
COVID-19 INQUIRY —MODULE 10 

MIGRANTS' RIGHTS CONSORTIUM 

CLOSING SUBMISSIONS 

A. INTRODUCTION 

1. The Migrants Rights Consortium ("MRC") is a collective of nine organisations which 

have as their unifying focus the rights and interests of migrant people in the UK. The 

MRC consists of five charitable organisations, the Joint Council for the Welfare of 

Immigrants ("JCWI"), Kanlungan, Project 17, Together with Migrant Children 

("TwMC"), JustRight Scotland; two medical / humanitarian organisations, Doctors of 

the World UK ("DOTWUK") and Medact; and two trade unions, United Voices of the 

World ("UVW') and the Independent Workers' Union of Great Britain ("IWGB"). 

2. The migrant communities supported by the organisations within the MRC are all 

subject to immigration control, this means that they require permission from the 

government to enter and remain in the UK. The vast majority of them were excluded 

from the mainstream public welfare system, either because they had a "no recourse to 

public funds" ("NRPF") condition prohibiting access to public funds attached to their 

leave, or because they were subject to a different, less protective, welfare regime, or 

because they did not hold leave to remain in the UK. 

3. A recurring and central theme throughout Module 10 is that the impact of the pandemic 

was not spread equally throughout society. Moreover, a consistent feature that has 

emerged from the evidence is the clear connection between immigration control and 

the disproportionate and unequal impact of the Covid-19 pandemic. In short, 

longstanding immigration law and policy excluding migrants from the mainstream 

welfare safety net and protective public services created a population group that was 

vulnerable in unique ways. The prioritisation of immigration control over individual 

migrants and public health resulted in a grossly disproportionate impact on people 

subject to immigration control. This is addressed in Parts B and C below. 

4. The MRC is grateful that in Module 10 the Inquiry has recognised that the pandemic 

had an impact on migrant people and would like to thank the Inquiry for giving the 

people they represent the opportunity to participate in this Module, to allow for the 

impact of the pandemic on them to be heard. However, a persistent feature in the 

evidence disclosed in Module 10 is the imbalance between the impact of the pandemic 

on migrant people and the scant recognition of the risks they faced. Indeed, this 
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discrepancy is reflected in the very infrequent mention of migrant people within the 

thousands of pages of documents disclosed within this Module, including the Inquiry's 

own work on the Every Story Matters project, in which the experiences of migrants, 

asylum seekers, and refugees are not captured once in any of the Module 10 reports. 

D 1IIliriisii dE1.

6. Recommendations and lessons learned are addressed in Part D, drawing together the 

themes identified throughout this document. It is relevant to note, a recent development 

is that the government proposes to extend NRPF including for those with permanent 

residence in the UK is unpromising. The proposed reforms, vastly extending the 

number of migrant people who would be shut out from the welfare safety net and 

protective public services in the event of a future pandemic, are not a step in the right 

direction. The MRC is concerned that there has been little, if any, reflection within 

government about the dangerous relationship between exclusionary immigration law 

and policy and public health. The current and future context of immigration law and 

policy makes the Inquiry's work all the more important. The MRC urges the Chair to 

make recommendations that address the MRC's central submission that immigration 

rules which exclude and deter migrants from protective public services exist to 

everyone's detriment, particularly during a pandemic. 

7. Moreover, the MRC echoes the recommendations of the DA Group, Shelter, and the 

TUC with regard to the effects of NRPF on extremely vulnerable individuals throughout 

the pandemic and beyond, and notes the intersectional lens through which the Inquiry 

must examine the impacts of the pandemic on the most vulnerable in our society. 
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8. As was recognised by lead Counsel to the Inquiry in opening the Module 10 full 

hearings, those in society who entered the pandemic period living with vulnerabilities 

suffered impact unequal to those better off.' Migrant communities were among the 

hardest hit in society. Despite this, there has been little recognition that being subject 

to immigration control was an additional risk factor during the pandemic. However, the 

disproportionate impact on them is borne out by the evidence disclosed in Module 10. 

9. Statistical evidence pointing to a disproportionate impact, not only on ethnic minorities, 

but particularly on migrant people, was available from as early as April 2020. On 22 

April 2020, the 'Health Service Journal', the publication for healthcare leaders, 

published a report, authored by Professors Cook and Lennane, on the data around 

ethnic minority healthcare worker deaths.2 It reported that 71 % of nurse and midwife 

deaths, 56% of healthcare support worker deaths and 94% of doctor and dentist deaths 

were from members of ethnic minority communities. Strikingly, it reported that at least 

83% (53 of 64 BAME individuals) of these ethnic minority fatalities were people born 

outside of the UK and that "more than half those health and social care workers who 

have died were born outside the UK" despite migrants constituting only a reported 18% 

of NHS staff. As a result of the data pointing to an additional disproportionate impact 

on ethnic minority healthcare workers who were also migrants, Professors Cook and 

Lennane advised that migration should be considered as a risk factor in the pandemic, 

in addition to ethnicity. 

10. This finding was consistent with research undertaken by Kanlungan during the 

pandemic which showed that persons with Filipino nationality working within the NHS 

represented an estimated 22% of deaths in NHS nurses while comprising only 3.8% 

of the staff population.3

11. One Filipino nurse interviewed for a report remarked "they would just tell you; you are 

hired to work here. Just work, I don't care if you die or not, I don't care if you are sick 

or not, just work."4

1[1198/1O..121 
2 IN0000352887. 
3 IN0000659851 /86/§293. 
4 IN0000659851 /87/§294. 
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13. Further, on 3rd July 2020, the Independent Scientific Advisory Group for Emergencies 

("SAGE") submitted a report to the Government.$ The report was authored by Sir David 

King, the former Chief Scientific Advisor, and highlighted the particular dangers of 

Hostile Environment policies linking immigration status to NHS access and thereby 

limiting access to healthcare, in the context of a pandemic. The report specifically 

identified NRPF conditions as exacerbating "precarity and destitution" and called for 

their removal.' 

14. Despite the clear indications from as early as Spring 2020 that immigration status was 

relevant to the rates of infection and mortality from Covid-19, it was not included in 

`official" risk assessments and there was no attempt made to disaggregate data to 

understand the distinct impact of being subject to immigration control on infection and 

mortality rates. Indeed, no official data was gathered in respect of migrant mortality 

rates generally. The failure to quantify the mortality rates for migrants fully and 

accurately had the inevitable effect of obscuring the true impact of immigration control 

on infection and mortality rates during the pandemic. The Inquiry's Module 2 report 

finds that the lack of comprehensive equality-disaggregated data led to a general 

failure by the UK government and devolved administrations to understand who was 

most vulnerable to the pandemic.10 This finding applies equally to migrant people. 

