IN THE MATTER OF 

MODULE 6 OF THE UK COVID-19 PUBLIC INQUIRY

CLOSING SUBMISSIONS ON BEHALF OF THE ROYAL COLLEGE OF NURSING

1. The Royal College of Nursing (“RCN”) extends its thanks to the UK Covid-19 Public Inquiry (“the Inquiry”) for the opportunity to participate in and contribute to the Inquiry in respect of the Module 6 hearings which have considered the impact of the Covid-19 pandemic on the adult social care sector (the “Care Sector”) in England, Wales, Scotland and Northern Ireland. 

2. As the Inquiry will be aware, the Royal College is the representative voice of nursing across the four nations of the UK and is the largest professional union of nursing staff in the world.  As a Royal College, it leads on setting standards for professional nursing practice and is also a registered trade union with over half a million registered nurses, student nurses, midwives, nursing support workers and healthcare associates.  Members work across NHS hospitals and specialist health facilities, in care and nursing homes, the community and independent healthcare sector, amongst other settings. 

3. For the avoidance of doubt, our below submissions will focus on RCN members working within the Care Sector. The RCN notes that the Inquiry recognises that the focus of this Module has not been limited to ‘care homes’ as commonly understood, but also residential homes and care provided in people’s own homes. The RCN’s members work across the entire breadth of such provision, including providing care to members of the population on a daily basis in patient’s own homes.  

4. These written submissions develop the issues addressed within the RCN’s oral closing statement provided on 31 July 2025, highlighting the evidence heard before the Inquiry in Module 6 and setting out the RCN’s key areas of focus which it would urge the Inquiry to consider as it produces its report and recommendations. 

5. The RCN’s submissions will cover the following areas:

I. Workforce capacity in the Care Sector
II. [bookmark: _Hlk204339023]The impact of the pandemic on nursing staff
III. The decision to discharge residents from hospital to care homes without testing
IV. The supply and distribution of Personal Protective Equipment (“PPE”) and Respiratory Protective Equipment (“RPE”)
V. The availability of testing for recipients of care and care workers 
VI. Visiting restrictions 
VII. Vaccination as a condition of deployment 
VIII. Recommendations 

6. Throughout the currency of this Module, it has been evident that the issues the RCN highlighted in our opening submissions are key concerns for many witnesses and core participants. The evidence has provided a clear and compelling narrative of what went wrong. The preventable failures that led to devastating experiences for care workers and those that they cared for during the Covid-19 pandemic cannot be allowed to happen again. There is an urgent need to publish recommendations that will address the widespread staff shortages that are currently affecting the Care Sector across the four nations and for the UK Government and Devolved Administrations to act upon these recommendations. To assist the Inquiry in this endeavour, the RCN has set out their recommendations at the close of these submissions. 

7. The Covid-19 pandemic taught us that the experiences of those on the frontline of care were often not considered or were dangerously overlooked.  There were inadequate opportunities for those representing frontline workers to feed into the development and delivery of guidance on their behalf, particularly Infection Prevention and Control (“IPC”) guidance. Such a lack of opportunities resulted in guidance that was not fit for purpose, and which did not address issues that care workers were facing on the ground.  Where such opportunities did exist, the views and suggestions of the RCN, and other frontline health and social care representatives, were not given sufficient weight. In turn this had a detrimental, sometimes fatal, impact on those who were on the frontline of care delivery.  







Workforce capacity in the Care Sector
8. As the Inquiry has already concluded, in 2020 “health and social care were running close to, if not beyond, capacity in normal times.”[footnoteRef:1] [1:  Module 1 report – Executive Summary ] 


9. For too long, local authority commissioned care has not been treated as an equal partner to the NHS, to the extent that it has become widely known as the ‘Cinderella service’[footnoteRef:2]. Claire Sutton, RCN Head of Independent Health and Social Care described how social care often feels like a ‘second-class citizen’, a ‘poor relative[footnoteRef:3]’. Planning and budgeting decisions for health and social care services across the NHS and local authorities have not been made in an integrated and cohesive way, based on an understanding of population demand and modelling of the resources, including the workforce required to meet that demand. As Professor Dame Jenny Harries observed, “the NHS and Adult Social Care workforces are inextricably linked but we alienate one very regularly.”[footnoteRef:4] [2:  Oral evidence of Helen Whateley [12/9/5-6]]  [3:  Oral evidence of Claire Sutton [18/9/8-9]]  [4:  INQ000587394/31] 


10. Social care is an incredibly important yet often overlooked pillar of public service. As Professor Dame Jenny Harries also noted in her evidence: “Insofar as the initial strategy in terms of Adult Social Care was underdeveloped, that was to my mind a reflection of a long-term systemic inattention to Adult Social Care[footnoteRef:5]”. Helen Whately, Former Minister of State for Care noted how she saw “a government that's much more focused on the NHS than on social care, and I think, you know, one of the things this Inquiry can do is raise -- remind people about the importance of social care in our system. That would be a good outcome.[footnoteRef:6]” Social care services experienced years of underfunding, despite needs increasing within the population. As is well known, demand for social care will continue to grow. By 2035 (only 10 years from now) the Care Sector may require an extra 490,000 jobs in England alone.   [5:  INQ000587394/19]  [6:  Oral evidence of Helen Whateley [12/10/6-12]] 


11. As the Social Care Institute for Excellence opined, the pre-pandemic state of the sector was ‘fragile…approaching collapse and in a markedly weakened state that impaired its ability to respond to the pandemic.[footnoteRef:7]’ Workforce capacity was decimated as a direct result of structural and systemic issues with low pay, poor working conditions and a lack of opportunities for training and career progression.  [7:  INQ000576035/10] 


12. The nursing workforce is at the heart of health care in all settings. When the nursing profession is under resourced, and under intolerable pressure, there isn't a single part of any health and social care system that isn't affected.

13. Any unfilled nursing post in the UK, in any setting, compromises the quality of care received by patients and clients, and compromises their safety. There is a clear body of evidence to this effect, for example, Hogne Sandvik and Steinar Hunskaar, Staff retention and mortality, BMJ 2024;387 that shows a direct link between nursing staffing levels and poor patient safety outcomes. 

14. The RCN has consistently highlighted over a number of years the absence of effective workforce planning for nursing. The impact of this is manifested in high levels of vacant posts, escalating expenditure on agency staff, and an inability to advance the strategic transformation of health and social care services because of shortages within the community care nursing workforce, upon which the refocusing of services is largely dependent. 

