themselves inside out to cope with unwieldy, often contradictory interrelated guidance that made no effort to recognise their operating environment. Organisations completely repurposed their accommodation to enable visiting within extraordinarily restrictive guidelines, and staff took on healthcare tasks when community health services stopped coming. They all did this against a backdrop where social care, the people it supports and carers – both paid and unpaid - were not prioritised and this must never happen again. Not-for-profit organisations in particular went to great lengths to keep the people they support connected to their communities and ensure staff were in turn supported, as our Caring in Covid eBook attests to[footnoteRef:1]. [1:  INQ000176407 - eBook from National Care Forum titled Caring in Covid, dated 16/12/2020 [Publicly Available]] 

1.6. This closing statement outlines two strong themes which emerged from the public hearings, as well as greater detail on our recommendations to the Inquiry.    

2. The Status of Adult Social Care

2.1. Throughout the public hearings for module 6, powerfully testimony was given by local government colleagues and representatives of adult social care providers outlining the inappropriate lower status attributed to social care in decision making, resourcing, political focus and prioritisation. 

2.2. Cathie Williams, on behalf of the Association of Directors of Adult Social Services (ADASS), made this clear in her evidence. She said:

“…it certainly felt as though decision making for social care came afterwards…”[footnoteRef:2]  [2:  [23/68/25-23/69/10] Transcript of Cathryn Williams. ] 


“Decisions around testing for social care coming afterwards. PPE, more or less all of the protections were secondary, and more complex for social care across such a diverse sector. I think there were also issues about status, inequalities, the care workforce being very low paid and account not having been taken of the complexity of giving them time to get PPE, tests, vaccinations…. I think that there was very little understanding of the size and the number of people working and needing social care, and actually the workforce was larger than that of the NHS. And the complexity and wonderfulness, really, of what family and unpaid carers contribute to keeping us all alive and working and living.”[footnoteRef:3] [3:  [23/69/17-23/70/8] Transcript of Cathryn Williams. ] 


“So, yes, the systems were there for the NHS, and they weren't there in terms of systems and infrastructure for social care.”[footnoteRef:4] [4:  [23/74/5-7] Transcript of Cathryn Williams.] 


2.3. Joanna Killian, on behalf of the Local Government Association (LGA) agrees:

“Our experience from the start of the pandemic was that, sort of, continuing focus on the NHS shifted, I think, esteem away from social care. It led to poor decision making about the allocation of resources, whether that was for PPE to begin with, or vaccinations. It was clear to us that decisions about discharge, actually, put some care homes at threat of harm…. So we saw holes in provision and, you know, we cannot agree that there was a ring of protection around care homes, or sometimes individuals' homes either.”[footnoteRef:5] [5:  [28/6/24—28/7/17] Transcript of Joanna Killian. ] 


“…in the early days of the pandemic it was clear that there were insufficient numbers of very senior people within the department who understood what adult social care was, how it was delivered, and the importance, actually, of thinking not just about older people but actually groups of other people that needed care and support in the community…social care was just not, sort of, a priority in the department against the priorities that there were for the NHS.”[footnoteRef:6] [6:  [28/7/25-28/8/20] Transcript of Joanna Killian.] 


2.4. Answers to questions asked by the Inquiry have starkly demonstrated the lack of ownership and accountability exhibited by government bodies, both in where they thought responsibility sat and the siloed approach to developing responses to the challenges facing the sector. 

2.5. Throughout the Department of Health and Social Care’s (DHSC) various corporate statements submitted as part of module 6, great stress is put on the fragmented nature of adult social care and the lack of responsibility and levers DHSC held. Responsibility for key decisions is often passed to local government, NHSE, UKHSA/PHE or other government departments throughout those corporate statements, and the public hearings followed similar assumptions around NHSE driving the discharge policy or local government having responsibility for pandemic preparedness. During her public hearing, Michelle Dyson states in reference to pandemic planning:

“So I think it's, just by way of context, important to remember that adult social care is a locally-run system. So when you're talking about planning you're thinking about yes, what the department is doing, but more so, at least at this point in time, what is happening locally. And it was always assumed that a pandemic would be run by the local resilience fora with the department supporting but the response would very much sit at local level.”[footnoteRef:7] [7:  [16/95/3-11] Transcript of Michelle Dyson.] 