15. Notwithstanding the gaps in official data, the distinct impact of immigration control on 

infection and mortality rates during the pandemic is undeniably clear, as seen from the 

data gathered during the pandemic in relation to healthcare workers, the analysis of 

5 INQ000089740. 
6 INQ000089740/4. 

INQ000089740/54. 
8 INQ000215514. 
s INQ000215514/9. 
1° Covid-1 9 Inquiry, Module 2, 2A, 2B, 2C Report — Core decision-making and pol itical governance, 
pp72-73, §§10.48-10.39. 
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16. In addition to organisations such as the JCWI and Medact recognising the distinct, 

disproportionate impact of the pandemic arising from immigration control13 this 

connection has also been recognised within healthcare research. An article in the 

British Journal of General Practice observed that in contrast to the growing body of 

research on the impact of the pandemic on ethnic minorities, "migrants may have 

unique risk factors and vulnerabilities to Covid-19 and face barriers to health care and 

poor health outcomes in the UK and Europe."14 importantly, it has also been 

recognised within the expert evidence presented to the Inquiry. In his oral evidence in 

Module 10, Professor Nazroo confirmed that by contrast to other factors that had been 

proposed to explain the disproportionate impact on ethnic minority communities (listed 

at paragraph 41 of the report jointly authored with Professor Becares), the evidence 

for the unequal impact on migrants, from hostile environment measures excluding 

people from mainstream welfare support and creating barriers to healthcare, is 

"reasonably clear".15

17. The unequal impact on people subject to immigration control was entirely foreseeable. 

This is easily apparent in a context where hostile environment policies exclude many 

migrants from accessing protective public services, exclude them from the welfare 

safety net and push them into low paid, poor quality jobs, so that it was entirely 

predictable that they would be amongst the hardest hit by pandemic. 

11 INQ000273843/7. 
12 INQ000273843/1 1. 
13 INQ000659851 /29/§§ 116-119. 
14 INQ000401 1 04/1 1. 
15 [5/148/5-10]. 
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18. As the evidence of Sir Michael Marmot, who gave evidence in Modules 1 and 10, 

makes clear, the basic proposition is that the lower the socio-economic position, the 

greater the adverse consequences during a pandemic, including ultimately, mortality. 

This is a pattern evidenced in all previous pandemics and is the foundation of the 2010 

and 2020 Marmot reviews.16 As he said in his oral evidence in this module, the greater 

the deprivation, the higher the Covid-19 mortality and deep-seated inequalities in 

society lead to inequalities in health.17 As recognised in the 2 June 2020 PHE report, 

"populations who are socially excluded, such as people who experience homelessness 

and vulnerable migrants, tend to have the poorest health outcomes, putting them at 

the extreme end of the gradient of health inequalities."18 As the PHE report recognised, 

"[t]his is a consequence of being exposed to multiple, overlapping risk factors, such as 

facing barriers in access to services, stigma and discrimination."19

19. Immigration control creates and contributes to the low socio-economic status of 

migrant people in significant ways. The hostile environment policies introduced in 2012 

and extended by the Immigration Acts in 2014 and 2016 prevented those without leave 

to remain from accessing housing, healthcare, education, employment, bank accounts 

and benefits.20 The policies transformed everyday interactions such as healthcare, 

renting, banking into immigration checks whose impact went far beyond the ostensible 

target of people without leave to remain. The exclusionary logic of the policies 

perpetuated racism and discrimination and rendered the position of all migrants, 

including those with leave to remain, more vulnerable. 

20. Despite the clear foreseeable adverse impact on migrant people, and the data 

confirming that from very early in the pandemic, the government response was 

characterised by inaction. The policies and law excluding people subject to immigration 

control from accessing protective public services remained in place, despite calls for 

their suspension from both scientists and public health experts; and from the 

organisations supporting the migrant communities on the frontline, who bore witness 

to the devastating impacts on their clients.21

16 1NQ000588215/36; INQ000195843/9/§21.3. 
17 [3/78/1]; [3/97/5-7]. 
18 1NQ000089740/54. 
19 1NQ000089740/54. 
20 1NQ000659851 /11-12. 
21 1NQ000215514, 1NQ000659851/12. 
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21. We set out below three central ways in which measures of immigration control created 

it a discrete axis of vulnerability, as follows: 

a. Exclusion from mainstream public funds 

b. Hostile environment policies creating barriers to accessing healthcare and 

vaccines 

administrative detention. 

22. As explained below, a consistent theme in the Module 10 evidence, is either that there 

was no mitigation during the pandemic at all or that any mitigations that were put in 

place were insufficient or ineffective to protect people subject to immigration control 

from the virus. Contrary to advice, the government chose not to enact the simplest and 

most effective mitigation, that of removing or suspending the NRPF and hostile 

environment measures during the pandemic. As a result, the level of mistrust from 

years of hostile and exclusionary policies, meant that minor adjustments, such as 

adding Covid-19 to the communicable disease exemption list whilst retaining the 

healthcare charging and data sharing regimes, were certain to fail. Equally, such was 

the entrenchment of policies excluding migrants from the mainstream welfare system 

that in the absence of the clearest of messaging from central government, measures 

that ostensibly prioritised public health over immigration control, such as the Everyone 

in' initiative described below, would inevitably be applied inconsistently, thereby failing 

to protect all of those in need. 

1) Exclusion from mainstream public funds 

23. It is self-evident that excluding people from the welfare safety net during a pandemic, 

and particularly when sectors of the economy are shutdown, will inevitably make them 

more vulnerable to its consequences. As the MRC's evidence shows, in broad terms, 

there are three categories of migrant who do not have access to mainstream public 

funds. First, the vast majority of migrants who do not have permanent residence in the 

UK, have a condition attached to their leave to remain preventing access to public 

funds ("no recourse to public funds conditions" or NRPF). Secondly, people who are 

subject to immigration control and do not have leave to remain in the UK (sometimes 

known as "undocumented" people) are excluded from all public funds; and thirdly, 

asylum seekers and potential victims of human trafficking and modern slavery do not 
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have access to the mainstream welfare system.22 The impact of the pandemic on these 

groups as a result of their exclusion from the mainstream welfare safety net is set out 

below, in turn. 

24. As is clear from the MRC's rule 9 witness statement, the exclusion from mainstream 

public funds (NRPF) migrants who do not have leave to remain or who have limited 

leave to remain (in the sense that they do not have permanent residence in the UK) is 

a long-standing aspect of UK immigration policy, as enacted through legislation, 

including the Immigration and Asylum Act 1999, the Nationality and Asylum Act 2002, 

the Immigration Act 2014.23 Public funds include most non-contributory welfare 

benefits and forms of social housing. The list of excluded benefits includes: Universal 

Credit, Child Benefit, Housing Benefit, state pension, free childcare or disability 

support. The NRPF prohibition applies regardless of tax contributions or family 

circumstances. 

25. As Francesca Humi's evidence made clear, the vast majority of migrants who have 

limited leave to remain in the UK have an NRPF condition attached to their leave.24

This includes (but is not limited to) migrants on visas for work, study or family reasons. 