15. Chronic staff shortages have impacted the system’s ability to cope both with the pandemic as well as ongoing service demands. Prior to the onset of the pandemic there were an estimated 122,000 vacancies across the adult social care workforce in England. The majority of the vacancies (77,000) were for care worker jobs[footnoteRef:8]. Policy makers in UK Government hid behind a narrative that the pandemic was to blame for the ongoing collapse of the health and social care sector, refusing to acknowledge the extent of the existing workforce shortage prior to entering the pandemic. This failure in accountability and transparency further damaged an already depleted system and workforce, the effects of which cannot be remedied quickly enough.  [8:  INQ000543049/60-62] 


16. Our members told us repeatedly through the pandemic that staffing levels in the Care Sector were challenging and, in many instances, unsafe. During the pandemic, staff shortages were exacerbated by sickness and nurses having to shield, putting further pressure on an already stretched workforce and leading to stress, burnout and moral distress for those who had to fill the gaps. It was not unusual for nurses to find themselves being the sole nurse on duty with responsibility for the provision of care to all the patients within their care home. The written and oral testimony of Revd Charlotte Hudd graphically demonstrated the challenges this presented. Given the increased acuity of patients and the need to don and doff PPE when caring for Covid-19 positive patients, nurses working in adult social care were placed in an invidious position, having to make decisions about who they would prioritise giving care to. RCN members continue to report feeling overstretched and undervalued today. 

17. The failure of the UK Government to tackle the issues facing the nursing workforce, including in recruitment, retention and burnout remains a serious risk to the country’s ability to robustly tackle future pandemics. Currently, in England, there is not yet a credible system for understanding workforce shortages and responding to increasing demand in both population and service. Persistent, systemic workforce issues put nursing staff and patients at risk – this was even more evident during the Covid-19 pandemic. 

18. Overall funding for social care must be sufficient to provide fair pay, terms and conditions for all nursing staff. This is key to improving recruitment and retention of nursing staff in social care settings. Investment levels must also fund staffing for safe and effective care in all social care settings. In 2021, registered nurses working in social care had the highest turnover rates of any job role in social care at 38.2%, which is much higher than counterparts working in the NHS who had a turnover rate of 8.8% as at March 2021[footnoteRef:9].    [9:  INQ000587657/16] 


19. [bookmark: _Hlk207887984]The RCN is calling for a strong legislative underpinning of Government accountability for workforce planning and supply across health and social care. In England and Northern Ireland, there is no law related to nurse staffing (unlike the Nurse Staffing (Wales) Act 2016, and the Health and Care (Staffing) (Scotland) Act 2019). The RCN is calling for legislation in each UK country to guarantee nurse staffing levels across all sectors and settings. The RCN recognises the limitations on an Inquiry’s ability to make recommendations as to the allocation of financial resources from the government’s budget. The RCN’s call for this legislative underpinning does not trespass into budgetary allocation, rather it is a call for a robust legislative structure (already in place elsewhere) to at least try and ensure adequacy of staffing levels is properly considered. 

The impact of the pandemic on nursing staff
20. The RCN’s members continued their professional commitment to those that they cared for despite the risks to them, including those RCN members who were pregnant or clinically vulnerable. The impact on nursing staff included suffering from Covid-19 themselves, often on multiple occasions. Many continue to suffer from Long Covid. 

21. Those working in the adult social care sector were no stranger to death. However, the rate of death was relentless and as RCN witness Reverend Charlotte Hudd, a Queen’s Nurse who worked in the Care Sector during the pandemic observed, Covid-19 deaths were particularly ‘malevolent’[footnoteRef:10]. Healthcare workers, particularly those working in nursing and residential homes, witnessed the traumatic deaths of those they cared for but death reached beyond residents – many healthcare workers paid the ultimate cost of working during the pandemic, after having toiled with staff shortages, a lack of adequate PPE and ever-changing guidance. [10:  Oral evidence of Charlotte Hudd [4/152/13]] 


22. The Office for National Statistics reported that deaths involving Covid-19 among adult social care workers were higher than the rates of death involving Covid-19 among those of the same age and sex in England and Wales. This rate was also higher than the death rate for healthcare workers.[footnoteRef:11]  [11:  ONS ‘Deaths involving Covid-19 among health and social care workers (aged 20 to 64), England and Wals, deaths registered between 09.03.20 and 28.02.22 INQ000518415/Table 1] 


23. As Reverend Charlotte Hudd described in her evidence:
“The shifts felt like being a soldier on guard duty in the trenches. There was one resident next door to my room whom I would hear crying at night and another opposite, repeatedly shouted out for help. During periods of rising-anxiety I would hold back the panic, retreating into the medicine cupboard to cry where no one could hear me. I realised I had to be strong and resilient for my residents, their loved-ones and staff. They needed me to be present. My emotions lurched from stomach to chest, and I tried to keep anxiety sealed in a lead-lined box secured by chains deep inside of me.”[footnoteRef:12]  [12:  INQ000614378/5-6] 


24. Throughout the pandemic, the RCN engaged with its members through existing interactive support services via a call centre and online platform known as RCN Direct (“RCND”). The RCN received approximately 28,604 contacts from members on Covid-19 related issues during the period March 2020 to the end of June 2022[footnoteRef:13]. From these member contacts, much of the impact felt by RCN members was documented contemporaneously. Nurses and healthcare workers in all settings reported amongst other things that they were: [13:  INQ000587657/104-105] 


a. Attending work despite not feeling well enough to perform their duties.
b. Being asked to work in conditions they considered to be unsafe.
c. Isolating themselves from their families in order to protect them.
d. Not having adequate access to PPE.
e. Feeling anxious, depressed and stressed.
f. Experiencing symptoms indicative of Post Traumatic Stress Disorder (“PTSD”). 