2.6. Former Secretary of State for Health and Social Care, Matt Hancock, was very quick to outline that he only had nominal responsibly in the opening minutes of his evidence session:

“The policy responsibility nominally resided with me in the Department of Health and Social Care, the funding decisions essentially came from the Treasury and were communicated through the Ministry of Housing, [Communities] and Local Government.”[footnoteRef:8] [8:  [2/2/20-24] Transcript of Matt Hancock. ] 


“Because the policy decisions that are taken by the national government with respect to care and policy towards care, have to be implemented through local government's contractual arrangements, or funding which went through MHCLG, … and, through them, to the councils by the Treasury. So the department has policy decision making, if you like, that has to be cleared across government, but it doesn't then execute that policy. The policy is executed through other arms of the state. This is a recipe for difficulty in decision making, especially in a crisis.”[footnoteRef:9]  [9:  [2/5/22 -2/6/11] Transcript of Matt Hancock.] 


2.7. A similar tendency can be seen from Public Health England (PHE) and its successor body, the UK Health Security Agency (UKHSA). Professor Hopkins stated that PHE and now UKHSA have no remit over adult social care apart from monitoring infection and providing advice. However, when questioned on the inappropriate nature of guidance issued to the sector, PHE/UKHSA appear to pass that responsibility to their local Health Protection Teams or to NHSE. For instance, PHE claims no prior knowledge of the 17th March 2020 hospital discharge policy produced by the NHSE, but the following week decided to support NHSE’s policy (without speaking to representatives from adult social care) due to the pressure on acute beds. No meaningful consideration appears to have been given to the risk for adult social care[footnoteRef:10].  [10:  [9/79/19-9/80/6] & [9/55/11-9/56/15] Transcript of Professor Susan Hopkins ] 


2.8. Almost always the needs of the acute hospital system trumped those of people living and working in care and support. At ministerial level accountability was unclear and confused, with huge delegation of tasks by the Secretary of State for Health and Social Care, but without the associated power, oftentimes leaving the former care minister frustrated at the system's disregard of many of her concerns. The former minister for care, Helen Whately, reflected in her evidence that:

“…there was back and forth and back and forth and back and forth between me and the NHS on the wording [of guidance], and I would make changes and they would just disappear”[footnoteRef:11] [11:  [17/45/3-6] Transcript of Helen Whately.] 


“So I think the NHS leadership were focused on what they needed to do for the NHS at this time. And I don't see them being concerned about what that would mean for social care.”[footnoteRef:12] [12:  [17/47/14-17] Transcript of Helen Whately. ] 


2.9. It has been very important that the Inquiry has gathered evidence in relation to the months before the pandemic began in the UK. During the months of inaction in January and February 2020 organisations like the National Care Forum were raising questions and challenging the unworkable nature of advice being put forward by experts without detailed understanding of social care, as evidenced several times during the public hearings. 

2.10. While ministers and officials were discussing the presence of asymptomatic transmission, guidance was dispatched that was impossible to implement and created a false sense of assurance about the risks. During this precious pre-pandemic period there was no attempt to have a strategic conversation and build a formal partnership with social care, meaning there were multiple missed opportunities to work through the potential implications and the respective mitigations for those receiving care and the care workforce.

2.11. The failure to include adult social care meaningfully in pandemic planning must never be repeated. Adult social care and support providers and their representatives must be included as core strategic partners in pandemic planning exercises, expert advisory forums such as SAGE, decision making groups, relevant taskforces and policy development. Representatives from adult social care should also be included in governance arrangements at a local, regional and central level to ensure their perspectives and operational realities are fully considered.

