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UK COVID-19 INQUIRY 

WITNESS STATEMENT OF KEVIN FENTON 

I PROFESSOR KEVIN FENTON, President of the UK Faculty of Public Health, 4 St 

Andrew's Place, London, NW1 4LB WILL SAY as follows: 

Preliminary 

1. Where the content of this witness statement is within my personal knowledge it is 

true. Where it is outside my personal knowledge and derived from discussions 

with colleagues, it is true to the best of my information and belief. The UK 

Faculty of Public Health ("FPH") is a membership organization. Accordingly, I am 

reliant on the advice of colleagues in order to best answer the Inquiry's 

questions. 

2. It is important to bear in mind that the FPH is not an organization charged with 

actual delivery of Public Health Services or Programmes. We operate in the 

professional membership support and policy spheres, rather than the operational 

sphere. That limits what we can say about the practical delivery of "Test Trace 

and Isolation" ("TTI"). That said, the FPH is committed to the Inquiry's work, and 

we have done our best to assist below. 
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Background 

3. I am the current President of FPH. I assumed this role in June 2022 and will 

serve until June 2025 — it is a three-year term. Before me, Professor Maggie 

Rae was the President. 

4. FPH is the Professional Standards Body for Public Health Specialists and 

Practitioners. The Faculty has around 5,500 members in the four nations of the 

United Kingdom and overseas. We define Public Health as the science and art 

of preventing disease, prolonging life and promoting health and wellbeing, 

through the organized efforts of society. 

5. The FPH was born out of changing approaches to Public Health (or 'community 

medicine'), and specifically a Royal Commission on medical education (1965-

1968), which published a landmark report recommending the creation of an 

organization to assume "... a major role in the training of those who practice in 

the field of community medicine." The inaugural meeting of what was then called 

the Faculty of Community Medicine was held on the 15 March 1972, with a 

membership of just over 1000 Members and Fellows. Changes in the structure 

and delivery of NHS Services, and Public Health/Community Medicine over the 

following decade have led to changes in the name of the Faculty, and shifts in 

focus, through addressing health inequalities and the wider determinant of health 

remains central to the faculties work. 

6. FPH is a registered charity and a joint faculty of the three Royal Colleges of 

Physicians of the United Kingdom (London, Edinburgh and Glasgow). Its charity 

number is 263894. Although it is an integral part of the three colleges, it has its 

own offices, manages its own affairs through a Trustee Board, and is financially 

independent. The FPH Trustee Board is democratically elected and is the 

ultimate decision-making body within the organization. Much of its business is 

conducted through a structure of committees and sub-committees. 
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7. The charitable objects are to promote for the public benefit, the advancement of 

knowledge in the field of Public Health; to deliver Public Health with a view to 

maintaining the highest possible standards of professional competence and 

practice; and to act as an authoritative body for the purpose of consultation and 

advocacy in matters of educational public interest concerning Public Health. 

8. The FPH is a membership organization for those working in or interested in 

Public Health. There are several classes of membership available within the 

Faculty, ranging from the most senior Public Health figures from the UK and 

overseas, to students starting their careers. There are approximately 1,300 

consultants/ specialists/ directors of Public Health (DsPH) in the UK - the 

equivalent to a consultant doctor in other medical specialties. The DsPH make up 

a critical core component of the Faculty's membership body. 

9. The work of the Faculty is centred around three core strands: education and 

training (setting the curriculum, exams and other standards for training in Public 

Health); setting standards for practice in Public Health (through CPD, 

revalidation and oversight of appointments to consultant and DPH posts across 

the UK); and advocacy and policy (working collaboratively with our members to 

encourage them to share, discuss, and develop various projects and elements of 

policy and best practice). Much of the Faculty's advocacy work is guided by our 

specialist interest groups (collectives of members interested in particular policy 

areas) that are overseen by formal policy committees. 

10. The work of the Faculty and Public Health contributes to reducing causes of ill 

health and improving people's health and wellbeing through: health protection 

(action for clean air. water and food, infectious disease control, protection against 

environment health hazards, chemical incidents and emergency response); 

health improvement (action to improve and well-being and to reduce health 

inequalities) for example by helping people to quit smoking or improving their 

living condition); and healthcare Public Health (ensuring that health services 

are the most effective, most efficient and equally accessible). These three core 

strands of Public Health are underpinned by Public Health intelligence 
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(surveillance, monitoring and assessment), Academic Public Health (promoting 

evidence knowledge and research), and workforce development. 

11. The role and purpose of the FPH is therefore as a membership body directly 

servicing the needs of its members, primarily ensuring their wellbeing during the 

acute phase of the pandemic (2019-2022), and specifically ensuring Public 

Health trainees could continue their training throughout. Within this context, the 

Faculty of Public Health had very limited direct engagement with the 

Government, and no operational role in responding to the pandemic, including no 

programmatic or advisory role with regard to 'Test Trace and Isolation' (TTI). 