As the evidence shows, therefore, this is a large group: at the end of 2020, there were 

an estimated 1.48 million people in the UK who held visas that are typically subject to 

the NRPF condition, and this rose to 2.58 million at the end of 2022.25 Additionally, 

migrants without leave to remain in the UK (sometimes described as "undocumented" 

migrants) also have no recourse to public funds. As noted in the MRC's rule 9 witness 

statement, due to the inherent difficulties in record keeping for this group, the number 

of undocumented migrants in the UK is unclear but was estimated in 2017 to be 

between 800,000 and 1.2 million.26

26. The evidence disclosed in Module 10 shows overwhelmingly what should be glaringly 

obvious: absence of a welfare safety net, including mainstream financial benefits and 

housing support, meant that migrants without access to mainstream public funds were 

singularly disadvantaged in the face of the adverse economic effects of the pandemic. 

22 INQ000659851 /12/§51. 
23 INQ000659851 /12/§51. 
24 [6/46/5-18]. 
25 1NQ000508361, INQ000659851/66/§230. 
26 INQ000659851 /15/§58. 
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Those made redundant or facing reduced hours as a result of the pandemic did not 

have the welfare safety net to support them. In the absence of savings, they faced 

difficulties in meeting rent or mortgage payments and were at higher risk of 

destitution?7 Moreover, the fear of losing employment in the absence of the welfare 

safety net meant that some felt compelled to return to work even when unwell, thereby 

putting their own health — and public health — at risk.28

27. Further, as the evidence from the DA Group highlighted in Module 10, exclusion from 

public funds combined with other vulnerabilities to create significant intersectional 

impacts. A high proportion of domestic violence enquiries came from women of whom: 

'60% had NRPF, 23% were on spouse visas, and 77% of all enquiries involved 

complex immigration issues'.29 Women with NRPF conditions or who did not hold leave 

to remain faced increased vulnerability in situations of domestic abuse during the 

pandemic given their restrictions on access to safe housing, financial support and 

public housing.30

28. The case studies of 'Delia', 'Raina', 'Ana', and 'Rita' exemplify how NRPF conditions 

dramatically increased the vulnerability of these individuals: 

a. 'When Delia's husband left her at the beginning of the first lockdown in March 

2020, she was shielding due to physical health conditions and unable to work. 

Due to NRPF status, she was ineligible for benefits. She had no way to cover 

the rent or bills and did not know what to do. Although her husband continued 

to receive benefits, he stopped contributing to rent and bills, leaving her 

destitute. The husband kept texting her about the rent, sometimes saying he 

would pay all of it, and then changing his mind, meaning she was also 

experiencing controlling behaviour post-separation.'31

b. 'Raina arrived in the UK in 2018 on a Dependant Visa with NRPF, unaware of 

the condition. Her husband controlled all documents and used threats of 

deportation to maintain control. During the pandemic, her situation deteriorated 

sharply - confined indoors, not allowed outside even for a walk. Her husband 

claimed the virus was "in the air" while he went out freely. Living in a single 

27 IN0000659851 /60/§213. 
28 1N0000650333/7. 
29 I N 0000652188/41§ 10. 
30 1N0000652188/23/§68. 
31 I N 0000 652188/35/§ 103. 
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c. When Ana became pregnant in 2018, her partner's behaviour towards her 

changed dramatically. The abuse escalated significantly, becoming both 

psychological and physical. He demanded that she have an abortion, and when 

she refused, he threatened to report her to immigration enforcement if she did 

not comply. He used her immigration status and the threat of deportation as a 

primary means of coercive control... Ana fled again during the height of the 

national lockdown, this time with more determination despite the challenging 

circumstances. She gave birth to her son while navigating the complex systems 

of support with NRPF status. With ongoing support from LAWRS, Ana was 

eventually able to successfully apply to lift the NRPF condition attached to her 

visa, which was a turning point in her case. She received her first Universal 

Credit payment, which was a crucial step towards financial independence and 

rebuilding her life in safety.'33

d. 'Rita arrived in the UK on a visitor's visa and later overstayed. In 2019, she 

decided to separate from her partner. However, the Covid-19 pandemic and 

associated lockdown measures led to the escalation of abuse, particularly 

through child contact arrangements, which lacked appropriate oversight or 

safeguarding. As with many migrant women during the pandemic, Rita lost her 

job and income, rendering her unable to pay rent. Due to her NRPF status, she 

was ineligible for Universal Credit, housing support, or other welfare benefits. 

Facing destitution, Rita moved into a shared room. However, she was sexually 

assaulted by her flat mate, who used the threat of eviction to coerce and control 

her. Rita left and was sofa-surfing with friends for some time, at ongoing risk of 

homelessness and further harm. Although her LAWRS caseworker attempted 

to secure emergency accommodation, the NRPF condition prevented her from 

32 INQ000652188/41-42/§§125-128. 
33 I N Q000652188/45-46/§§ 149-155. 
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accessing refuge spaces. Rita remained in a highly precarious situation with no 

guaranteed access to safety or stable housing.'34

Mitigations were insufficient and/or ineffective 

29. As noted above, a recurring refrain in the evidence in Module 10 is that the mitigations 

that existed were insufficient or ineffective to protect migrant people from the virus. 

Certainly, for persons excluded from the mainstream welfare safety net, the mitigations 

that existed did not prevent the adverse impacts of that exclusion during the pandemic. 

First, as the MRC's rule 9 witness statement shows, whereas statutory sick pay ("SSP") 

was available for persons with NRPF conditions, in practice, it was less available to 

persons in the most precarious forms of work, many of whom were migrants.35 ONS 

figures showed that the health and care sector had the second highest proportion of 

zero hour contract workers and a disproportionately high number of migrants worked 

in health and social care.36 Evidence given by Ms Joanne Thomas on behalf of the 

TUC noted that "only 24% of our members actually received full sick pay, 22% only 

received payment for the contractual hours, and 12% were reliant on Statutory Sick 

Pay."37 Mr Shears on behalf of the TUC added that "Several examples were given of 

the significant financial impact of the pandemic on key workers, particularly those on 

`zero hours', temporary contracts, and subcontracted/outsourced key workers. There 

was a consensus amongst representatives that sick pay, for those who were unwell 

with Covid-1 9 was not sufficient or accessible for those who needed it.'°38

30. Moreover, even where SSP was available, the rate of pay was insufficient to meet 

many costs or avoid destitution such that many migrant workers could not afford to 

stay at home.39 This was expanded on by Ms Humi in her oral evidence: "Statutory 

Sick Pay only kicks in after three days, and then after that you're only paid £19.17 a 

day, which really isn't enough to survive..."40 Further, those with NRPF were excluded 

from the support payment scheme that provided financial assistance of £500 to low-

income individuals required to self-isolate by NHS "Test and Trace."41

34 INQ000652188/46/§§ 156-158. 
35 1NQ000659851 /90-91. 
36 INQ000659851 /18/§§74-76. 
37 [9/76/2-5]. 
38 [9/73/18-24]. 
39 INQ000659851/91-921§§313, 315, [6/152/23-25 - 6/153/1-251. 
40 [6/153/2-5]. 
41 INQ000659851 /93/§318. 
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31. As Mr Shears put it in his oral evidence "We heard earlier on about a two-tier workforce; 

that was never more the case than during this key part of the Covid Inquiry. And one 