25. Nursing staff from minority ethnic groups, as in the general population, suffered poor outcomes of Covid-19 infection, exacerbated by existing structural inequalities and institutional bias within the healthcare system. The deaths of minority ethnic staff accounted for 67% of healthcare worker mortality, despite comprising only 22.3% of the workforce in 2020.[footnoteRef:14] [14:  INQ000569768] 


26. Evidence shared with the Inquiry by the RCN from its members in the Care Sector highlights the feelings of fear, panic and dread and their sense of vulnerability, as well as the emotional and physical toll of dealing with death, pain and suffering daily at levels they had never experienced before. Moreover, nurses who shared their experiences with Every Story Matters noted[footnoteRef:15]: [15:  Every Story Matters: Adult Social Care Sector June 2025] 

a) “I remember going into a care home, the staff and residents terrified and a 92-year-old lady dying alone. We didn’t know if she had Covid, but staff were too scared or not allowed to stay with her. I lay on her floor for hours with her, because as a nurse it’s what you do: you put your patients first and think about yourself second.” – Community nurse

b) “It made you want to try and be there, nobody wants to spend that last period of their life alone. So, people [healthcare staff] would cover, or stay longer.” – Community nurse

c) “As a community nurse, I felt very left out. Everything seemed to be the hospitals are getting it. So, we were running out of medications, so patients were passing away in pain, struggling.” – Community nurse, England

d) “It was distressing and emotionally draining because we were trying to do everything we could for the person and their family…but there were times we had to think about staff mental health as well. The last thing they want to see is somebody absolutely distraught when you can’t put your hand on them and reassure them.” – Community nurse working for a domiciliary care provider, England

27. Social care staff shared their experience of working during the pandemic with the RCN and a common theme evident within their responses was their fearfulness for the patients and relatives of patients at end-of-life care. Many of the member’s stories indicated that it became their role to provide critical emotional and social support to patients due to their relatives not being present. There are stories about staff stepping in for families at the end of life and how they maintained dignity at this time. Below are a sample of stories which relate to this theme:

a. “What I as a nurse struggled with most was when we had people approaching the end of their life, we were the only source of comfort and support they had in between attending to our other residents. We were the only ones allowed to be there to hold their hands, to tell them it was going to be okay and we also had the duty to convey information to family members who were left helpless at home, standing at their loved ones windows in all weathers, not being able to say a proper goodbye to tell them they loved them and hug them one last time.”[footnoteRef:16] [16:  INQ000587657/116] 


b. “Having to cope with supporting staff, families and deaths of numerous patients. Verifying numerous deaths over a two-week period and seeing coffins in double figures in total. Flashbacks, battlefield and having to break news to all these families. Listening to the heartbreaking voices saying their last goodbyes including grandchildren, husbands, wives, brothers, sisters, aunts, uncles and the list goes on saying goodbye to their loved ones. Tears trickling down my face but trying to be strong for the staff and their families.”[footnoteRef:17] [17:  INQ000587657/116] 


28. The Inquiry will recall the powerful evidence of Reverend Charlotte Hudd who spoke of writing her final wishes on a card at 3am, in case she became unwell or incapacitated as there was no-one left to help her. She wrote a Do not attempt cardiopulmonary resuscitation (“DNACPR”) and how  she would like to be dressed, should she die: uniform and stole[footnoteRef:18].  [18:  INQ000614378/5] 


29. It is well known that nursing staff across the UK carried the heavy burden of the Covid-19 pandemic. The RCN Research Society’s survey into the impact of Covid-19 on the nursing and midwifery workforce was conducted between April and August 2020 and found that Covid-19 was causing a significant detrimental impact on the mental health and wellbeing of the workforce. The results were drawn from a large cross-section of the nursing and midwifery workforce rather than any specific area.

30. Alarmingly, this survey found that nearly 30% of survey respondents reported experiences indicative of a probable PTSD diagnosis three months after the peak of the first wave. The survey also demonstrated that particular factors such as redeployment to new areas without adequate training and inadequate infection control training were associated with adverse psychological effects. And yet, despite a range of local offers of psychological support for those working in the NHS, it was some time later when offers of mental wellbeing support for nursing staff working in social care were made available.[footnoteRef:19] It is against this backdrop that the Department of Health and Social Care acknowledged that workers in the Care Sector workforce were likely to be particularly at risk of moral distress and injury given that they were responsible for caring for a significant section of the population most at risk from Covid-19. This is borne out by the RCN’s own data. In the period between March and June 2020, the RCN's Counselling Service found that 23% of members who accessed the service reported suicidal ideation (compared with 16% during the same period in 2019). Similarly, 15% of members accessing counselling self-assessed their psychological distress at severe levels of distress, compared to 9% during the same period the previous year[footnoteRef:20]. [19:  INQ000587396]  [20:  INQ000587657/120] 


31. In an effort to combat the impact of the pandemic on the mental health of health and care workers the RCN also developed a Healthy Workplace Toolkit, containing pandemic-specific guidance in relation to workplace health, safety and wellbeing. The toolkit was published online and made available to members in June 2021 including those working in adult social care.

32. Healthcare workers also had to contend with moral distress. The Inquiry will recall Reverend Charlotte Hudd’s evidence on this point:

“I knew what my NMC Code of Conduct expected of me and I knew I could not possibly achieve it all in the circumstances I was operating in. I carried with me a heavy legalistic responsibility. I pictured having a referral to my regulator which would haunt me for months or years to come. I worried that I could be scapegoated, blamed for things that could go wrong or care standards that could not be achieved. I was responsible for myself, for the staff and for the residents. I knew that I would do my best based on my conscience and ability. The buck stopped with me. I was exhausted and I was a risk. I felt that care standards were slipping, not intentionally but due to the lack of provision of staff resources, and the situation could worsen.”[footnoteRef:21] [21:  INQ000614378/9
] 


33. Healthcare workers’ physical, mental and emotional health was further compounded for those who subsequently went on to catch Covid-19 due to workplace exposure. Many RCN members contacted and continue to contact RCND with queries about Long Covid. Although exact figures are not known, the prevalence of Long Covid amongst staff working in health and social care is significantly higher than in the wider population[footnoteRef:22].  [22:  ONS -'Prevalence of ongoing symptoms following coronavirus (Covid-1 9) infection in the UK' (30 March 2023). Tables 1 and 4. Available at: https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/datasets/al ldatarelatingtoprevalenceofongoingsymptomsfollowingcoronaviruscovidl9infectionintheuk] 


34. Support for these staff members needs to continue and the impact of Long Covid, in terms of increased long-term absence, needs to be factored into workforce planning for those working in the Care Sector. 

35. Although keen to get back to work, many RCN members have found workplace support lacking and reasonable adjustments difficult to secure. Many have therefore faced reduced pay, and some have lost their jobs. These issues cause further distress for those who are already debilitated by the condition. The RCN is confident that the impact of the pandemic on nurses and support staff will not be lost on the Chair and is hopeful that the Chair will recognise the invaluable work they did in extraordinarily challenging conditions which cost many their lives and will adversely affect so many for the remainder of their careers.  