Any limited policy commentary initiated during the period was made through 

partner organizations such as the Association of Directors of Public Health 

(ADPH) or as a member organization of the Academy of Medical Royal Colleges. 

12. To that end, the FPH's ability to answer practical questions about the 

commissioning and delivery of TTI is limited, and one step removed from the 

actual commissioning or delivery process. Nevertheless, we are able to assist on 

some of the Inquiry's questions, and we set this out below. 

Public Health Infrastructure, Capacity and Expertise 

13. Across the United Kingdom, given the devolved nature of UK health and care 

systems, multiple bodies have responsibility for delivering Public Health. 

Accordingly, it is not an easy or productive exercise to try and devise an 

organogram which would cover all strands of Public Health in the UK. Indeed, in 

some respects, it is doubtful this is possible. 

14. This response primarily applies to the experience in England, but it should be 

noted that there are different public health structural arrangements in the other 

UK countries. In regards to TTI there were significant organisational differences. 

For example, in Northern Ireland there was a separate Test and Trace system 

managed directly by the Public Health Agency, and in Scotland there was a 

system called Test and Protect which was established within Public Health 

teams. 
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15. In England, various agencies are charged with the delivery of Public Health 

services and programmes including local authorities and the National Health 

Service. At the time of the pandemic, it was also the responsibility of Public 

Health England (disbanded in 2021) and more recently the UK Health Security 

Agency and the Office for Health Improvement and Disparities in the Department 

of Health and Social Care. The Department of Health and Social Care in 

England leads national health, care and Public Health policy, with Regional 

Directors of Public Health providing systems leadership, professional advice and 

regional delivery support for prevention and health equity programmes. Public 

Health professionals work in a wide range of statutory agencies which do not 

have a statutory responsibility for Public Health service provision, for example 

NHS provider trusts, Integrated Care Boards (ICBs), NICE and Regional 

Combined Authorities e.g. the Greater London Authority. 

16. Turning to NHS delivery of Public Health services in England, much would 

depend on the policy of individual hospital Trusts. Although some Trusts employ 

Public Health specialists to support the delivery of NHS secondary prevention 

priorities including workforce wellbeing, smoking cessation, brief alcohol 

interventions and weight management programmes, the vast majority of English 

NHS Trusts do not employ Public Health specialists to oversee these functions, 

but may obtain public health advice from a variety of sources including local 

authority public health teams, regional public health expertise in UKHSA, NHS, 

and DHSC OHID regional teams. 

17. Although in England, local Public Health responsibilities and programmes led by 

the Directors of Public Health, returned to local authorities in 2012/13, there is 

considerable heterogeneity in the size, composition, capabilities, corporate 

executive visibility and leadership of local Public Health teams. This variation in 

capacity and capability pre-dated the COVID pandemic and necessitated the 

rapid scaling up of local Public Health teams in the acute phase (2019-2022) of 

the pandemic response. The transfer of public health responsibilities to Local 

Authorities resulted in significant variation in resources. There were notable 
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differences in the size of the public health grant and in local public health staffing 

levels, relative to population health need, which was further exacerbated over 

time as local authority public health professionals moved on or transitioned out of 

roles. In the five years preceding the COVID-19 pandemic, the public health 

grant experienced real-terms reductions. As a result, public health staff 

increasingly focused on the commissioning and delivery of mandated public 

health services, leaving fewer personnel and resources available for supporting 

wider public health functions. These challenges were most evident in areas with 

high levels of deprivation and health need, where already-limited resources were 

stretched further. Responsibility for outbreak control and response was led by 

Public Health England's (PHE) regional health protection teams, which had two 

main implications: First, it limited local authority health protection expertise, 

resilience and the ability of local teams to scale up in response to major 

infectious disease outbreaks and threats. Second, local areas became 

increasingly dependent on PHE for technical expertise and operational support in 

managing local health protection incidents. Both issues were mitigated to some 

extent by the close collaborative working with PHE health protection teams on 

outbreak management, training and capacity building efforts. Public health 

capacity did increase during the pandemic, but in the years following this phase 

(2023 onwards), this expansion has generally not been maintained, as the 

pandemic response funding has been withdrawn/reduced, and councils grapple 

with increasing population need, budgetary constraints, and the cost-of-living 

crisis. However, I would not want the above remarks to be misinterpreted as a 

suggestion that the FPH believes public health services should be returned to the 

NHS. There are compelling reasons why placement in local authorities is 

desirable. 

18. The Department of Health ("The Department") in England also has a role in 

Public Health policy led by DHSC officials and the Chief Medical Officer. During 

the pandemic that was Sir Chris Whitty. The CMO is also the head of the Public 

Health profession in England. The health departments of the other UK countries 

were led by their respective Chief Medical Officers. 
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19. Turning to pre-pandemic test and trace infrastructure in England, local Public 

Health teams supported by Public Health England's regional teams had some, 

but limited capacity to deliver `business as usual' test and trace activities — a core 

capability of health protection teams as well as clinical teams involved in the 

delivery of sexual health services, HIV partner notification. and outbreak 

response for vaccine preventable disease (e.g. measles, pertussis, tetanus), and 

other infectious disease (e.g. tuberculosis) prevention and control programmes. 