of the big impacts of that was that it undermined work that was done to mitigate risk 

elsewhere. So, often, employers would have, by the end of the pandemic, fairly 

sophisticated systems — ventilation screens, protective equipment — for their own 

workforce, but then the cleaners, the security guards, the maintenance workers also 

in those workplaces were completed unprotected, often unable to isolate, because 

they couldn't afford the reduction to sick pay, which meant all of those other measures 

had been defeated."42

32. This two-tier system cost Emanuel Gomes, and many others like him, his life. His story 

was told by Ms Humi in her oral evidence: "He was an agency cleaner with the OCS 

agency, and he was working at the Ministry of Justice since 2018. In April 2020, he got 

ill with suspected Covid-19, but he couldn't afford to go on sick leave because of the 

reasons that I've outlined, so instead he kept on working, and it was reported by his 

colleagues that he hadn't eaten in the five days before he eventually died, after a shift 

at the Ministry of Justice."43

33. Secondly, the mitigatory measures were insufficient in the absence of a universal, 

straightforward and immediate process by which NRPF conditions could be 

overturned. As the MRC's witness evidence showed, the "change of condition" 

process, which pre-dates the pandemic and which permits an application to be made 

to lift an NRPF condition in circumstances of destitution or imminent destitution,44 was 

complex, often requiring legal assistance, and had onerous evidential requirements. 4$ 

It did not apply, in any event, to undocumented people who had no recourse if destitute. 

Further, for those able to apply, there was no provision for interim support pending a 

decision on the application. During this time, a migrant with an NRPF condition who 

was facing homelessness would have no recourse to mainstream housing benefits. As 

seen below, the `Everyone In' initiative did not guarantee that persons with NRPF 

would be taken off the streets. 

34. Thirdly, as is clear from the evidence of the MRC and Shelter, people excluded from 

public funds were more vulnerable to becoming homeless during the pandemic and 

those who were made homeless did not always have access to support. They were 

42 [9174/3-16J. 
43 [6/153/15-25]. 
44 IN0000659851 /12/§51. 
4S INQ000547013/5. 
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less likely to benefit from the stay on evictions which did not apply to informal, 

precarious or unregulated housing arrangements. This affected undocumented 

migrants in particular who were unable to rent accommodation as a result of the "right 

to rent" restrictions in the Immigration Act 2014.46

35. Further, people excluded from public funds did not universally benefit from the 

government's 'Everyone In' initiative. The MRC agrees with Shelter that the suggestion 

in the Housing Roundtable report that the initiative "prioritised needs over immigration 

status" or that government guidance clarified "that immigration circumstances should 

not prevent access to emergency accommodation" mischaracterises the reality for 

people excluded from public funds (both those with NRPF conditions and 

undocumented people):" Local authorities lacked clarity over the legal basis for 

accommodating people who had no recourse to public funds, despite requests from 

homelessness charities, such as Shelter, to do so.48 The initial lack of clarity about 

whether 'Everyone In' included migrants with NRPF conditions and undocumented 

migrants in the early weeks of the policy in March 2020 led to gaps in provision and 

uneven decisions by local authorities49 based on "their own interpretation of the law" 

as put by Mr Gutteridge on behalf of Shelter, who opined that governmental guidance 

was needed to be able to implement the scheme with clarity.50 The lack of clarity was 

not remedied by the further letter from the Minister for Rough Sleeping and Housing of 

28 May 2020 which stated that "[t]he law regarding [NRPF] remains in place. Local 

authorities must use their judgment in assessing what support they may lawfully give 

to each person on an individual basis ..."51 The lack of clarity resulted in incorrect 

assessments of eligibility.52

36. The evidence gathered by Shelter demonstrates that some migrants with NRPF were 

not accommodated due to uncertainty around the legal powers to do so.53 This is borne 

out by data showing that between April and June 2020, 49% of persons identified to 

be rough sleeping in London were non-UK nationals.54 Indeed, the impacts could be 

devastating: some women with NRPF trying to escape domestic violence were 

46 IN0000659851 /61-62/§217. 
47 1N0000660137/11. 
48 I N 00006 50695/ 10-12. 
49 IN0000659851 /65/§226. 
50 [7/52/7-15]. 
51 1N0000104712/5. 
52 1N0000280152/13. 
53 IN0000659851 /65/§227. 
54 1N0000475078/64. 
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incorrectly excluded from refuges and local authority support.55 The evidence of the 

DA Group in Module 10 has underlined the extreme vulnerability of victim-survivors of 

abuse who were subject to immigration control. 56 The MRC has provided case studies 

of people in this position, such as Chioma, a Nigerian woman interviewed by JCWI, 

who had been living in the UK without immigration status for over five years and 

became homeless during the pandemic after losing her job as a live-in nanny. Denied 

access to the "Everyone In" scheme due to her undocumented immigration status, she 

slept on night buses for months despite being at high-risk from the virus 57

37. Further, the MRC's evidence shows that where homeless migrant people with NRPF 

were excluded from accessing accommodation under the 'Everyone In' initiative, they 

were equally unlikely to obtain it under another basis. A report on local authority 

responses to people with no recourse to public funds during the pandemic raised 

concern about the uneven application of section 17 of the Children Act 1989 and the 

exclusion of families who were eligible and needed support.58 Moreover, where 

accommodation was provided, the conditions were often poor, including overcrowding 

and the inability to self-isolate and inadequate facilities.59

38. It is clear, therefore, that by retaining the policy of excluding migrants from mainstream 

public funds during the pandemic, those to whom it applied faced higher degrees of 

precarity in terms of financial and living conditions, and were at greater risk of 

destitution and street homelessness. It is the evidence of the MRC's constituent 

organisations that these impacts were relevant to the risk of infection and mortality 

from the virus: research conducted by Project 17 during the pandemic concluded that 

people with NRPF "are more likely to become seriously ill or die if they contract Covid-

19."60 Whereas the government was advised of the dangers of NRPF conditions by the 

Independent SAGE in July 2020 and called for their removal, the warning was not 

heeded. The purported mitigations were ineffective and did not prevent the harm 

caused by the policy.61 Indeed, the evidence all points one way: the most effective 

mitigation would have been to remove NRPF altogether. 

Asylum seekers 

55 IN0000280152/10. 
56 IN0000652188/27. 
57 IN0000659851 /65/§226. 
58 IN0000659851 /74-75/§§252-256. 
59 IN0000659851 /72-74/§§257-258. 
60 I N0000659851 /41 /§ 160(i ii ). 
61 INQ000215514/15. 
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39. Further, as set out in the MRC's rule 9 witness statement, asylum seekers and victims 

for asylum support swelled during the pandemic. This was the result of the international 

travel restrictions preventing removals, the pandemic-related delays in Home Office 

decision-making, and the temporary extensions of asylum support for those whose 

claims were either granted or refused in order to ensure people were not made 

homeless.63 In short, the usual processes through which people would have moved on 

from asylum support were halted. The government's response was to place many 

people in receipt of asylum support in hotels.64 The conditions of hotel accommodation, 

with shared communal areas including lifts, corridors and dining areas, or enforced 

meal collection times, created difficulties observing the social distancing rules.65 In all 

the circumstances as described in the evidence disclosed in Module 10, including in 

the MRC's witness statement, the procurement of hotels for asylum seekers cannot be 

the UK from Zimbabwe in 2010 to study. When her student visa expired, she was 

forced to claim asylum as it was unsafe for her to return to Zimbabwe. Stella's asylum 

claim was wrongly refused, leading to a ten-year battle with the Home Office. During 

this time she was left extremely vulnerable as a result of her lack of immigration status, 

and experienced homelessness, domestic abuse and serious mental health difficulties. 