The decision to discharge residents from hospital to care homes without testing
36. RCN members had concerns about the arbitrary discharging of patients from hospitals into care homes and their inability to prevent this, particularly for people returning to their own homes[footnoteRef:23]. These practices were driven by Government policy. [23:  INQ000587657/23-27] 


37. The Inquiry has heard evidence on the discharge policy, the aim of which was to free up capacity in the NHS, without due consideration of the practical impact on the Care Sector, including the ability of care homes to safely isolate patients discharged from hospital. When the reduced capacity of hospitals was threatened by Covid-19, hospitals were under pressure to address the lack of capacity by prematurely discharging patients to care homes, some as returners and some in new and hurried arrangements. ‘Protect the NHS’ became a Government mantra, with reference to social care conspicuously absent. 

38. It is accepted that the acute hospital environment is not beneficial for people to remain in longer than clinically necessary. There is an increased risk of infection and a growth of mental dependency. Physical abilities decline rapidly which result in an increased likelihood of falls and further injury. The discharge of a patient into a care home is, however, an extremely complex process. The care home must assess the individual’s needs, ensure the home can meet the needs of the individual through physical and staffing resources, and discuss arrangements with family members and health professionals. Furthermore, discharge needs to occur on an appropriate day and if an individual needs to be transported to the home in an ambulance, that needs to be arranged as well. Often the discharge of a patient involves multiple professions. Therefore, communication needs to be consistent and free flowing throughout secondary, primary and social care. The requirement to discharge patients within short timeframes meant that this planning was difficult to effectively achieve.

39. The risk of asymptomatic transmission, and thus the importance of testing patients prior to discharge, was well known by the time of the implementation of the discharge policy. Indeed, the possibility of asymptomatic transmission was noted in February 2020 but seemingly not reflected in the guidance provided to social care providers at that juncture. By way of example, the guidance "Admission and Care of Residents during COVID-19 Incident in a Residential Care Setting in Wales" dated 8 April 2020, advised that, upon discharge from hospital if a resident “has no COVID-19 symptoms” … “care should be provided as normal."[footnoteRef:24]  Transparency around the risks that the Care Sector were facing was important and social care providers should have been informed of the possibility of asymptomatic transmission. It is the view of the RCN that the precautionary principle ought to have been applied and social care providers ought to have been advised to wear PPE when treating all patients discharged from hospital. Instead, patients were discharged, on occasion without consulting the care homes in advance, to homes which had no isolation facilities and who were unable to prevent the spread of Covid-19.  [24:  INQ000283271/3] 


40. Over 43,000 care home residents died during the first wave of the Covid-19 pandemic[footnoteRef:25]. The Inquiry has heard evidence regarding the Vivaldi study and in particular Professor Shallcross MBE’s account that the discharge policy was a source of ingress of Covid-19 into care homes[footnoteRef:26]. The Inquiry will wish to balance this evidence against that provided by former Health Secretary Matt Hancock, in which he suggested that the Vivaldi study substantiated the position that healthcare professionals were to blame, in that they were shown as being the dominant source of ingression of the virus into care homes[footnoteRef:27]. In so doing, the Inquiry will wish to consider the evidence provided by Alasdair Donaldson, who vociferously countered this interpretation of the Vivaldi study. The Inquiry will recall he said: [25:  Counsel to the Inquiry’s opening submissions to Module 6 [1/3/19-21]]  [26:  INQ000503454/1 and INQ000613177/18-21/39-43]  [27:  INQ000587746/35] 


“Unfortunately, this is untrue. The Vivaldi findings showed nothing of the sort. Vivaldi explicitly looked at a period of time (May) many weeks after the mass hospital discharge in March and made no attempt to analyse – because by that stage it could not – the impact of untested mass hospital discharge into vulnerable settings…

…Our data was not able to give definitive insight into how the virus got into many homes in the first place back in March, for the simple reason that there had been little or no testing back then. Indeed, staff movement between homes would not have been so dangerous if the homes themselves had been genuinely protected in the first place, rather than full of the virus.”[footnoteRef:28] [28:  INQ000598578/8] 


41. It is clear that a significant proportion of the movement of healthcare workers in the Care Sector is due to the shortage of staff. Low wages and zero-hour contracts are unfortunately commonplace, and this often leads many individuals to work more than one job in order to simply make ends meet. Unions and employers estimated as many as 75% of care home staff had at least one other job[footnoteRef:29]. However, having healthcare professionals that work in other areas, including in the NHS as their second role is an asset to any care home. Staff often bring additional clinical skills, there is a mutual sharing of best practice, clinical advice and support and their professional networks aid the navigation of health and social care for residents.  To restrict the movement of healthcare workers in the Care Sector during the currency of the pandemic, was not the solution and the RCN feared that had it been imposed, it would ultimately have led to the Sector’s collapse. Rather, more needed to be done in order to address the unsustainable working conditions of those in the sector including improving pay, terms and conditions and career progression more generally.  [29:  Information drawn from join union (RCN, GMB, Unison) membership pay and conditions surveys 2019 and October 2020 of care home members] 

 
42. The RCN is of the view that the pandemic has emphasised the need to ensure the community care and care home sectors are properly represented in planning to scale up the nursing workforce for future pandemics to ensure a whole system approach. Historically there has been an artificial and unhelpful divide between social care and the NHS, with unequal access to resources, guidance and workforce. This had led to an unfair perception that adult social care is secondary to acute hospital care. This perception appeared to continue throughout the pandemic, with care homes feeling under pressure to take untested discharged patients to prevent the NHS from being overwhelmed but which, ultimately resulted in higher levels of deaths in care homes. 

43. The premature discharge of patients without appropriate planning including the lack of testing led to many patients with Covid-19 being discharged to unsuspecting and ill-prepared care homes, including those with a lack of facilities for the safe isolation of residents. The very people who would be most at risk and in need of acute and intensive care were being rapidly sent to much less well-equipped environments.

44. At the same time, the UK Government was providing data on cases and deaths due to the virus. However, as the Inquiry has heard, for the first couple of months, such data was confined to those patients in a hospital setting, despite a very significant number of virus-related deaths taking place in care homes or in their own homes with hastily arranged care packages.