As a result, there was institutional familiarity by local authorities, NHS and PHE's 

teams with testing, contact tracing and isolation. Indeed, in the initial stages of 

the pandemic, before widespread escalation of cases and the first national 

lockdown, local authority Public Health teams worked closely with Public Health 

England's regional health protection teams to carry out targeted testing, contact 

tracing and isolation activities to affected individuals. However, as cases began 

to increase exponentially, it was clear that further expansion of testing, tracing 

and isolation capacity and capability would be required to manage the growing 

number of cases and contacts and help prevent/limit onward community 

transmission. 

20. While the FPH cannot comment on when or where policy decisions were taken 

on the approach to scale-up, it is clear that this was a key part of government's 

ambition, with announcements on its plans for scaling up of COVID testing, and 

the growing recognition of the need to invest in and expand contact tracing 

capabilities. Many local authorities had already internally realigned resources to 

support their Public Health teams during the initial phase of the pandemic 

response in Spring 2020. Similarly, PHE initially internally realigned resources to 

support regional health protection teams (HPT) to support local contact tracing 

efforts, and the availability of specific pandemic response funding enable further 

expansion of these regional HPT teams during summer 2020. However, the 

volume of cases and the complexity of contact tracing requirements meant that 

the existing systems, even if supported to expand, could potentially be 

overwhelmed with subsequent waves of infection. 

21. To ensure maximum resilience of health protection response teams (in PHE 

regions and local government), and the wider health and care system, a more 
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robust testing and contact tracing infrastructure would be needed. The options for 

this, based upon emerging international experiences (from Scotland, Wales, NI, 

USA & Europe), would necessitate rapid investment in developing either: (1) 

stronger local and regional level response capabilities building upon existing 

infrastructures; (2) a national level solution, involving the design and 

implementation of a bespoke national TTI system covering all responsibilities; or 

(3) a hybrid approach involving strengthening and integrating local, regional and 

national TTI capabilities, providing multi-level leadership, coordination and 

delivery. Each option would have had its own benefits and costs, and at the time, 

there was limited evidence on the comparative effectiveness/efficiency of 

different modalities of contact tracing in different populations, and for different 

transmission dynamics. However, I consider the hybrid model to be the best as it 

combines the local knowledge (places, people, assets, local challenges) and 

culturally competent implementation ability, with national capability in setting 

policies and standards, practice guidelines, facilitate sharing of best and 

promising practises, and providing additional resources to support 

implementation. Moving forward, the most important decision is for policy makers 

to choose an option, ideally with the full engagement and co-production of 

partners involved in the system's design, implementation and delivery (e.g. local 

government, NHS). By co-production we refer to a collaborative approach where 

individuals, service users, and professionals work together to plan, design and 

deliver services or solutions. It is based on the principle that those who are most 

affected by a service are best placed to help shape it. We do not know when and 

where policy decisions were made to create a new national test trace and 

isolation structure (NHS Test and Trace) in England and how system partners 

and affected communities were engaged in its design and co-production. 

22. At the time, and with hindsight, it was clear that if there had been better funded 

pre-existing local and regional Public Health capacity, available Public Health 

workforce, and additional responsive funding for rapid expansion, then local and 

regional (sub-national) TTI capabilities could have been scaled up more quickly. 

For many of our members working in localities, this felt like a more pragmatic 

option, with the potential to rebuild historically lost local health protection capacity 

and capability. Other potential benefits included: For individual cases and their 
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contacts, the ability to work with and through local services (rather than a distant 

national organization) increased the likelihood of community ownership, trust and 

engagement; the ability to provide wrap around support services (e.g. social care 

and financial support); and speedier and more effective follow-up and closure of 

contact tracing cases. However, given the devolved and dispersed nature of 

local and regional Public Health and health protection delivery teams in England, 

there was not any single infrastructure in place capable of scaling up without 

significant additional resources. 

23. There would also have been significant challenges of building a new central TTI 

structure from scratch (e.g. costs, staffing, legal and operational delivery) with the 

need to algin with and support the existing local and regional health protection 

networks and infrastructures being key. The FPH cannot comment on the degree 

to which the new national TTI infrastructures were developed in close partnership 

with implementing system partners, or whether if they had been used or involved 

more, whether things could have been different. Especially missing in the 

predominantly nationally driven TTI approach, were the local engagement and 

relationships of trust with local communities, imperative to address the unequal 

burden of COVID incidence and the pandemic's exacerbation of health 

inequalities. Prior to the COVID pandemic, the global declines in trust in 

government and traditional institutions, particularly among socio-economically 

disadvantaged, Black and minority ethnic (BME) and other marginalised 

communities was well documented. This lack of trust significantly affected the 

outcomes of the COVID-19 pandemic, with many local communities being less 

likely to take up recommended testing, treatment, contact tracing or vaccinations. 