During the pandemic, Stella and her baby were housed in crowded NASS 

accommodation, where they both caught Covid-19. At one point Stella's weekly 

62 1NQ000659851 /50. 
63 INQ000659851 /44-451§§171-172. 
64 INQ000184683/71. 
65 INQ000184683/71. 
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support payments stopped as a result of an administrative error by the Home Office 

and she did not have enough money to pay for formula for her baby. After a decade, 

and on the morning of Stella's appeal hearing, the Home Office decided to withdraw 

their refusal and grant her asylum. Yet she still had to wait another four months for her 

and her daughter's BRPs to be issued, during which time the pair remained in crowded 

NASS accommodation, often without electricity. Stella, who has complex mental health 

needs, spent this period in a state of acute anxiety. She feared that the Home Office 

had tricked her and were not going to grant her status after all. She could simply not 

believe that the UK Government would continue to subject her and her child to such 

dire conditions after recognising them as refugees'.66

42. Moreover, those asylum seekers who were placed in former army barracks, such as 

Napier in Kent and Penally in Pembrokeshire, fared even worse. The communal 

sleeping arrangements were inimical to social distancing and other Covid-19 safety 

measures, as highlighted by HM Inspectorate of Prisons and the Independent Chief 

Inspector of Borders and Immigration,67 so, as put by Mr Taylor, on behalf of HM 

Inspectorate of Prisons, once one person was infected, a large-scale outbreak was 

virtually inevitable'.68 Almost half of those at Napier, 198 people, contracted Covid-1 9 

in January and February 2021.69 Mr Taylor described the facilities at Napier Barracks 

as those isolating were housed in appalling conditions in a derelict isolation block 

which was filthy, and had no showers, toilets, or washing facilities'.70 He reported that 

`Just over a third of residents surveyed (35%) said they had felt suicidal at the 

barracks'.7' 

Mitigations were insufficient and/or ineffective 

43. Further, the meagre increase to asylum support payments cannot reasonably be 

considered to constitute an effective mitigation. Rather, as the MRC's rule 9 witness 

statement shows, it ensured ongoing poverty for people in the asylum system.72

Asylum seekers were ineligible for the government's uplift to mainstream income 

66 I N Q000659851 /43-44/§ 167. 
67 1NQ000659930/77. 
68 I N Q000659848/25/§ 123. 
69 INQ000548748/2. 
70 I N Q0006 59848/37/§ 176. 
71 I N Q0006 59848/66/§ 327. 
72 1NQ000659851 /53-54; INQ000184683/72. 
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Tax Credit rate).73 By contrast, asylum support payments were increased by a mere 

£1.75 per week in June 2020 and, in October 2020, by a further miniscule 3p per 

week.74 As the MRC's witness evidence shows, the uplift to asylum support was 

insufficient to meet the increased costs and needs faced by asylum seekers, including 

essential health items such as masks and hand sanitiser.75 As a result, people seeking 

asylum were forced to make invidious choices between buying food or buying credit 

for their mobile phones, in order to access remote services including legal advice (of 

which there was no guarantee that translator services and appropriate adjustments 

would be available), stay informed and communicate with their families.75

44. On any view, therefore, those excluded from public funds and in segregated welfare 

support systems deriving from immigration control were disadvantaged as a result. The 

disadvantage increased their vulnerability during the pandemic and the mitigation 

afforded them was wholly insufficient to alleviate the effects of their disadvantage. 

45. In addition to excluding migrants from the mainstream welfare safety net, their 

exclusion from healthcare and vaccines as a result of immigration control measures 

deriving from hostile environment policies again quite obviously and inevitably made 

them more vulnerable to the consequences of the pandemic. As recognised by 

Independent SAGE, the potential explanations for the unequal impact of the pandemic 

for ethnic minorities communities included migrants' minimal rights to access 

healthcare.77 Moreover, in 2017, PHE advised that: 

. . .the perceived or actual sharing of identifiable information from confidential 

health records in order to trace individuals in relation to possible immigration 

undocumented migrants who either delay or do not seek medical treatment for 

a range of communicable diseases. It is the opinion of PHE that this could 

present a serious risk to public health and has the potential to adversely impact 

on the discharge by PHE of SoS's statutory health protection duty.78

73 I N Q000286142/25. 
74 I N Q000286142/26. 
75 INQ000659851/78/§266, INQ000184683/77,INQ000286142/25. 
76 I N Q000286142/25. 
77 INQ000215514/9. 
78 INQ000650686/5. 
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46. Importantly, PHE advised that immigration control measures that exacerbate existing 

mistrust among migrants of health services and professionals would "compound other 

well documented barriers to access, including stigma and a lack of understanding of 

the health system."79 It advised, therefore, that it was `°essential" that migrants had 

timely access to healthcare. The advice went unheeded during the Covid-19 

pandemic. 

47. Throughout the pandemic, migrants continued to be excluded from healthcare. As set 

out in the MRC's rule 9 witness statement, the National Health Service (Charges to 

Overseas Visitors) Regulations 2015 (the Charging Regulations")8° required 

migrants to pay for "relevant NHS services" at 150% of the cost to the NHS. The 

Independent SAGE report from 3 July 2020 recognised that the Charging Regulations 

were linked to migrants' avoidance of healthcare and called for the end of NHS 

charging and data sharing which "act to exclude vulnerable communities from the 

integrated health and care system required to eliminate Covid-19."81 The deterrent 

effect is also borne out by the research conducted by three of the MRC's constituent 

organisations, DOTWUK, Medact and JCWI.82 Additionally, NHS trusts were (and 

remain) ill-equipped to make complicated decisions on eligibility under the Charging 

Regulations. Evidence from before the pandemic showed that the incorrect application 

of the Charging Regulations by NHS trusts was widespread.83 There is nothing to 

suggest that the situation was different during the pandemic. 