45. Care homes did their best to accommodate these unprecedented demands of the NHS. Some were in a better position to respond than others. But in most care homes space is at a premium, staffing levels are at, or below, a safe minimum and many depend on bank or expensive agency staff to supply peripatetic nurses and others. Where they had no nurses, demands on community care nursing services grew as homes began to discover some of their residents were developing symptoms of Covid-19. As these residents were often already frail, recovering from other illnesses and adjusting to life back in care homes, they were most at risk of dying.

46. Decision makers should have identified that many healthcare workers employed in the Care Sector are employed across multiple settings and specific measures were needed to mitigate the associated risks of transmission. Unfortunately, as has become apparent during the course of the Inquiry, those working in the Department of Health and Social Care did not appear to understand how the Care Sector operated on the ground and this detrimentally impacted the subsequent pandemic response. The Inquiry will recall the evidence of Professor Dame Jenny Harries, Former Deputy Chief Medical Officer, who noted how: "... in the early phase of the pandemic few people in DHSC had direct or practical experience of having worked in or with care homes, the commissioning of care home services, understanding the local connections which would underpin the ASC emergency response ...Whilst I think DHSC gave ASC due and timely attention in the early stages of the pandemic, in my view the lack of data and limited understanding of how the ASC sector practically operated meant that the ASC response required considerable efforts in that early period. Had similar efforts been made prior to the pandemic, they would have provided a solid platform from which to build the pandemic response".[footnoteRef:30] [30:  INQ000587394/14-15] 



The supply and distribution of PPE and Respiratory Protective Equipment (“RPE”)
47. Despite being most at risk from Covid-19, the lack of regard for older people’s rights and specifically the rights of care home residents in the development and implementation of guidance are concerning. Self-evidently lack of access to appropriate PPE, testing and guidance for care home staff exposed care staff and those they care for to unnecessary risk. It is important to note that many people within these settings will be older and with substantial underlying health conditions, and as such must not be discriminated against for equal access to protection based upon their age or disability. The Inquiry has heard the UK Government’s approach to PPE described as ‘shambolic[footnoteRef:31]’ and resulted in ‘chaos[footnoteRef:32]’. As the former Health and Social Care Secretary acknowledged “There wasn’t enough PPE and there wasn’t enough testing.”[footnoteRef:33] [31:  INQ000571608]  [32:  INQ0000572015/10]  [33:  Oral evidence of Matt Hancock [3/61/17-18]] 


48. The Inquiry heard evidence from Reverend Charlotte Hudd, who recalled how ‘PPE shortages caused significant stress’. She spoke of having to fashion gowns from bed sheets in an attempt to prepare herself for the arrival of the virus. She noted how her and her colleagues felt ‘woefully mistreated as a sector’. The Inquiry will recall her evidence of being given one surgical face mask which she would place in a small freezer bag when she stopped for lunch and which she would put back on after eating as the care home she was working in did not have enough stock to enable her to replace it with a clean, fresh mask. She also recalled how: 

“As time wore on, when external professionals visited the home, I was struck by the difference in the PPE they were wearing compared with what we had. Funeral directors would come to the door in their suit and tails and then would change into hazmat suits before entering. I was greeting them in a gown and a paper face mask. I suddenly felt vulnerable, and I realized they were being protected from me.”[footnoteRef:34] [34:  INQ000614378/7-8] 


49. Those concerns were also echoed by Helen Whately:

“…things that were particularly bad at the time was the struggle at the beginning to get PPE to social care providers, you know, in the context of overall, there was a shortage, we knew that NHS staff didn't have it and therefore I was hearing from the care sector that care workers were having to care for people without PPE. Now, PPE is, we know in retrospect, isn't perfect, and doesn't always stop people catching Covid or giving Covid to anybody, but the fact that care workers were having to go to work and try and care for people without even the level of PPE that the public health team thought they should have, was clearly an incredibly bad situation to be in.”[footnoteRef:35] [35:  Oral evidence of Helen Whateley [12/5/6-19]] 


50. It is the view of the RCN that a lack of understanding of the Care Sector by decision making agencies such as the Department of Health and Social Care and Public Health England placed care workers at unacceptable risk in the workplace. Challenges around distribution and the inequality in supplies/distributions for social care and other non-NHS services were among the main issues. Due to those challenges, there were reports that RCN members had been required to reuse equipment, to refrain from wearing FFP3 masks and in the direst of circumstances, to fashion masks out of sanitary towels[footnoteRef:36].  [36:  INQ000587657/55/190(b)] 


51. FFP3 masks were being made available to healthcare workers in hospitals but those working in the Care Sector were given surgical face masks which do not constitute PPE[footnoteRef:37]. It is clear that those producing PPE guidance had failed to appreciate the complexities of the sector, including that care workers were frequently providing care in close proximity to residents, including undertaking aerosol generating procedures for residents with respiratory conditions. Those working in social care have the same exposure to the virus as healthcare workers in that they are managing patients in the same way, through close personal care, and therefore they needed to wear the same level of PPE as healthcare workers. In the absence of any alternative, many care workers took it upon themselves to source their own PPE such as FFP1 masks, ordinarily worn in the construction sector, in an attempt to have even a basic level of protection when caring for their residents.  [37:  INQ000587775] 


52. The ability to procure PPE, without a mandate requiring specific PPE to be worn, made it difficult for care providers as they did not have priority access to PPE. Domiciliary staff were consequently left questioning why they, and those they provided care for, did not appear to merit the same level of protection as those working in care home settings.

53. The RCN regularly expressed its concerns in correspondence to the UK Government and HSE regarding difficulties its members had in accessing supplies of PPE[footnoteRef:38]. Care homes were particularly impacted by a lack of PPE. Care homes are generally privately run. Consequently, they were initially responsible for purchasing their own PPE. Alongside the disruptions to the global supply and distribution chains, in the early stages of the pandemic, many care homes found that their usual supplier/s did not have sufficient stocks to supply them. They were also competing with better funded hospitals for PPE supplies.  [38:  INQ000328917, INQ000574649 and INQ000574485] 



The availability of testing for recipients of care and nurses
54. Linked to the above were concerns about the availability of testing. The RCN conducted a survey of members across the UK and all health and care settings between Friday 24 April and Tuesday 28 April 2020[footnoteRef:39]. The survey was completed by 22,043 respondents, of which 2,632 (12%) worked in the social care sector. This survey found that only 24% of workers in the social care sector had been offered testing. Furthermore, of those who had been offered testing, a small but significant 9% of those working in the NHS and 16% of those in social care (almost double the number of their NHS colleagues) were unable to access the test. The most common reasons given for being unable to access a test included being unable to travel to the testing site, particularly for those without a car, as well as some being too unwell to travel or having no available time slots.  The results reveal a disparity between the Care Sector and those working in the NHS, with 91% of those working in the NHS able to access testing when offered compared to the 84% in social care. It is clear that the Care Sector was given secondary priority.  [39:  INQ000525315] 


55. While access to testing was very limited across all sectors at this early stage, the increased proportion of those in the social care sector unable to access testing indicated that they faced additional issues that would need to be addressed. 