Against this backdrop, the initial national approach to Test, Trace and Isolate 

(TTI) was not tailored to the specific needs of diverse local communities and 

therefore limited in its reach and effectiveness with the most vulnerable. 

Communications were initially delivered predominantly in English, trusted local 

leaders were not engaged, and efforts to build local community awareness, 

engagement and trust were limited. The nuanced, culturally competent 

messaging required to reach certain communities was initially absent, and as a 

result, key public health messages often failed to land or were misunderstood. 

While national messaging was important for consistency, the reality was that they 
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were limited in their reach and impact with many communities. What was needed 

was locally-led approaches that centred trust, inclusion, and community 

engagement — approaches that recognised and acknowledged cultural 

differences, beliefs, and practices, and adapting interventions accordingly. 

24. FPH were not involved in the discussions which led to the more TTI centralized 

approach, or formal discussions relating to delivery of TTI and the creation of 

NHS Test and Trace. Our role was to support our members, many of whom work 

at local and regional levels, and for whom it was increasingly clear that much less 

time would have been wasted if government had been willing to design or co-

produce the architecture of TTI together with system partners and affected 

communities, and with greater transparency. What could not easily be 

recognized at national level (or with a highly centralized approach) was the 

identities, locations and needs of the most vulnerable persons and communities 

within individual locally authorities. At local level, additional resources were 

needed to deal with the growing burden of COVID infections, hospitalizations and 

deaths among vulnerable communities, and in time that came. However, it took 

time for the initial, highly centralized response effort to acknowledge and respond 

to the growing and complex social care and support needs of local communities 

as the pandemic unfolded. Whereas initially, we arrived at a situation in England, 

where the government was doing the testing and tracing, and local authorities 

were responding. As time passed, more national-regional-local operational 

collaboration, along with greater local devolution of responsibilities for TTI, 

resulted in local authorities facilitating more effective delivery and impact, 

supported by regional health protection teams. In the end, it took over a year for 

the picture to come together and for the local focus, investment and clarified 

ways of working to prevail. 

FPH's Involvement with Test, Trace and Isolate (`TTI') 

25. FPH had no involvement with or contribution to TTI policy and strategy prior to, or 

in response to, the COVID pandemic. FPH is a membership organization 

involved in focused Public Health advocacy and policy on members' behalf. 
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Views were expressed in its publications — see below. The FPH also operated in 

an advocacy role for members, although it is important to bear in mind that this 

was not lobbying. FPH is not a political organization. 

26. FPH was not contacted by UK Government or the governments of the devolved 

administrations in respect of TTI in the context of the pandemic. Neither was 

FPH consulted. However, it is worth bearing in mind that FPH is a membership 

organization with responsibilities set out above. It is not surprising that the 

central administrations did not contact FPH on what would have been operational 

matters. In all honesty, I would not expect us to have been called in respect of 

operational details. Pandemic response policy would be a different question — 

but that had been decided nationally and was centralised. Similarly, the FPH 

would have been keen to engage with the UK government on Public Health 

workforce related issues in the pandemic — workforce wellbeing, training, 

recruitment and scale-up, accreditation etc, - given the significant burden and 

responsibilities placed on Public Health specialists throughout the pandemic. The 

FPH were not formally engaged or consulted on either pandemic response 

policies or on Public Health workforce issues. 

27. That said, there were informal and confidential briefings involving the Chief 

Medical Officer and the Royal Colleges. I believe that Maggie Rae would have 

attended those discussions, which took place weekly. FPH does not hold minutes 

of those meetings. Accordingly, I cannot comment whether, and to what extent, 

TTI was informally discussed. 

28. On the Public Health operational side in England, much of the TTI pandemic 

response involved sub-national Public Health teams (e.g. either local authorities 

through their DsPH or local health protection teams in PHE/UKHSA regional 

offices), with the eventual support of the evolving national TTI infrastructures. 

have already described how the local and regional health protection responses 

were critical at the early stage of the COVID pandemic response; then supported 

by a more centralised TTI approach; before finally evolving into a more integrated 

national-regional-local, multi-level and integrated delivery model. DsPH are all 

members of the FPH. However, they did not meet with us to discuss operational 
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matters as this is not a function of FPH (that would have been led by ADPH). 

Our operational understanding/ involvement only came from informal reports. 