2.12. Not recognising the importance of social care resulted in guidance that was nigh on impossible to implement, unsuitable to the settings and the people it applied to, with implementation timescales that were far too tight. This point was made very powerfully by Helen Wildbore, on behalf of Care Rights UK, John’s Campaign and the Patients Association, in relation to visiting restrictions – and which we think also applies just as equally to other pieces of guidance and policymaking: 

“Well, what we saw was that person-centred care was just completely lacking in the approach that was taken to the pandemic. Person-centred care is about treating people as people, and not as objects to be moved around, not as statistics, and I'm afraid that was the approach we saw that was taken during the pandemic, and I think the public health response failed to see people as holistic people in terms of their holistic health and wellbeing, and there was far too much focus on protection from the virus without balancing that against the protection that was needed from the very measures that were being put in place to manage the pandemic. And I think there was a kind of lack of understanding of the support that loved ones provide.”[footnoteRef:13]  [13:  [29/60/3-16] Transcript of Helen Wildbore. Emphasis added. ] 


3. Adult Social Care as an Essential Public Service
3.1. It is clear to us that social care is a vital public service in its own right. However, at the outset of the pandemic, social care was seen only as a tool to enable the acute health system to continue functioning. It was noted by the former Minister for Care in her oral evidence:

“…why didn't NHS leaders say, or think about the impact of that on people living in care homes and the health of those people? It was almost as if what matters was hospitals and not the health of the whole population, including those living in social care. What would it take for … the leadership of the NHS to be thinking about the health of the whole population, including those who receive social care?”[footnoteRef:14] [14:  [17/167/23-17/168/7] Transcript of Helen Whately.] 


3.2. It seemed that the health and care system could see people when they were patients, it understood they needed tests, it understood that those who worked with them needed PPE, it understood they needed access to clinicians to address their wider health needs. Yet it seemed to lose sight of these self-same people the minute they stepped out of the hospital door. That is not a new feeling for those receiving care, but it must change. 

3.3. For many communities, adult social care and support services interact with people much more frequently than NHS services. Examples of how these services are embedded in people’s lives include services providing housing and support, support at home, support to access jobs and education, the provision of quality care for a positive end of life and support in connecting with families and friends, and wider care and support services in residential and community settings. These services are built on deep and often long-lasting relationships between our extraordinary workforce and the people being supported. 

3.4. It has been suggested by NHSE in its corporate statement for module 6 that:

 “It is not helpful to characterise hospital discharge as shifting "the burden" of care to the community. This pits the two sectors against each other when both were under unprecedented strain.”[footnoteRef:15] [15:  [INQ000587682_0102] Witness Statement of Dr Amanda Doyle OBE.] 


3.5. We would suggest that the evidence heard during this module illustrates a fundamental and entrenched dominance by acute health services in policymaking, the reality of which had devastating consequences for the social care sector, and everyone connected with it. 

3.6. Adult social care is as vital as the other public services, including the NHS, to the health and wellbeing of our society but the entrenched disregard for social care has unfortunately been sustained beyond the pandemic. It has been alarming to hear from several witnesses who spoke of the dismantling of key measures introduced during the pandemic to support adult social care and wider public services around data and research innovations. It is not good enough for these to have been crisis-based responses, and dismantling them hamstrings future efforts for academic research, reform, integration with health services, and the ability to respond to the early-warning signs of a future pandemic. 

4. Recommendations and Lessons Learnt 

4.1. It is very clear from the evidence presented over the course of the public hearings that fundamental adult social care reform is long overdue – and this will be one of the core recommendations we give. However, many of the issues we are talking about are the bare necessities of a properly functioning adult social care system, and not something that, as some witnesses have suggested[footnoteRef:16], are simply part of Baroness Casey’s wider remit on reform. These are not things that can wait, they are urgent, and they need determined action now before another pandemic hits. Below we expand upon the recommendations we outlined in our oral closing statement.  [16:  [16/98/19-22] & [16/118/11-16/119/9] & [16/180/14-16/16/181/2] & [16/195/17-24] Transcript of Michelle Dyson.] 


Fundamental Reform
4.2. Decades of neglect in terms of funding and fundamental reform left adult social care in a fragile and vulnerable position going into the pandemic. The government must fully commit to the funding and measures to fully reform adult social care and ensure it has both the resources and staffing required to respond effectively to future pandemic threats and provide the care and support people need. The government’s announcements in relation to the establishment of an Independent Commission into Adult Social Care Reform led by Baroness Casey and a Fair Pay Agreement for care workers, are welcome. However, policymakers must make this one of their top political priorities and move faster to ensure meaningful change is achieved within the current parliament rather than pushing it into the 2030s and beyond. 