48. Further, in addition to the deterrent effect of the NHS charging regime, the evidence 

before the Inquiry shows overwhelmingly that its twin hostile environment policy, NHS 

data sharing, had a devastating effect in deterring access to healthcare by migrants 

during the pandemic. The MRC's rule 9 witness statement explains how regulation 3A 

of the Charging Regulations required (and continues to require) NHS bodies to record 

the immigration and charging status of patients accessing care.84 They were then 

required to report to the Home Office the personal details of any patient with "qualifying 

debts" including a debt of more than £500 outstanding for more than two months.85

79 INQ000650686/5. 
80 INQ000401121 /5. 
81 1NQ000215514/9-10, 16. 
82 INQ000659851 /22-23/§§90-92. 
83 INQ000659851 /20/§82. 
84 INQ000401121; 1NQ000273843/43; INQ000659851/24. 
85 INQ000659851 /24/§96. 
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The Home Office uses debtor information for immigration purposes, including to 

identify migrants who do not have leave to remain in the UK.86 Additionally, failure to 

pay a charge to the NHS may be used by the Home Office to refuse an application for 

leave to remain under the Immigration Rules.$' The fear of immigration consequences 

(that is, of either being traced by the Home Office for the purpose of identifying 

immigration offences or of discretionary refusal of future immigration applications on 

the basis of unpaid debt) served as a further deterrent effect.88

49. Importantly, as recognised in the PHE 2017 advice, the data sharing regime deterred 

not only migrants who did not hold any immigration status in the UK from accessing 

healthcare and vaccines due to fear of immigration enforcement but also migrants with 

status who had been subject to racial profiling in NHS settings, including being asked 

to prove eligibility to receive NHS care without charge.89 Whereas the UK Government 

announced in February 2021 that people with insecure immigration status could 

register with a GP to receive a Covid-19 vaccine without facing immigration control 

checks, there was no confirmation that registration would not entail data sharing with 

the Home Office or immigration enforcement in the future.90 The consequences of the 

deterrent effect could be devastating: evidence provided by Kanlungan highlighted the 

cases of undocumented migrants who died during the pandemic and who did not 

access healthcare when suffering Covid-1 9 symptoms as a result of fear of the costs 

and immigration consequences of so doing:91

Elvis (not his real name) died yesterday... This followed several days where it 

was reported that he displayed a range of increasingly severe COVID19 

symptoms. He didn't have up to date papers that said he was allowed to live 

and work in Britain: he was what has come to be labelled as undocumented'. In 

these circumstances, he feared that if he sought help from the NHS he would 

be reported to the Authorities and charged thousands of pounds for treatment, 

so he did not seek that help. Today. . .his wife is experiencing increasingly 

severe COVID19 symptoms, at home. She says she cannot seek help from the 

NHS because she, too, is undocumented'.92

86 I N Q0004 01122/38-39. 
87 INQ000401122/39. 
88 INQ000659851 /24/§98. 
89 1NQ000474623/81. 
90 I N Q000474623/81-82. 
91 INQ000659851 /22/§89. 
92 1NQ000659851 /22/§89. INQ000650685/1-2. 
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MRC's evidence shows that GP surgeries systematically excluded migrants from 

primary care if they were unable to provide proof of address or photo identification, in 

misapplication of patient registration guidance.93 Migrants were further deterred from 

GP registration fearing questions about immigration status.94 Additionally, asylum 

seekers in receipt of asylum support accommodation were not routinely assisted to 

register with GPs unless there was an urgent or obvious medical need. As a result, a 

large proportion of asylum seekers were not registered with GPs at the outset of the 

pandemic.95 Not being registered with a GP during the pandemic not only deprived 

migrants of access to primary care as the first point of contact for most medical 

concerns but also for referrals and, significantly, the absence of an NHS number 

denied them access to vaccine booking services.96

Mitigations were insufficient and/or ineffective 

51. As before, the mitigations introduced in relation to the healthcare charging and data 

sharing were wholly insufficient to overcome the deep-seated deterrent effect. As 

Francesca Humi said in her oral evidence in Module 10: ". ..we also can't underestimate 

the amount of damage was done in terms of trust from that pre-existing data sharing. 

So, even if people knew that they could. . . go to the doctor or go to the hospital, even, 

because they had Covid-19 and, later on, once the vaccinations became accessible, 

that they didn't need to show proof of residence or proof that they'd paid the 

international health surcharge in order to access the vaccine, people were still scared. 

They were scared that, down the line, that data would be shared and they would be 

found out. And so that's why organisations like Kanlungan and Doctors of the World 

stepped in and we had to actually organise vaccination clinics to make sure that people 

could get access to the vaccine".97 This was echoed in the oral closing submissions of 

the DA Group which observed that deterring migrant victim-survivors of abuse was 

particularly concerning and that providing for an exemption for Covid-19 treatment did 

not overcome that deterrent.98

93 I NQ000659851 /30/§§ 122-124. 
94 INQ000659851 /32/§130. 
95 INQ000659851 /31 /§126. 
96 INQ000659851/31-32/§§128-129, 131. 
97 [6/156/7-21]. 
98 [12/66/11-18]. 
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52. Accordingly, whereas, under Schedule 1 of the Charging Regulations, healthcare 

provided in relation to Covid-19 was exempt from charge,99 the long-standing and 

widely held fear among migrant communities of accruing large and unpayable debts 

and the consequences of such debts on their immigration status had a deterrent effect 

on migrants accessing healthcare for Covid-19.1Q° Moreover, as the MRC's rule 9 

witness statement showed, the exemption for Covid-19 was narrowly drawn, making it 

unfit for purpose in practice. For example, the exemption only applied to confirmed 

cases of Covid-19, suspected cases, where a migrant had received treatment but 

which were later confirmed not to be Covid-19 would incur charges.10' Further, the 

application of the exemption was unclear in circumstances where a person had Covid-

19 but where the symptoms requiring medical attention were related to complications 

relating to a pre-existing condition.102

53. Accordingly, while Covid-19 was added to the communicable disease exemption, the 

evidence before the Inquiry, as powerfully summarised by the oral evidence of 

Francesca Humi, demonstrates that migrants continued to be deterred from seeking 

medical care.103 It is clear, therefore, that the longstanding barriers to accessing 

healthcare created by immigration law and policy that pre-dated the pandemic played 

a significant role in excluding many migrants from obtaining care in relation to Covid-

19. It is the central way in which immigration control disproportionately impacted 

migrant people during the pandemic. 

54. In addition to the ways in which immigration control made migrants more vulnerable to 

the pandemic, as set out above, other measures of immigration control which place 

additional burdens, hurdles or requirements on the lives of migrants further served to 

create disproportionate impacts on them during the pandemic. Three of the most 

significant ways in which this happened are set out below: 

99 INQ000401121 /17. 
100 INQ000659851/21-221§§85-87; 1NQ000215514/16. 
101 I NQ000659851 /21 /§86. 
102 I NQ000659851 /21-221§87. 
103 [6/155/9-25 - 6/156/1-21]. 
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55. First, workers whose immigration status and, therefore, right to remain in the UK, 

depended on continued employment by a single sponsoring employer faced additional 

pressure to continue working even if unwell given the fear of job loss and, with that, 

the loss of leave to remain in the UK. The removal of the labour mobility of these 

migrants rendered them more vulnerable to exploitation in the work place as a result.104

The consistent evidence, as set out below, shows that some migrants in sponsored 

employment felt unable to raise health concerns, or unable to say no, due to fears that 

complaining could jeopardise their employment and, therefore, their right to remain in 

the UK.105 In short, the precarity of their immigration status left them with increased 

vulnerability during the pandemic. 