29. Throughout the acute phase of the COVID pandemic (2019-2022), the FPH 

remained in close contact with other Public Health bodies including the ADPH 

and the Local Government Association ("LGA"). If matters of serious concern had 

arisen, the previous FPH President Maggie Rae would have been able to 

escalate through her contacts with the Academy of Medical Royal Colleges (of 

which the FPH is a member) and directly with the Chief Medical Officer (through 

the informal and confidential CMO and Royal Colleges' Meetings). The FPH 

President would also have been invited to ad hoc partner briefings from PHE/ 

UKHSA and the DHSC. There is no doubt that the pandemic did lead to greater 

levels of communication and co-operation between Public Health bodies and with 

national government, and relationships are better now than they were before the 

pandemic. For the future, we would like to see a more proactive rhythm of formal 

and confidential briefings for professional bodies including the Royal Colleges 

and Public Health professional bodies, with the DHSC and national Public Health 

agencies. Both during 'peace time' (as there are always ongoing health related 

threats) and as part of any pandemic response. We would also encourage 

broader and ongoing engagement with a diverse range of professional, delivery 

and community partners on health-related matters to build a more resilient 

network of engaged stakeholders, capable of mobilisation in case of national 

emergencies. 

30. However, as FPH was not involved in the operational delivery of TTI, we can only 

provide limited observations and evidence about UK Government's approach to 

TTI. 

31. In June 2020, FPH published a statement on COVID 19 (Exhibit KF/01 

[INQ000108772]) building on the experience of our membership and identifying a 

number of key areas that could be considered on how best to tackle it and save 

lives. It highlighted the need to support Public Health professionals, our 

members, with resources and strong leadership. Whilst I was not personally 

involved in the conception or production of this document, it must have been 
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produced because of a belief that something needed to be said about the Public 

Health impacts of lockdown easing. This document will have represented the 

responsible views of members, based on a feeling that it was necessary to say 

something. It was prepared in conjunction with ADPH. 

32. There is no equivalent document on TTI. The reason for this is because we were 

not in the operational space on this issue. An example of this was the question 

of whether FPH staff were properly classed as 'key workers' during the early 

stages of the pandemic. The idea that we might be, was dismissed quickly, 

because we were not active in fighting the pandemic operationally. This 

contrasts markedly with the position of DsPH who were responsible for the local 

health protection response. The support we could offer was about giving 

flexibility on CPD training for FPH members, and flexibility around the 

examinations for students. This was necessary so that Public Health staff could 

focus their efforts on fighting the pandemic. 

33. Returning to our June 2020 document, the advisory nature of it is apparent. We 

were highlighting areas of good Public Health practice and in particular the need 

for: 

i. Leadership and integration — an effective national, regional and local 

system where local leadership, ownership and involvement is prioritized. 

Clarity of responsibilities, relationships between bodies and agency with 

clear lines of accountability and communication is essential. 

ii. Data and surveillance — transparency and openness in data availability 

and reporting to those in the system who need it must include local PH 

Teams. 

iii. Testing and contact tracing — a test and trace strategy that as clarity of 

purpose and quality standards and that is effective in managing 

outbreaks, suppressing the virus and preventing further spread. 

iv. Community engagement — consistent and targeted public messages 

about COVID 19 related risks and how to mitigate and manage these was 

required. 

v. Health inequalities — COVID 19 as having a disproportionate effect on 

disadvantaged communities. 
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vi. Workforce and training — every member of the workforce undertaking key 

Public Health roles including contract tracing and testing should be 

appropriately trained and supported to undertake this role. Minimum 

training standards should be developed for new and/or temporary 

workers. 

vii. Ethics and law — there must be sound ethical underpinning to legal and 

policy interventions. 

viii. Sustainability — the pandemic highlighted the importance of access to 

green space in our urban environments. It also reduced travel and the 

omissions of co2; we want to ensure these benefits are sustained in the 

future. 

34. The statement noted that a clear, overarching strategy was needed for testing 

that ensured effective, equitable access and the efficient use of resources. This 

strategy should recognize that testing may serve a number of different purposes 

and has a role in a number of different processes including diagnosis for 

symptomatic individuals, surveillance, research, prevention of transmission, 

protection of others, case finding and contact tracing. The statement linked to a 

report and discussion paper on national testing strategy produced by the Royal 

College of Pathologists (Exhibit KF/02 [INQ000369638]). 

35. FPH, as mentioned above, also joined with ADPH in November 2020 to release 

statement on Targeted Community Testing (Exhibit KF/03 [INQ000518438]). 

This statement was led by ADPH and was primarily to highlight the importance of 

both testing and basic Public Health measures, including hygiene and face 

coverings, and the need to engage with communities, in order to support our 

members who were working hard in multiple settings to confront the challenges 

of the pandemic. 

36. FPH received no response from the UK Government to either of its statements. 

37. Turning to local government, whilst the DsPH were members of the FPH, we did 

not have conversations with them about local operational delivery as part of the 

COVID pandemic response. There were no circumstances in which we would 
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have contacted operational partners (directly involved in response) about what 

they were doing. We did not have discussions of this nature. We did speak with 

some health charities though about operational matters including the Kings Fund 

and the Health Foundation. 

38. Turning to enforcement of TTI procedures, compliance and data sharing, we 

were not involved in these matters at all. They were operational and outside 

what we were focused on. 