4.3. As part of this reform agenda, the government should:

i. Ensure all future reforms strengthen the capacity of the sector to respond to a pandemic. This will require reform of the way adult social care is funded by ensuring local government has sufficient, ring-fenced, funding from central government for adult social care to meet need. The proposed changes in the Fair Funding Review 2.0 suggest a move in the right direction of aligning spending power with need. It also proposes the creation of a nationally determined minimum budget for each council’s adult social care provision, based on need, expenditure and funding available. However, this will be meaningless if the overall quantum of funding from central government remains too small to meet demand and continues to be dependent on a significant proportion being raised via council tax. Such a scenario would weaken the pandemic resilience of the sector. Council tax is not an appropriate way to fund adult social care as the areas with the greatest need are the areas least able to raise the necessary tax. 
ii. Ensure providers are financially sustainable and resilient ahead of a future pandemic, by setting clear requirements on commissioning practice. There should be a national framework for the price of CQC registered and unregistered care and support which ensures the commissioning of good quality, sustainable care and support wherever you live and removes the catastrophic costs providers, individuals and families are being expected to pay to subsidise the state.
iii. Work with local commissioners to ensure that there is an understanding of the changing health and care needs of people across all communities so these can be taken into account in pandemic planning. Care and support services must be supported to shift and change the work they do to better meet these needs. This will require commissioning and procurement frameworks and processes to shift towards commissioning in partnership with adult social care and support providers, unpaid carers, those accessing services and the workforce. 
iv. Take a cross-government approach to the overall reform of adult social care, recognising that multiple departments touch upon it, including DHSC, MHCLG, DWP and HMT. 
v. Build on the evidence to the Inquiry to determine the infrastructure needed in a national care service to enable pandemic responsiveness and resilience. This should ensure that there is a clear public identity for adult social care, as recognisable as the NHS, and which helps people understand what social care is, does and how to access it.  
vi. Ensure that capital investment funds and grants are made available to develop new services and update buildings to ensure they support infection prevention control and pandemic resilience while also ensuring care supporters can continue to visit. There should also be investment in technologies that can help identify and manage infection spread. 
vii. Zero-rate VAT for not-for-profit adult social care providers in relation to infection prevention and control goods and services, such as PPE. This would enable VAT to be reclaimed and invested in the workforce and infrastructure to support future pandemic resilience and responsiveness. 

Pandemic Planning
4.4. The failure to include adult social care meaningfully in pandemic planning must never be repeated. As Operation Pegasus gets under way, we need to ensure we have greater curiosity about the different pandemic scenarios that could unfold, and the impact on the full range of stakeholders, not just hospital capacity. 

i. Adult social care providers should be considered core strategic partners in all pandemic planning and exercises. Representatives from adult social care providers should be just as involved as their NHS, Local Government and Public Health counterparts and this needs to be formally set out so they can’t be ignored. 
ii. The Inquiry should consider all the evidence they have heard about the shortcomings of Local Resilience Forums when it came to supporting adult social care in the response to the pandemic. Ensure that there are formal arrangements for ongoing conversations and communications between Local Resilience Forums, Health Protection Teams and adult social care providers. 
iii. Pandemic planning must consider responses to a range of different pandemic scenarios which are likely to hit the UK rather than being fixated on flu-based pandemics alone.  
iv. Planning must take a more expansive view than maximising NHS hospital capacity alone. It must consider how urgent healthcare services can be accessed promptly in the community where those most vulnerable to a pandemic need it.  
v. In the event of a pandemic, care workers must automatically be given key worker status. This needs to be communicated clearly and publicly.  
vi. The government should not prioritise the acute healthcare system at the expense of the adult social care system. The NHS and adult social care providers should work together in the face of any pandemic to identify the most appropriate places for people depending on their needs. The government should ensure that the people and resources are available to make this successful. 
vii. Mechanisms should be established that can be rolled out at pace to enable emergency funding to get to the frontlines of care delivery at short notice. Use payment mechanisms such as emergency rates and ‘pay on plan’ that ensures that delivery decisions are not predicated on financial imperatives. 