56. In September 2020, the RCN was still receiving reports of significant problems in the availability of testing kits, with many employers not supporting members to access routine testing in care homes and some employers were struggling to resume routine testing. The RCN also received reports of difficulties accessing testing for members working outside of care home settings (such as domiciliary care), with members reporting having to travel for hours on days off or even take leave in order to access testing which was being mandated by their employer. There were also concerns over delays in receiving results from labs, with delays of 6-14 days becoming common. 

57. The primary objective of the recommendation the RCN seeks in terms of equity amongst all those working in the health and social care sector is to try and safeguard the workers and those they care for. Ms Sutton summed up this ambition for equity in access and parity of esteem in very simple and stark terms which was to ‘ensure that the 1.6 million people who work in adult social care can access the same as the 1.4 million who work in the NHS’[footnoteRef:40].  [40: Oral evidence of Claire Sutton [18/37/8-10]] 



IPC Guidance

58. The IPC guidance issued during the pandemic did not seem to reflect the reality of health and social care worker’s experience in the Care Sector nor their client’s needs. As the Inquiry has heard, on 25 February 2020 the Government told care providers that it was “very unlikely that anyone receiving care in a care home or the community will become infected” and there was “no need to do anything differently in any care setting at present” because there was no community transmission in the UK[footnoteRef:41].  [41:  INQ000114411/4] 


59. There was also a tendency to produce guidance directed at care homes without considering the true breadth of settings in the Care Sector. Often guidance failed to consider the implications for those providing domiciliary care.

60. During the early stages of the pandemic, there was a startling absence of the nursing voice in guidance produced for the Care Sector, which resulted in guidance that lacked specificity and was difficult to implement. 

61. When guidance was announced, it was often confusing and was frequently having to be adapted in order to apply to the Care Sector. Changes to the guidance were made so frequently that RCN members, such as Reverend Charlotte Hudd struggled to keep pace and reported finding it ‘overwhelming’[footnoteRef:42].  [42:  INO000614378/3] 


62. Sir Sajid Javid notes that he did not have a particularly close relationship with the Chief Nursing Officer for England (‘CNO’). The Inquiry will recall how he had 2 or 3 meetings together in total with the CNO to get her views on staff morale, pay demands and other issues[footnoteRef:43]. In contrast, he met with the Chief Medical Officer roughly 3 or 4 times a week. Given that nursing is the largest safety critical workforce in healthcare, the Inquiry will wish to consider what value the minister placed in discussing safety critical issues, facing those on the frontline of nursing, such as appropriate IPC guidance specific to the sector and PPE provision for those providing care on the frontline.  [43:  I NQ000587755/11] 


63. Even when sector specific guidance was produced, there seemed to be a flawed understanding of how individuals who present with challenging behaviour could be safely managed in order to limit the risk of exposure of our members to Covid-19. Sometimes, those who are receiving care can display behaviour which is unpredictable by reason of their health condition. Some residents would seek closeness as a means of comfort, safety and reassurance. Sometimes closeness would also be necessary if care workers were required to use a physically supportive intervention to de-escalate challenging behaviour. Sometimes residents experience excessive salivation due to their condition or the medication they are using so being physically close carried heightened risks of potential Covid-19 transmission. Physical contact is human; it provides adults with the feeling of support, guidance, reassurance and can enhance communication especially for those who struggle to understand verbal commands. Yet the IPC guidance often failed to take these practical considerations into account, leaving it difficult to implement and care workers exposed to risk. The Inquiry will recall Claire Sutton’s evidence, when asked about the first guidance issued by Public Health England for social or community care and residential settings on Covid-19 which was published on 25 February 2020 and which recommended that the best way to reduce any risk of infection is by ‘avoiding direct or close contact, within 2 metres, with any potentially infected person’[footnoteRef:44]. As Claire Sutton explained, such guidance was ‘impossible’ to implement, adding: [44:  INQ000223341] 


“You can't provide care, direct care and support, to individuals if you can't get within 2 metres of them. These are some of the most vulnerable people in society who have really high care needs, and in order to be able to provide that care to those people, you would need to be able to be in close proximity to them.”[footnoteRef:45] [45:  Oral evidence of Clare Sutton [18/13/3-19]] 


64. The Inquiry has heard repeated evidence of how guidance for the Care Sector was issued at late notice, often on a Friday, with little to no time for preparation prior to implementation. Reverend Charlotte Hudd recalled the difficulties in learning of new changes to guidance from the Prime Minister’s daily address and the need to implement new ways of working, without any advanced notice, which only added to the significant pressure that they were already operating under[footnoteRef:46]. Professor Deborah Sturdy echoed this in her evidence and suggested guidance be published as early as possible in the working week, a view which the RCN readily endorses: [46:  INQ614378/3] 


“I am aware that there was a consistent frustration from the care sector about the fact that guidance was frequently published on a Friday, just before the weekend, when there were limited staff members and it was frustrating and exhausting for a manager who had just worked a ten hour shift to have to then digest a change in guidance published late on a Friday afternoon. To help minimise this frustration in the future, my view is that guidance should (wherever possible) be published as early as possible during the working week, when more staff are typically available. This should help to ensure that practical changes to policy and practice can be effectively implemented in a timely manner in advance of the weekend, when staffing levels are typically lower and implementation of changes is therefore more difficult.”[footnoteRef:47] [47:  INQ000587396/23] 


65. As a profession, health and social care workers deliver the vast majority of physical and psychological care to patients in all care settings. They have led the way in reducing the transmission of infection by prioritising IPC measures in their clinical practice. These measures are fundamental to our profession which is uniquely placed to understand the importance of IPC methods to reduce the spread of infection and in so doing, to protect patients from avoidable harm. It is extremely disappointing that the voice of nursing was absent from discussions regarding the creation of IPC guidance for the Care Sector. Nurses need to be engaged and around the table to help shape and influence policy and communications that affect their patients and the communities they care for. 