56. The report of Professors Nazroo and Becares refers to situations in which precarious 

immigration status was used by employers to avoid providing their employees with 

appropriate financial support which incentivised employees not to take time off despite 

having symptoms suggestive of infection.106 Facing unpaid sick leave or job loss, 

migrant people with precarious immigration status who were ill continued to work.107

57. Mr Daniel Shears of the GMB added in oral evidence that "many of our migrant worker 

members they work in workplaces, textiles, food production, where the vast majority of 

the workforce are migrant workers from the same communities. They are heavily reliant 

on their employers for information about benefits. Frankly, the information that was 

received from government agencies was often not translated, was not very well 

communicated. So they were very much in the dark about this. And again, would not 

have seen themselves as having been eligible in many cases, unless the union had 

explained to them very clearly what they were able to claim and how they were able to 

do that".108

58. Further, in its rule 9 witness statement, the MRC relied on a research paper "Nursing 

Narratives: Racism and the Pandemic", led by Sheffield Hallam University and co-

conducted with Kanlungan, which found that 44% of Filipinos surveyed felt that they 

had been unfairly allocated to high-risk or Covid-19 positive wards compared to their 

white peers.109 These workers were unable to dispute these allocations fearing loss of 

104 INQ000659851/61/§214; UK Covid-19 Inquiry Module 3 report, pp331-332, paragraph 10.55. 
105 I NQ000659851 /84/§286. 
106 I N Q000588214/39. 
107 [5/134/1-19]. 
108 [9/85/12-24]. 
109 1NQ000327661/10. 
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their employment visas if they raised complaints. Indeed, the same report also 

highlighted the experience of a Black agency nurse whose contract was terminated 

because she had questioned procedures around PPE.10

59. Moreover, the evidence before the Inquiry suggests that further insecurity existed for 

those migrant workers who lived with their employers, such as domestic workers, since 

they depended directly on their employment for accommodation."' One of the MRC's 

constituent organisations, Kanlungan, saw on numerous occasions that domestic 

carers were evicted from the household (and therefore, their job) after contracting 

Covid-19.12 Further, as set out in the MRC's rule 9 witness statement, domestic 

workers were unlikely to be provided with any or any effective personal protective 

equipment and this was the position for many migrants in low paid, front-line roles.13

For example, an UVW member and care worker, Camila, explained how she resorted 

to laminating pieces of plastic together to form a makeshift mask, which she then tied 

around her head with the string from her leggings."¢

60. Indeed, it is the MRC's uncontested evidence that migrant workers, as a result of 

insecurity of immigration status — whether through tied visas or being rendered 

undocumented —often hold the lowest paid and most insecure jobs.15 This evidence 

was supported by other Core Participants in Module 10. The TUC's oral closing 

submissions underlined that migrants are overrepresented in key worker roles and 

insecure work. The TUC stressed that being subject to immigration control creates 

"additional layers of insecurity" for migrant workers."' As the oral evidence of the TUC 

made clear, many migrants formed part of what was described as a "shadow 

workforce"; the lower tier of a "two-tier workforce" who did all the critical work during 

the pandemic, without recognition, and who "fell through the cracks.""' 

61. Despite the evidenced increased vulnerability as a result of maintaining restrictive visa 

conditions on this group during the pandemic, there was no mitigation for them: visa 

conditions linking the right to remain in the UK to a particular job or a particular person 
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were not lifted during the pandemic. Those who lost their right to remain faced the full 

force of hostile environment policies. 

Immigration applications 

62. Secondly, such migrants who lost their right to remain during the pandemic or others 

whose leave expired during the pandemic were, however, often unable to leave the 

UK due to lockdowns and travel restrictions. Overstaying a visa is commonly how 

people lose their right to remain, thereby becoming undocumented. The roundtable 

report on the justice and immigration system shows that, as before, the mitigation 

measures introduced were insufficient and only partially effective. For example, 

whereas in July 2020, the government introduced a concessionary schemes 

(Coronavirus Extension Concession) which purported to permit those whose leave to 

remain expired during the pandemic to remain in the UK while the pandemic 

restrictions on travel were in place, in many cases migrants lost their immigration status 

putting them in breach of immigration laws and face the full force of Hostile 

Environment policies, ultimately becoming liable to be administratively detained and 

removed.' t8

63. The same roundtable report also observes that a further concession introduced on 1 

September 2020 (the Exceptional Assurance Concession), which purported to prevent 

migrants facing adverse consequences from overstaying due to the pandemic for a 

defined period, failed to provide affected migrants with lawful residence or presence in 

the UK.19 It did not, therefore, extend their previous leave to remain and as a result, it 

was unclear whether the Exceptional Assurance scheme exempted individuals under 

it from NHS Charging. 

64. Additionally, the consistent evidence in Module 10 is that the pandemic further 

exacerbated pre-existing delays in Home Office decision-making on immigration and 

asylum applications. 120 The Independent Chief Inspector of Borders and Immigration 

(ICIBI) report into asylum casework recorded that the length of time that asylum 

claimants waited for a decision had risen, with the average number of days being 449 

in 2020. For unaccompanied asylum seeking children, it peaked at 550 days in 

118 INQ000656301/6, 36-37. 
119 I NQ000656301 /37. 
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24 

IN0000660204_0024 



2020.121 Additionally, all immigration appeals were postponed on a blanket basis at the 

outset of the pandemic, leaving appellants in a state of limbo.t 22 For some migrants, 

the delays in case progression meant an extension of the period of uncertainty while 

awaiting a decision on their extension application. For others, including those without 

any leave to remain, who had applied to regularise their immigration status in the UK, 

the delays meant that they were destitute for longer. In this context, it is unsurprising 

that the impact of the delays and uncertainty over immigration status had adverse 

consequences for mental health.123 Immigration uncertainty often outweighed even 

fears related to Covid-19 itself.124

65. Even the most straightforward cases, such as Saira's, took many months due to a lack 

of practical workarounds to accommodate the effects of the pandemic: 'Saira is from 

Guyana and has lived in the UK since September 2003. Shortly after arriving, she met 

her British partner, whom she married in 2012. In 2015 Saira was granted Limited 

Leave to Remain on the basis of her marriage. Saira's husband is in poor health, and 

she is his carer, supporting him to get dressed, cook his meals and wash every day. 