39. We did not undertake any formal work to scientifically or methodologically 

evaluate the evidence about UK Government's approach to TTI. The anecdotal 

points are set out in this statement. However, we have never undertaken a 

formal evaluation of TTI or the COVID pandemic response. Neither have we 

undertaken an FPH `lessons learnt' examination of these issues. We knew from 

an early stage that there would be formal inquiries into the COVID response, and 

we did not feel the need to add an FPH Inquiry to this weight of learning. 

Instead, we felt it better to await the National COVID Inquiry and to engage with 

that. For completeness, we have appended our published statements on TTI to 

this statement. 

My Previous Statement 

40. I provided a statement to the Inquiry for Module 1 of its investigation, dated 13th

April 2023. I have been asked to comment on Paragraph 34. 

41. I should explain that paragraph 34 was setting out the background to an 

observation that FPH feels there should have been more local and regional level 

engagement in the development, design and implementation of TTI initiatives. At 

the beginning and throughout the course of the pandemic. Expanding upon the 

points I made back in April 2023: 

a. Public Health England (PHE) was commissioned by the CMO and 

then Secretary of State in England, to examine the disparities in risks 

and outcomes for COVID-19 in April 2020 with the report being 

15 

IN0000587544_0015 



published by June 2020. The two published PHE reports on COVID-

19 related health disparities, among the first of its kind by the UK 

government, combined insights from analyses of the available 

epidemiological and health service data, a rapid review of the 

published literature, with comprehensive stakeholder engagement 

using mixed qualitative methods (key informant interviews, focus 

groups and wider stakeholder engagement exercises). The PHE 

Disparities in the Risk and Outcomes for COVID-19 infection report 

(Exhibit KF/04 [INQ000101218]) focused on the epidemiological and 

health service data findings. The PHE Beyond the Data: 

Understanding the impact of COVID-19 on BAME groups (Exhibit 

KF/05 [INQ000106482]) report summarized the qualitative findings of 

the investigation and spoke to a key point of concern for FPH, namely 

that a key driver of the unequal experience of the pandemic was a 

growing disconnect with the public and in particular vulnerable 

affected communities, on health COVID-related communications 

including prevention, testing, diagnosis, treatment and care in the 

early stages of the response. The PHE report identified communities' 

concerns about language barriers; communication channels used: 

lack of credible and diverse spokespeople (to a local or minority 

audience); and the lack of a local voices as key factors influencing 

their engagement, trust and confidence in messages coming from 

national government. 

b. The PHE Beyond the Data report, provided initial insights into one of 

the potential downsides of a highly centralised COVID health 

communications response in England, including the early testing and 

contact tracing messages, as many local communities felt that the 

messaging failed to connect with them and therefore were less likely 

to be trusted and implemented. For example, the daily government 

COVID briefings, while helpful for a good proportion of the population, 

often failed to connect with some of the most disadvantaged and 

vulnerable communities, many of whom were at extremely high risk of 

acquiring the disease. There was a lack of diversity in the speakers, 

16 

IN0000587544_0016 



availability of information only in English. and the limited use of local 

channels or local community leaders to amplify, translate or reinforce 

these messages were seen as a challenge, resulting in low 

engagement and trust around many issues including TTI. 

c. Whilst the FPH was not engaged directly in the national COVID health 

communications, we had many members in local government and 

who were dealing with local communications in England. Some of 

them had lead roles in response to the delivery of local TTI 

programmes. In their view, reflected up through FPH, community 

engagement was better managed at a local level. There were pre-

existing relationships between local authorities and their local 

communities, including faith, voluntary sector and business networks. 

Local authorities, local hospital trusts, local primary care partners in 

England were already working to improve health in neighbourhoods 

and had strong working relationships through Integrated Care 

Partnerships. 

d. The pandemic required a deepening and strengthening of these 

community relationships, which is what the DsPH and their teams in 

local government did, which formed a critical part of the COVID 

pandemic response. Local government staff, including local Public 

Health teams, were able to build more consistent and robust 

community engagement activities and culturally competent messages 

and services. For example, by investing in community outreach 

workers including, COVID ambassadors and community champions; 

multi-lingual health messaging; and working with local community 

leadership, the local response was better able to complement and 

support more centralized messaging and programmes e.g. TTI as the 

pandemic unfolded. As resources were provided to support these 

community-centred approaches, local government and community 

partners were better able to meet the diverse and growing need of 

their local populations. 
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Vulnerability and Inequalities 

42. The COVID Pandemic shone a light on longstanding health inequalities and 

exacerbated existing inequalities as the pandemic progressed. It is not unfair to 

say that UK society is unequal, and as it came under strain those inequalities 

became more pronounced. Lockdown was a significantly different experience, 

depending upon the type of housing available to a person, their job, and level of 

support they were able to access within their local community. Key among these 

inequalities was the disproportionate impact of the pandemic on black, Asian 

minority ethnic groups, older individuals, and those living in socially and 

economically disadvantaged parts of the country. The pandemic exacerbated 

inequality and did so at a pace and magnitude that had not previously 

experienced. This included the disproportionate and increased burden of COVID 

diagnoses, hospitalizations and death among those more likely to be exposed to 

the infection occupationally, Black and minority ethnic populations, those living in 

overcrowded or multigenerational households, older individuals, and those with 

pre-existing chronic physical and mental health conditions. 