66. The response to the pandemic would have been more effective had government and associated agencies taken a more open and collaborative approach to working with key stakeholders with relevant expertise. Advice from the frontline of the nursing profession could have enabled decision-makers to have a clearer understanding of the practical realities for nursing staff in the Care Sector and supported communication and implementation on publication. Claire Sutton, RCN Head of Independent Health and Social Care captured the difficulties the RCN faced in engaging with decision makers to inform IPC guidance: “We are the voice of nursing. We can be there to represent the issues that are facing the profession and our membership in particular and it did feel to the organisation at times that it was really pushing on a locked door. And it took persistence to be able to get through that.”[footnoteRef:48] [48:  Oral evidence of Claire Sutton [18/43/23 – 18/44/4]] 


67. The Inquiry will recall that Claire Sutton, RCN Head of Independent Health and Social Care was asked about the RCN’s engagement with the Department of Health Northern Ireland (“DoH NI”) and in particular, in respect of autumn 2020, a series of lack of responses from the Northern Ireland Department of Health to the Independent Sector Nurse Managers Network (‘ISNMN’) regarding amongst other things, RCN’s concerns about changes to the testing regime[footnoteRef:49]. Ms Sutton’s evidence was that this lack of response to a series of correspondence sent from the ISNMN indicated that there was insufficient engagement from the Department of Health on these important issues. In their closing submissions, the Northern Ireland Department of Health confirmed how it had no record of receipt of the correspondence referenced in Ms Sutton's witness statement. Northern Ireland Department of Health instead sought to assert that the ISNMN were in fact in contact with the Public Health Authority (“PHA”), and the then Health and Social Care Board, which, are structurally distinct from the department[footnoteRef:50]. This position seems to be somewhat at odds with the correspondence the RCN eventually received on 27 January 2021 from both PHA and DoHNI representatives, acknowledging the ISNMN’s concerns and apologising for the delay in responding to the ISNMN about this issue[footnoteRef:51].  [49:  Oral evidence of Claire Sutton [18/40/2 – 18/42/10]]  [50:  Closing submissions of DoHNI [21/8723 – 21/88/7]]  [51:  INQ000574487/01] 


Visiting restrictions 
68. The RCN was concerned that the interpretation and implementation of guidance for care homes was not sufficiently monitored and resulted in significant variation. An example was visiting access, including for patients at or nearing the end of life. 'Lockdown' in care homes was poorly guided - a care home is someone's own home and should be considered in the same way to make sure that residents’ European Convention on Human Rights are respected and upheld accordingly. 

69. While necessary to minimise the risk of virus transmission, the Inquiry has heard how restrictions had profound emotional and psychological impacts on residents and their families. Alternative methods of contact, such as video calls or virtual visits, were often inadequate, particularly for individuals with cognitive impairments or those nearing the end of life.[footnoteRef:52] As Revered Charlotte Hudd recalled, the pandemic also had an impact on residents’ socialising with the Home’s community and their respective family members: [52:  INQ000515683/20] 


“People with dementia and dual sensory deficits (hearing and sight) are already at risk of feeling isolated by virtue of their conditions. When human interaction is reduced further, we could see emotional pain, anxiety and distress through their experience of exclusion from their usual ‘outside world’ view. A rota was initially drawn up for residents to have social time in the lounge, and for family visits with people spread out and windows open. Eventually group activities in communal areas were suspended and this resulted in many residents becoming fearful due to social isolation. For some, we could see a significant deterioration in their health and in others a failure to thrive. Among families, there were mixed feelings about how the Home should respond, some wanted visits and others wanted a stricter lockdown. The tough work of mediation fell to us.”[footnoteRef:53] [53:  INQ000614378/2-3] 


70. The variability in the interpretation of guidance by the public and care providers consumed substantial time in healthcare workers explaining the visiting rules to loved ones, adding to an already high workload, diverting resources away from direct care and increasing fears amongst healthcare workers of wrongly implementing guidance. 

71. The RCN published frequently asked questions for care home visiting which included consideration of the human rights of the care home resident and the need for a dynamic ongoing assessment of the risks of visiting which required the input of managers, residents and families, multi-disciplinary colleagues, nursing support workers and local public health staff. We reiterated how risk assessments must also take into account national and local guidance[footnoteRef:54].  [54:  INQ000574706 and INQ000574525] 


72. The RCN advocates a rights-based approach: there is a balance to be struck between the right to live your private life and develop relationships and public health concerns. Most importantly, this balance is dynamic and will change based on the particular needs of residents, visitors and staff as well as the particular risks in a changing environment. The RCN expects employers to have policies in place to help nursing staff undertake these complex risk assessments as well as sufficient resources to allow measures identified in risk assessments to be put in place, including staffing and IPC resources. In a future pandemic, in the event that national decisions on care home visiting are considered appropriate, the RCN invites the Inquiry to consider a recommendation that includes recognising the human rights of care home residents and their families, that recognises the benefits of that partnership of care with family and friends and which ultimately recognises the ability of nurses and care home staff to safely facilitate visiting in individual cases. 

73. As Claire Sutton, RCN Head of Independent Heath and Social Care noted, nurses are uniquely placed to undertake appropriate assessments on a case-by-case basis to facilitate visits from loved ones: “I think nurses are ideally placed to be able to make risk assessments and be able to facilitate things in the safest possible way in that individual setting. Care homes are all different... The nurses, the managers, the people who are operating those services are the people who know that building, they know their residents, they know their staff and they are able to make a decision to be able to facilitate things in the safest possible way to the best outcomes for their individual residents that they’re supporting.”[footnoteRef:55] This underscores the desirability of having practical nursing input into guidance and decision making at local and governmental level to ensure that it is not only safe and workable but reflects the realities of the care needs of residents and the partnerships formed between staff and relatives/visitors.   [55:  Oral evidence of Claire Sutton [18/46/14-21]] 



Vaccination as a condition of employment 
74. Like the wider population, health and social care staff are a diverse group and there are both physical and societal barriers for some on the take up for the vaccine. The RCN did not and does not support staff being forced or coerced into having the vaccine, vaccination being used as part of staff contracts, a condition of employment or any part of employment contracts, linked to terms and conditions of employment or to pay.