Workforce 
4.5. Immediately before, during and after the pandemic, there have consistently been well over 100,000 vacancies in the adult social care workforce at a time when need and the complexity of that need is growing. We can’t have a properly functioning adult social care system if we don’t have the staff to run it. To fill vacancies, retain staff and build a resilient workforce ahead of future pandemics, the government must make a concerted effort to improve the pay, terms and conditions of the adult social care workforce – the proposed Fair Pay Agreement is one welcome way of doing this, but it must be fully funded and we cannot wait until the end of this parliament to act.  

4.6. There were several strong recommendations relating to the workforce raised during the public hearings. We repeat some of these alongside some of our own below. The government should: 

i. Bring forward funded interim measures, ahead of a fully funded Fair Pay Agreement, to boost the pay, terms and conditions of care workers. Care workers should be paid at a rate according to their skills and competencies, at a level that is comparable NHS colleagues. Evidence presented by multiple witnesses to the Inquiry shows that poor pay, terms and conditions impacted on the ability for care workers to carry out their roles, as well as their health and wellbeing.   
ii. Underpin any Fair Pay Agreement with a reframing of the relationship between central government, local government and providers of care and support. The agreement can only be implemented if it is fully funded in recognition of the statutory duty to provide social care which is an essential public service.    
iii. Ensure funding is made available to fund an expansion of statutory sick pay. A lack of sick pay was identified by many witnesses as a fundamental barrier to care workers properly following isolation guidance during the pandemic. We note that the Employment Rights Bill intends to ensure that statutory sick pay is paid to those most vulnerable. Employees who earn less than the lower earnings limit will be entitled to 80% of their normal weekly earning or the flat rate (whichever is lower) from day one of their sickness. For such a measure to be successful, it is imperative that the government ensures its implementation is properly funded in the rates commissioners pay for care and support. 
iv. Introduce mandatory professional registration for all adult social care workers. This would make rolling out training, testing, vaccination, direct communication and any other IPC or bonus payment mechanisms much easier to implement in a pandemic situation. 
v. Establish a professional body, such as a Royal College, to represent care workers.
vi. Make relevant step-up training available to social care staff in line with whatever new responsibilities and skills are required during a pandemic. 
vii. Adopt the Adult Social Care workforce strategy convened by Skills for Care which has been developed by a wide range of organisations, people working in and people drawing upon social care. Use this to deliver a long-term workforce plan for adult social care which models future workforce requirements and seeks to diversify the types of roles available, as well as developing career structures and qualifications. This would ensure we fill vacancies and have a stronger workforce ahead of the next pandemic.  
viii. Ensure that when creating resources to support key workers in a pandemic situation, such as mental health resources or priority access to local services, adult social care workers also have a tailored option appropriate for them. 
ix. Create a duty requiring the government to lay before parliament annual analysis of current and future requirements for social care workers to meet the needs of adults of all ages, regardless of whether they fund their own care or not. This analysis should be used to inform workforce planning and wider policy agendas such as housing for workers, sustainable transport links, education programmes as well as social security, commissioning practice and pandemic planning.   

Addressing the Lack of Understanding from Policymakers and Decision-makers
4.7. The public hearings revealed that governance and accountability structures across central and local government and the health and social care system were not fit for purpose, and that key decision-makers either did not understand the full diversity of adult social care or chose to deprioritise it, despite it being a vital public service There are several things that need to happen:

i. Central government must acknowledge its responsibility for ensuring it has oversight and assurance that local government can and does deliver on its pandemic planning responsibilities. At a national level, government must ensure that adult social care is properly resourced, organised and resilient ahead of future pandemics.  
ii. The Civil Service, and in particular DHSC, DWP, MHCLG and the Treasury, must ensure they have teams of people with a deep understanding of how adult social care is structured and funded. They should understand the diversity of care and support services, the people they support, how commissioning works, and the nature of the activities involved in providing care and support. The only way this can be achieved is to include lived experience of either working in or accessing adult social care services, as well as local government and NHS commissioners. These teams should lead cross-government work on policy areas which impact on adult social care.  
iii. DHSC, DWP, MHCLG and the Treasury should build regular engagement with representatives of adult social care providers in their respective policy areas – it should not be simply assumed that DHSC has this role. This might be done through a series of regular stakeholder groups in the different policy areas. 
iv. The Scientific Advisory Group for Emergencies (SAGE) and similar advisory groups set up in emergency scenarios should be required to include scientific and operational expertise related to those accessing and working in adult social care.  
v. The government should ensure that adult social care provider representation is included at the strategic level of local governance and commissioning. The government is currently planning to create a new strategic tier of local government called Strategic Mayoral Combined Authorities (SAs). These will be aligned to a newly reorganised NHS structure, with fewer Integrated Care Boards covering less of the country but having representation from the SAs. To safeguard the position of adult social care for the future, and strengthen the response to a future pandemic, all new reorganisations must pass the test of having adult social care representation at the strategic level. 