43. The PHE Beyond the data report (2020) highlighted the need for more integration 

and had a stronger equality focus to mitigate the impact of the unfolding 

pandemic on black and ethnic minority communities. Specifically, the report 

called for: 

• Better ethnicity data collection and recording in NHS and social care 

systems 

• More support for community participatory research to understand the 

drivers of COVID vulnerabilities and opportunities to mitigate them 

• A focus on improving the access, experience and outcomes for BAME 

communities 

• Accelerated development of culturally competent occupational risk 

assessment tools 

• Funded culturally competent COVID education and prevention, chronic 

disease prevention and health promotion campaigns 

• A focus on tackling the underlying wider determinants of health and 

COVID vulnerabilities 

18 

INQ000587544_0018 



44. While the FPH has not formally evaluated the impact of the PHE Reports on 

COVID disparities, it is clear from our members that the PHE reports were a 

welcome addition to the rapidly emerging, and concerning, picture on COVID's 

disproportionate impacts. The findings of the reports were relevant and timely, 

and the report's 7 recommendations were appropriate and implementable at 

national, regional and local levels. The report undoubtedly facilitated a significant 

and welcomed shift in the pandemic response in England towards: 

- More robust and evidence-informed discussions about health and 

social inequalities as part of the COVID response. 

- Greater investment into researching COVID inequalities and impact 

and opportunities for intervention. 

- More investment in co-produced and culturally competent health 

campaigns available in multiple languages, using diverse images, and 

disseminated through more culturally appropriate channels. 

- Greater investment in community-centred responses like community 

outreach, social support provision, and community mobilization with 

direct benefits to TTI activities. 

- Improving the quality and completeness of reported data on COVID's 

impact on diverse communities and settings. 

45. Did the decision makers take this report into account? In my view they did. The 

PHE reports received considerable media attention at the time and were 

supported by other publications from the ONS and academic partners. In 

England, PHE committed to widespread dissemination of the report's findings, 

which was in turn supported additional engagement by local government, 

voluntary sector and NHS partners who used the reports' findings to further 

prioritise their efforts to understand and respond to tackling health inequalities. 

From a health communications perspective, incorrect assumptions were initially 

made about people being able to receive information in the same way, people 

responding to COVID in the same way and people having the same experience 

of the virus. The PHE Reports challenged these assumptions and helped unlock 

more equity-focused research, health communications, policy and programmes, 

including TTI. 
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46. A key lesson learnt through the pandemic has been the importance of proper 

engagement with potentially disproportionately affected populations both in the 

planning and preparedness as well as in the design, delivery and evaluation of 

Public Health interventions instilled as part of pandemic response. However, as 

FPH had no operational advisory in relation to TTI it is unable to comment on the 

extent to which issues related to inequalities and vulnerabilities were considered 

by distinct relevant actors (including UK, national and local government, health 

systems) or those working to deliver TTI. 

47. It is also worth bearing in mind that George Floyd was murdered in May 2020, 

and this brought the equalities agenda. Black Lives Matter, health inequalities 

and anti-racism very much to the fore. This created an environment in which 

there could be more open and honest dialogue around the unequal effects of the 

COVID pandemic, and the need for more equity-focused and equity-considered 

pandemic responses including TTI activities. 

48. Turning to delivery, the FPH does not have detailed data available. However, 

from the views expressed by our members in England, vulnerability and 

inequality were in the forefront of the minds of local Public Health teams, local 

government and local NHS partners who had a focus on inequalities, both with 

respect to their own workforce, as well as for the communities they served. Local 

government and their local Public Health teams were at the forefront of 

supporting communities locally and were consistent in their advocacy regarding 

the need to address health and social inequalities as part of a robust COVID 

response. After the publication of the PHE Reports, other emerging research 

evidence, alongside more robust local and community advocacy for tackling 

health inequalities, central government became focused on the issue in a way 

they hadn't visible previously. During later COVID pandemic waves, and 

especially with the delivery of the COVID vaccination programme, this shift would 

prove extremely important. 
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Lessons for the Future 

49. The FPH has not been commissioned or been involved in a lessons learnt 

exercises, or reviewed matters relevant to the provision outline for Module 

Seven. We did set up a members' portal for individual Public Health practitioners 

to share their thoughts and reflections, but received few submissions. 

50. FPH is conscious that recommendations for the future are not really our place as 

a professional membership organisation involved primarily in training, 

accreditation and professional standards. We were not involved in operational 

delivery and are reliant upon the experiences of members in relation to that. 