JCWI assisted Saira to renew her visa in April 2020. At the beginning of the process 

Saira explained that she would be unable to travel to a Sopra Steria or UKVCAS centre 

to enrol her biometrics due to the health risk this would pose to her husband, who was 

shielding. However, it took several months of advocacy from JCWI before the Home 

Office agreed to consider alternative arrangements such as a home visit or the re-use 

of previously submitted biometric information. Saira had a strong and straightforward 

immigration case and should have been granted Further Leave to Remain quickly and 

without complication. However, it was only in March 2021, almost 12 months after she 

applied for Further Leave to Remain, that she was finally able to enrol her biometrics 

following a home visit. One month later, she was granted leave to remain.'125

66. As stated by Dr Sarah Hughes on behalf of MIND referring to mental health in migrant 

groups: ". ..it's no surprise to many of us that often people who are seeking asylum, 

migrant groups, have already come from a place of trauma, already very, very 

vulnerable. And so again, what we saw in the pandemic—and I don't use this word 

121 INQ000215562J8. 
122 I NQ000659851 /41-42/§ 163-166. 
123 I N Q0006 59848/41 / 198 . 
124 INQ000659851/23/§91; INQ000659851/29/§117; INQ000659851/34/§138. 
125 I N Q0006 59851 /42/ 164 . 
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lightly — but people were being triggered time and time again, either because of fear, 

isolation, exclusion, and this kind of idea of not belonging anywhere or to anyone."126

n;ni;r:niiit;ii

67. Finally, at its most coercive, immigration control can result in administrative detention 

pending removal from the UK. The evidence in Module 10 from the Prison Reform 

Trust, the Howard League, and from HM Inspectorate of Prisons has been consistent 

as to the dire conditions within prisons.127 Self-evidently, migrants who were 

administratively detained within prisons, following the end of their custodial sentences, 

were subject to the same poor conditions as all other prisoners. 

68. Whereas the evidence was that some of those problems were less evident in 

Immigration Removal Centres ("IRCs"), which did not suffer with as much 

important evidence shows that in IRCs many migrants were at high risk from Covid-19 

and many suffered from social isolation and worsening mental health. Significantly, 

although travel restrictions meant that removals generally did not take place during the 

pandemic, the evidence before the Inquiry shows that many immigration detainees 

remained within prisons and IRCs.128 They were placed in a uniquely vulnerable 

position during the pandemic as a result of their immigration status. Professor Das-

Munshi, the Inquiry's expert on people living with severe mental health conditions, 

agreed that there needs to be improved data collection in order to better understand 

and hopefully rectify such health inequalities in the future.129

69. It is undeniably clear, and indeed there is uncontested evidence before the Inquiry, 

that being subject to immigration control during the Covid-19 pandemic put migrants 

at higher risk of suffering the adverse impacts of the pandemic and ultimately, at higher 

risk of dying from the disease. The reasons for this are complex and intersecting, 

however, there is also undeniably clear evidence that immigration control measures 

which excluded migrants from mainstream services and public health protections 

placed them in an inherently vulnerable position. 

126 [4/43/18-25]. 
127 [8/5/11-25 - 816/1-13]; [8/99/13-22]. 
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a. Immigration control is a distinct risk factor in pandemic situations, separate from 

ethnicity and other risk factors. 

b. Immigration control has a disproportionate adverse impact on those to whom it 

applies during a pandemic. 

c. In particular, measures of immigration control that exclude or deter migrants 

from protective public services, including the mainstream welfare safety net 

and healthcare and vaccine services, increase their risk of infection and 

mortality in a pandemic. 

d. The only effective means of mitigating the distinct and disproportionate impact 

of immigration control during a pandemic is through policy interventions that 

address the cause of the disproportionate impact. In particular, this means 

removing, or at the very least suspending, those measures which exclude and 

deter migrants from protective public services. 

71. As set out above, the mitigation measures put in place by the government were 

ineffective in addressing the fundamental exclusionary impacts of immigration control. 

In particular, the government's failure to heed the warnings of the dangers of 

maintaining the "hostile environment" policies faced not only by migrant communities 

but to public health more generally, resulted in higher risk to all. At a most basic level, 

it is fundamentally unwise from a public health perspective to have any section of 

society unprotected, particularly where they formed a significant proportion of the 

frontline workforce. However, it must be acknowledged that the greatest risk was to 

migrants themselves, as borne out by the data on their rates of infection and mortality. 

72. The MRC has pointed to data gaps. Full data provides improved visibility and data 

such as that detailed in paragraph 14 above must be gathered. However, holding data 

in and of itself is valueless. It is necessary to understand and take account of the role 

of immigration control in creating the vulnerability faced by migrants. As Dr Becares 

said in her oral evidence, without a focus on the causes of inequalities and without 
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understanding how racism "structured health, social, economic and political 

vulnerability, then there [are] no lessons to be learned."130 The principle applies equally 

to the impact of immigration control in creating vulnerability. 

73. The call for reduction of vulnerability and precarity at a societal level is consistent with 

the recommendations of the Marmot reviews that pre-dated the pandemic (2010 and 

February 2020), the Independent SAGE report from July 2020 and many others. This 

cannot be achieved unless the measures of immigration control that create the 

vulnerability and precarity of migrants in the UK are addressed. 

74. With these factors in mind, the MRC urges the full recommendations as set out in its 

rule 9 witness statement at paragraph 333 upon the Inquiry. In particular, and by way 

of summary, we highlight the following: 

75. Recommendation: We urge the Inquiry to find that the pandemic had a distinct and 

disproportionate impact on migrants as a result of immigration control. They were 

disproportionately affected by the virus both in terms of infection and mortality. They 

were also disproportionately affected financially and socially. In future national 

emergencies the response must assume that people who are subject to immigration 

control will be exposed to greater risk and there should be a clear strategy from the 

outset to reduce the risks to which they are exposed. 

76. Recommendation: Recognition, while important, is insufficient. We also ask that 

migrants, and their representative organisations, are firmly embedded within 

consultation structures when developing policies which impact them. 

77. Recommendation: Equally, consultation, while important, is insufficient. Unless the 

central measures of immigration control which made migrants more vulnerable in a 

pandemic are dismantled, or at the very least, suspended, it is entirely foreseeable that 

the impact on migrants will be exactly the same in any future pandemic. In particular, 

a. Remove or at the very least suspend the prohibition on access to public funds 

for migrants (including those with NRPF conditions and those without leave to 

remain). 

b. Remove or at the very least suspend those hostile environment measures 

creating barriers to healthcare. 

130 5/144/4-10J. 
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c. Establish a firewall to prevent information being passed from health agencies 

to immigration enforcement agencies. 
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leave workplaces where they exist. 

78. Significantly, the call for the suspension of these measures is echoed in the expert 

evidence before the Inquiry. In their oral evidence Professors Nazroo and Becares 

confirmed that: "it was a mistake not to relax [immigration laws and policies that 

exclude people from the mainstream welfare system and create barriers to accessing 

healthcare, such as charging and data sharing] and . . . not to provide firewalls to 

prevent information being passed across from health agencies to border enforcement 

agencies."131 This view was echoed by Ms Valle on behalf of the DA Group in her 

evidence, who stated "In the case of migrant survivors, it was generally understood 

that because the data sharing was maintained, unless the situation was really high 

risk, they would not approach statutory services."132 This view, combined with the views 

of PHE, the Independent SAGE, as well as the constituent organisations of the MRC 

and many other organisations who experienced first-hand the impact of these 

damaging policies on those they supported during the pandemic, points to a strong 

consensus that public health must be prioritised over immigration control in a future 

pandemic. 

79. Immigration law and policy which exclude and deter migrants from protective public 

services during a pandemic exist to everyone's detriment. Unless this is addressed, it 

is entirely foreseeable that the disproportionate, devastating impact on migrants will be 

exactly the same in any future pandemic. 
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