Effective Guidance and Policy Formulation and Communication  
4.8. Guidance and policy created during the pandemic was often nigh on impossible to implement, unsuitable to the settings and the people it applied to, with implementation timescales that were far too tight, and was marked by poor communication. This often was the result of a failure to work with adult social care experts to develop guidance and policy responses. There are several things that need to happen:

i. Guidance and policy relating to adult social care, regardless of whether there is a pandemic or not, should always be co-created with adult social care providers. This will help prevent an overly clinical bias to policy which sees social care through a hospital lens. Potential pandemic scenarios being considered by UKHSA must be shared with the ASC sector at an early stage to enable the sector to consider how it might need to adapt to any future response.   
ii. Ample time must be allowed for co-production and comments on guidance and policy changes. 
iii. Communicating changes to policy or guidance needs time for implementation and for questions to be clarified. Communication must not come at the last minute or at times which makes implementation very difficult – i.e. Friday evenings or bank holidays with an immediate implementation – or by press release without warning. 
iv. When developing guidance and policy, civil servants must have regard to the full range of adult social care services not just care homes. In the context of a future pandemic this applies particularly to UKHSA which is often focused on residential ‘congregate’ settings rather than the wider range of services which also need guidance on infection prevention and control. Policy and guidance for different types of services needs to be developed simultaneously as many organisations don’t just deliver one type of service and people don’t just receive one type of service. Otherwise, we end up with confusing and conflicting policy.   
v. There must be a more joined up approach to formulation of interrelated guidance across government. There were too many instances of guidance created during the pandemic by one arm of government which another was unaware of in formulating their own guidance or which outright contradicted the other guidance. Similarly, guidance often became aligned to ‘comms grids’ rather than utility – this must be avoided in future.  
vi. The government should work with the adult social care trade associations that make up the Care Provider Alliance when communicating with the sector. Our communication networks, alongside those of local government and CQC, would enable the entire sector to be reached by messaging in a timely and effective way.  
vii. Clear and authoritative lines of communication and governance are essential in the communication of guidance and policy changes in local areas to avoid a splintering of interpretations. During the pandemic much of the guidance was communicated through various channels in an uncoordinated way, leading to different local authorities and public health teams taking different positions compared to neighbouring areas. This made it impossible for providers to implement consistently. 

A Human Rights Approach 
4.9. Adult social care, due to its composition and the people who draw upon care, is a sector where several inequalities intersect, including across ethnic, gender, age, disability and socioeconomic lines. The pandemic revealed the deep-seated inequalities in our health and care system for people in these groups. This was seen in the inequality of access to healthcare service for people drawing on care and support, the improper imposition of do not attempt cardiopulmonary resuscitation decisions (DNACPR) on groups of people of all ages without consent, the difficulty in visiting loved ones in residential and hospital settings, and ultimately, the high death rate for people drawing on care and support

4.10. It is therefore incredibly important that a human rights approach should be taken when considering measures that would restrict someone’s rights or freedoms, or when considering measures to support the workforce. The government should:

i. Adopt and implement the Coalition of Frontline Care Report recommendations into end of life and palliative care[footnoteRef:17]. [17:  [INQ000532382] Report from Coalition of Frontline Care titled End of life care is everyone's business, dated November 2024.] 