75. A significant number of calls RCND received from members during the relevant period related to those who were concerned about the mandate, including those in the Care Sector where the mandate was initially imposed before being revoked by the Government. We heard from large numbers of members, particularly those working in care homes who were fearful for their jobs or that choosing not to be vaccinated would negatively affect their employment. For some, vaccination became a condition of their employment, meaning those who refused faced dismissal. For nurses on sponsored visas, this could lead to them losing their right to remain in the UK if they lost their employment. Other members were concerned that this may affect their entitlement to maternity benefits or their pension, or the Government Life Assurance program for nurses who die in service. 

76. Some members were required to pay back sick pay or only receive statutory sick pay if they contracted Covid-19 while unvaccinated. Some even reported receiving no pay at all. Others were told that they would not be receiving any pay rises, bonuses, or promotions if they refused the vaccine. Agency workers, including those working in the Care Sector were particularly vulnerable to this. We received reports of agency workers no longer being booked for shifts and even having shifts cancelled as a result of their refusal to be vaccinated[footnoteRef:56]. This difficult issue is a further example of the challenges those much-needed staff in the social care sector faced and the disparity in treatment of those in this sector compared with their NHS colleagues.  [56:  INQ000587657/41] 


77. The RCN repeatedly warned that mandating vaccination as a condition of deployment would lead to swingeing staff losses in a sector which was already experiencing crippling staff shortages. Of note, the Government’s own risk assessment had estimated a loss of 40,000 members of staff.[footnoteRef:57] Whilst the regulations which imposed mandatory vaccination were revoked in 2022 and never applied to those working in the NHS, the ultimate climbdown by the UK Government came too late for staff who had already lost their jobs. As the Inquiry has heard, the Nuffield Trust found that 70,000 healthcare workers had left their post between April and October 2021 with the vaccination policy cited as the second most common reason for their departure.[footnoteRef:58]The Inquiry is invited to find that this was another example of the disparity in treatment between the NHS and those working in the Care Sector.  [57:  INQ000502030/20]  [58:  INQ00091577 and INQ000475008] 


Recommendations
78. In light of the issues raised within these closing submissions, the RCN invites the Inquiry to consider adopting the following recommendations:

i) As an overall recommendation, the Care Sector must be treated equally as a critical sector supporting the NHS and some of our most vulnerable members of society and not as an afterthought. This includes the equal provision of PPE and access to testing if required. Equal level of risk assessment and professional clinical support such as occupational health, expert infection prevention and control advice as well as the same hierarchy of control measures as available in the NHS. 

ii) A strengthened focus from all stakeholders including employers, Governments of the UK and Devolved Nations, professional bodies and trade unions, on significantly improving wider control measures including:

i. working conditions, employment policies and systems that provide for greater safety, first-line protection and resilience, for example:
a. accessible and private staff changing rooms with showers,
b. in-house laundry facilities,
c. provision of fit-for-purpose uniforms,
d. proper rest breaks and facilities,
e. safe working hours,
f. full pay for any health-related absence, including time off to seek medical assistance,
g. regular health assessments for shift workers, 
ii. a commitment to no detriment - e.g. furloughing, on full pay if necessary for vulnerable workers. 

iii) The crisis in staffing levels in care homes must be addressed. As part of this, the Care Sector needs increased long-term investment. Long term funding for the Care Sector must be based on a robust assessment of population needs and sufficient to provide fair pay, terms and conditions for all social care workers in all parts of the UK. Investment levels must fund staffing for safe and effective care in all social care settings. The next iteration of the NHS People Plan, and a people plan for the social care sector, must prioritise the need for the UK Government to hold accountability for assessing the health and social care workforce and delivering a strategy for workforce planning and supply.

iv) The RCN is calling for a strong legislative underpinning of Government accountability for workforce planning and supply across health and social care. In England and Northern Ireland, there is no law related to nurse staffing (unlike the Nurse Staffing (Wales) Act 2016, and the Health and Care (Staffing) (Scotland) Act 2019). The RCN is calling for legislation in each UK country to guarantee nurse staffing levels across all sectors and settings.

v) In respect of workforce capacity and the desire to ensure future proofing staffing levels in the event of any future pandemic, current barriers to the employment of international care workers should be removed so that they have a clear route to employment in the UK. Furthermore, barriers within the UK Government’s immigration rules should be addressed to ensure that the UK remains an attractive destination for international nurses, and also to make it easier for international nurses to be able to work in the UK. RCN members have reported difficulties in bringing family members to the UK through the Sole Responsibility and Adult Dependency routes because of the high burden of evidence that is required by the Home Office. This can potentially leave nurses separated from direct family members who may require their ongoing care. Ultimately, these kinds of barriers within the immigration system can present real challenges to internationally educated nurses and can also contribute to ongoing recruitment and retention challenges for the workforce within the UK.

vi) Parity of testing in the Care Sector with that of the NHS. Early access to testing of social care workers, residents and visitors. Training on testing and protection of full pay for care workers required to self-isolate following testing results. 

vii) Adult social care to be considered in pandemic stockpiles or a 'system’ by which the Care Sector can rapidly access sufficient provision for PPE as part of a future national incident or pandemic response.

viii) There should be urgent funding for the development of reusable RPE that is acceptable to staff and patients and a mechanism to enable UK manufacturing to avoid future supply chain disruption.

ix) Meaningful engagement with stakeholders from professional bodies who may have a role in intelligence gathering, communication or the wider pandemic response. Stakeholders should be included in planning ahead of any future pandemic as well as being included to assist during any future pandemic.  

x) In respect of stakeholder engagement – the UK Government and Devolved Administrations should ensure professional nursing input into the production of national guidance that impacts on nursing obligations. 

xi) Employers must have policies in place to support dynamic risk assessment for individual residents. 

xii) Engagement with ethnic minority communities to address vaccine hesitancy, rather than mandating vaccination as a condition of employment. 

xiii) Appropriate planning and risk assessment for the discharge of residents from hospitals to care homes, including testing prior to discharge. 

xiv) Early access to interventions to support the psychological and physical needs of care workers. 

xv) National decisions on care home visiting should include consideration of the human rights of the care home resident and family members as well as the benefits of a partnership of care with friends and relatives and the distress experienced by residents, who are frequently at the end of their lives, when face to face visiting is absent.  


79. The RCN has been grateful for the opportunity to contribute to Module 6 of the Inquiry. The Inquiry’s recommendations are keenly awaited: lessons must be learned, and the same errors must not be repeated when the next pandemic inevitably occurs. Health and social care workers deserve better. 
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