Other organizations are far better placed to provide this learning to the Inquiry. 

However, as a result of the pandemic, improvements in the way the Faculty of 

Public Health supports its members have taken place which need to be 

maintained: 

a. Better communications with our members with more robust 

engagement on policy through our special interest groups (SIGs) 

b. Updated governance and policy for the FPH to ensure we are more 

clearly understand our members needs and how best to support their 

career development and effectiveness. 

c. The Faculty has strengthened its own approach to understanding and 

tackling structural racism as part of a revamped organizational priority 

around addressing wider health inequalities. We are especially proud 

of our work on understanding and responding to differential attainment 

in our assessment and professional examinations. 

d. We have stronger relations with the office of the Chief Medical Officer, 

Medical Director of the NHS, and the Presidents of other Medical 

Royal Colleges which will put us in good steam should there be the 

need for a future pandemic response. 

e. We work more collaboratively with other Public Health bodies 

including the Association of Directors of Public Health and the Royal 

Society of Public Health on matters related to workforce and Public 

Health policy and advocacy to maintain the cohesive and powerful 

collective voice for the specialty, strengthened through the pandemic. 
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Concluding thoughts 

51. My final thought is that ultimately Public Health is about the organized efforts of 

society to improve health and tackling health inequalities. The Faculty of Public 

Health's (FPH) role during the COVID-19 pandemic, particularly in relation to 

Test, Trace, and Isolation (TTI) strategies was predominantly in support of our 

members as they advocated the importance of local engagement, the critical role 

of Public Health professionals, and the power of data-driven decision-making in 

the COVID response. 

52. Our experience confirmed that effective TTI requires a deep understanding of 

local communities, their specific needs, and cultural nuances. Local Public Health 

teams, with their strong connections to the community, were well-positioned to 

tailor TTI measures to specific local contexts. A balanced approach, combining 

centralized coordination with decentralized implementation, ultimately proved 

best for optimizing TTI efforts by leveraging the strengths of both approaches. 

53. The COVID-19 pandemic highlighted the need for evidence-based policymaking 

and the importance of optimizing approaches across society to address health 

inequalities. To improve future pandemic preparedness and response, more 

research is needed on the effectiveness of various testing and tracing strategies. 

Public health professionals, with their expertise and understanding of community 

needs, should play a pivotal role in co-designing future systems alongside 

policymakers and operational managers. By incorporating these elements, we 

can build more resilient and equitable public health systems. 

54. Public Health professionals working at local, regional and national levels were 

crucial in shaping effective health policies and strategies, including TTI. A 

stronger, more robust pre-pandemic Public Health workforce would have 

provided significantly greater resilience in the early days of the pandemic and 

facilitated more rapid scale up and expansion. Investing in the Public Health 

workforce is essential to ensure adequate capacity and expertise to respond to 

future health crises. Strong collaboration between Public Health organizations, 

22 

1N0000587544_0022 



policymakers, and community stakeholders is vital for successful Public Health 

interventions. 

55. Our members' experiences highlighted the power of data-driven decision-making. 

Data-driven insights were essential for understanding disease transmission, 

identifying vulnerable populations, and evaluating the effectiveness of TTI 

strategies. Data collection and analysis should prioritize equity and inclusion to 

address health disparities and ensure that interventions reach all communities. 

Transparent communication of data and evidence is crucial to build public trust 

and inform decision-making. 

56. Finally, as we have emerged from the acute phase of the COVID pandemic, the 

decisions to dismantle the national test and trace functions and decommission 

associated national regional and local capabilities, raises significant concerns. 

We have seen the emergence of new infectious disease threats (e.g. Mpox) and 

a resurgence of previously controlled vaccine preventable diseases (e.g. 

measles and pertussis) since 2022 which have also required significant test and 

trace capabilities. The removal or downsizing of nearly all of the COVID TTI 

infrastructure could compromise the UK's ability to respond effectively to future 

outbreaks and pandemics. A robust testing and tracing infrastructure remains 

essential for the early detection, contact tracing, and containment of infectious 

diseases. By dismantling these critical capabilities, the UK risks being less 

prepared to mitigate the impact of future health crises, and certainly unable to do 

so in a timely way given loss of capacity and expertise. It's imperative to strike a 

balance between cost-effectiveness and public health preparedness. We must 

ensure that adequate resources are allocated to maintain essential public health 

functions and a trained, deployable public health workforce. 

57. By learning from the experiences and lessons, the FPH believes that we can 

strengthen future Public Health pandemic responses. By prioritizing local 

engagement, empowering Public Health professionals, and leveraging data-

driven insights, we can ensure that future health crises are met with effective, 

equitable, and resilient strategies and programmes. 

23 

IN0000587544_0023 



I believe that the facts stated in this witness statement are true. I understand that 

proceedings may be brought against anyone who makes, or causes to be made, a false 

statement in a document verified by a statement of truth without an honest belief of its 

truth. 
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