ii. Appoint an Older People’s Commissioner for England, along the same lines as in Wales and Northern Ireland.  
iii. Ensure that the implementation of the 10-Year Health Plan specifically addresses inequalities in access to healthcare for older adults and people with learning disabilities. In shifting health and care towards the community, there must be greater recognition of the role care and support services in the community can play. 
iv. Introduce ‘Gloria’s Law’ to ensure that every person using a health or care service has a legal right to a care supporter. We are supporting Care Rights UK in its campaign for this piece of legislation to be introduced. The law would give an individual a legal right for unrestricted in-person support from at least one essential care supporter. There would be a duty on the health and care system to facilitate this contact. It would be enforced by CQC. Restrictions would only be permitted where it is necessary to protected from a known and immediate risk of harm from the care supporter and it must be proportionate to that risk. An individual assessment must be carried out when considering a restriction on this right. Where a restriction is found necessary, agreed alternative means of contact established or an alternative care supporter identified.
v. Commit to a strong role for the National Care Service to guarantee universal access to care and support, security against the costs of care, and upholding people’s human rights.  

Infection Prevention and Control Measures
4.11. There must be ‘peacetime’ preparation of key building blocks of infection prevention and control which can be rolled out at short notice to ensure the sector can react at pace to protect people. In the formulation of measures, asymptomatic transmission should be assumed in a pandemic situation unless proven otherwise. The government, working with UKHSA, local government, the NHS and provider representatives should: 

i. Establish protocols on how to prioritise PPE, testing and vaccination in the event of shortages or logistical delays ahead of the next pandemic. 
ii. Ensure there is a national stockpile of PPE ready for adult social care providers to access at short notice. This stockpile should be checked at appropriate intervals to ensure it retains its quality. 
iii. Put in place the support measures for the continuity of supply of non-clinical goods and services. Care providers would then be able to flag these issues with the supply disruption alert processes that are available in the DHSC and NHS for clinical goods and services. 
iv. Ensure early and clear guidance on PPE specifications for social care, aligned with supply chain processes. Maintain supply chain and distribution logistics so they can be stepped up at short notice.  
v. Avoid over-reliance on local distribution systems, which proved ineffective in some regions. The centralised PPE portal was more reliable once operational. Ensure the government retains the ability and corporate knowledge to reintroduce the central PPE portal. 
vi. Plan ahead for the potential need to roll out FFP3 masks and fit testing for care workers, as the logistics of doing this quickly would be considerable in a future pandemic. 
vii. Ensure the infrastructure to develop and roll out testing is kept at a readiness to enable it to be stepped up at short notice in a future pandemic, within days and weeks rather than months.  
viii. Ensure legislation and regulations around CQC and other regulatory inspectors having a right of access to social care settings must be amended to mandate testing for entry in a pandemic situation.
ix. Ensure changes to testing regimes across health and social care should leave enough time to properly implement the changes and be accompanied by the resources and support to implement.  
x. Take note of the expertise of social care workers in identifying how symptoms manifest differently in vulnerable and older adults. They must be taken seriously and testing provided.  
xi. Take any developed vaccines to the people who need them. Requiring care workers to travel to get a vaccine when residents in care settings were visited by GPs was counterproductive and added a barrier to uptake. 
xii. Work with providers and local communities to dispel misinformation about vaccination and encourage greater uptake. 
xiii. Aim to co-administer as many important vaccines as possible.
xiv. Ensure that vaccination is always free to care workers and people drawing on care and support in a pandemic situation.  

Digital and Data
4.12. [bookmark: _Int_zUm34b8I]Infrastructure around data was lacking before the pandemic, and during the pandemic it became far too focused on the policy aim of freeing up hospital beds, rather than helping policymakers and care and support providers respond to the pandemic. The establishment of new data infrastructures and a minimum data set for adult social care would allow insights about care to be harnessed. Important data, such as increasing numbers of cases and deaths in adult social care, as well as geographic spread, took far too long to be disclosed. Concerningly, the public hearings have made it clear that some of the systems built during the pandemic, for instance for the identification of unpaid carers, have since been dismantled. The government must:

i. [bookmark: _Int_NGh9DpaI]Establish new data infrastructures and a minimum data set for adult social care which allows insights about care to be harnessed at pace in a pandemic. This could take the form of a ‘Social Care Data Observatory’. This must be co-produced with the sector and people, and it must balance data burden with data benefit and clarity on data ownership and access. Data is not free, so any strategy must ensure that it meets the costs of increased data reporting requirements.  
ii. There should also be a commitment to transparency around data. Those that supply data should be able to access the insights that come from it. It shouldn’t be reserved for commissioners and policymakers alone.  
iii. Create an adult social care strategy to develop and harness the transformative power of AI and other emerging technologies in the ethical provision of care and support, and in enabling people to live independently for as long as possible.
iv. Upskill the adult social care workforce. The new Learning and Development Support Service provides an opportunity to develop and fund a wider digital skills programme to support the adoption of technology across the sector. This should include the development of new roles, such as Care Technologists[footnoteRef:18], Adult Social Care Data Scientists and Data Analysts to maximise the adoption of new technologies and the opportunity of the valuable data that is now available through digital social care records.  [18:  Care Technologists are skilled professionals who bridge the gap between conventional care methods and modern technological solutions. They play a crucial role in developing personalised technology plans that meet the unique needs of individuals, ensuring that technology enhances their care and support experience. They will work with people to identify relevant technology and create personalised technology plans, support, setup and install and provide ongoing support for technology solutions to ensure they are making a positive difference to the individual.] 

 
Not for Profit 
4.13. We have already stated that poor pay, terms and conditions impacted on the ability of care workers to carry out their roles as well as their health and wellbeing. The evidence shows that the ownership structure of care and support organisations is a very important factor in this. Studies in the UK and abroad find that not-for-profit care providers are more likely to provide better pay terms and conditions to their staff and provide good quality services[footnoteRef:19]. [19:  David N. Barron, Elizabeth West, The quasi-market for adult residential care in the UK: Do for-profit, not-for-profit or public sector residential care and nursing homes provide better quality care?, Social Science & Medicine,  179, 2017 & Bach-Mortensen, Barlow, Walker, Goodair, Degli, Evidencing the outsourcing of social care provision in England, October 2024. ] 


4.14. As outlined above, our not-for-profit members went above and beyond during the pandemic to keep people safe but also connected to their communities as well as ensuring staff had the support they needed. This is all evidenced in our Caring in Covid eBook[footnoteRef:20]. It is no surprise then, that, during the first year of the Covid-19 pandemic, frontline care staff reported better pay terms and conditions when working in not-for-profit care organisations. Staff were more satisfied with their sick pay, experienced smaller increases in their workloads and hours, and were more satisfied with the support they received from their manager[footnoteRef:21].  [20:  INQ000176407 - eBook from National Care Forum titled Caring in Covid, dated 16/12/2020 [Publicly Available]]  [21:  Fotaki, M., Horton, A., Rowland, D., Ozdemir Kaya, D. & Gain, A. (2023) Bailed out and burned out? The financial impact of COVID-19 on UK care homes for older people and their workforce. Coventry: Warwick Business School.] 


4.15. Higher staffing levels, better job security and greater staff satisfaction are not only important for the fair and ethical treatment of staff members but are also key to the good function, quality and provision of support and care in services. 

The government should:
i. Create a strategy to expand the proportion of care and support provided by not-for-profit organisations as a key element in boosting workforce resilience ahead of a pandemic. 
ii. Develop pathways to enable existing care organisations to adopt a not-for-profit care model.  

5. Conclusion
5.1. During the public hearings were pleased to hear Baroness Hallett talk of her understanding of the importance of adult social care, and that she has gained a stronger sense of just how vital it is during this module. As some witnesses have expressed, adult social care is not treated as the essential public service it is, or with the status it deserves.

5.2. As we have outlined, it is quite clear that the people who work in, draw upon and provide care and support services were simply not prioritised by senior officials and decision-makers, whose focus was on protecting the acute health system, rather than citizens in all communities. The failure to listen to representatives of adult social care providers, or to involve adult social care provider experts in advisory bodies and key-decision making moments, had devastating consequences and we must never allow this to happen again. We hope that the recommendations listed above will go some way to ensuring this. 

5.3. Finally, we want to pay tribute to the amazing work of our not-for-profit members and their care and support workers. They provide an essential public service and enable people of all ages and all circumstances to live good lives, alongside the communities and people they love. The care they provide is the backbone of many communities, families and local economies as well as wider wellbeing and population health - we forget that at our peril.
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