UK COVID 19 INQUIRY
MODULE 10: IMPACT ON SOCIETY

WRITTEN CLOSING STATEMENT ON BEHALF OF THE
COVID-19 BEREAVED FAMILIES FOR JUSTICE CYMRU (CBFJ Cymru)

Introduction

1. The Welsh bereaved families have shared deeply personal accounts of their loss during
the pandemic, describing not only the circumstances surrounding the deaths of their loved
ones but also the emotional, practical and systemic issues they have faced, which have
compounded their grief. Their experiences reveal patterns of poor communication, gaps
in care including a lack of appropriate and adequate palliative care, a lack of support,
deprioritisation of their loved ones, ongoing impacts on wellbeing and mental health, and
the distress caused by a lack of accountability. This written closing statement is structured
in two parts: first, a reflection of the lived experiences of bereaved families, and second,
an outline of the key issues that have affected them and have had a lasting impact on their

lives.

Part 1 — the experiences of bereaved families in Wales

2. John and Mary had been together for over 50 years. Mary needed hospital treatment for
a few days, but they were assured that she would be kept on a ward with no Covid-19
patients. Shortly after Mary returned home, she became unwell with Covid-19 and had to
be re-admitted upon which the hospital informed the family that there had in fact been an
infected person in the bed next to Mary’s during her first admission. John also became
very ill within a few days and after calling the paramedics for help the next thing he
remembers is waking up next to Mary in hospital. Mary was extremely ill and John was
told that she was too ill even for intensive care. Mary died two days later while in a bed
next to John, and he discharged himself the same day because he could not bear to stay
in the same place that Mary had died. He comments, “...it was the hospital of all places
that gave it to Mary...when they took Mary’s life, they took mine too”.

3. Therasa's mum, Ann, who was clinically vulnerable, was admitted to hospital following an
accident at home in January 2021. Therasa was very concerned about the risks of infection
in hospital given her mum’s vulnerability, and she was assured that her mum would not be

accommodated with Covid-19 patients. Ann subsequently became infected while in
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hospital and because of her underlying vulnerabilities it was decided that she could not be
treated. She steadily deteriorated and died over a four-day period while in hospital.
Therasa was allowed to be present over this period which was an awful experience.
Therasa complained about the care and treatment that her mum received while in hospital
and it was only through this complaint process that she discovered that Ann had in fact
been on a ward over a period of approximately two weeks that had experienced two
outbreaks of Covid-19. Had Therasa not complained she would never have learned of
these circumstances or known that she had been given false assurances. She feels she
has been left with unanswered questions and because of this she continues to experience
bereavement daily. The lack of learning from the pandemic distresses her and she lives

with fear that we will see the same devastating outcomes in a future pandemic.

Rosalind was admitted to hospital following a fall at home on 4 March 2020. While in
hospital she tested positive for Covid-19 on 24 March 2020. Despite this, and without a
negative test, Rosalind was identified as suitable for transfer to a care home on 31 March.
In the event, the transfer to the care home did not occur until 6 April. However, there was
no negative test prior to transfer, and a physiotherapist recorded their clear objections to
the transfer within Rosalind’s medical notes because in their professional opinion she was
not medically fit to be transferred. Despite having a Covid-19 infection and her frail
condition, Rosalind was transferred to a care home that was wholly unsuited to care for
someone so unwell. Rosalind steadily deteriorated while at the care home until her death
on 17 April 2020. Her family were unable to visit during this time, and her daughter, Alison,
witnessed her mother die through the window while she stood outside (a vigil that she had
maintained morning through evening the whole time her mother was in the care home).
She has been left with tremendous feelings of guilt that she was unable to be by her
mother’s side. Only five people were allowed to attend the funeral, which was arbitrary and
unnecessarily restrictive. Rosalind’s granddaughter said, “on the day of her funeral...l
wasn’t allowed to gather with my family...I sat by myself in my car, outside the cemetery,
watching people walk freely into the garden centre opposite...while | wasn’t allowed the
dignity of mourning my Grandma with my family. | feel a deep sense of isolation and
exclusion. It felt surreal and cruel - being so close, yet deliberately left out. My grief was

real, but in that moment, it felt invisible”.

Sam Smith-Higgins’ father, Phil, was receiving treatment for cancer in connection with
which he required admission to hospital in early January 2021. Sam was extremely worried
about the risks of Covid-19 infection in hospitals at this time and tried to secure a

vaccination for Phil prior to his admission. However, this could not be provided despite his
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vulnerabilities as a cancer patient. While Phil was in hospital, Sam asked permission to
provide him with a portable electronic HEPA filter to guard against the risks of airborne
infection, but the hospital refused to allow this. On 21 January, Sam and her family
received the news that they had been dreading — Phil had contracted Covid-19. He died
from this infection in very difficult and distressing circumstances on 26 January 2021
without his family being able to visit him. The week after he died, they received a letter
inviting Phil for his Covid-19 vaccination. Phil’s death certificate states that the primary
cause of death was Covid-19. However, the national nosocomial investigation response
letter disputed this and claimed that he had died from a blood infection, which the family
were horrified to receive, and strongly dispute. Sam has never had any formal counselling,
therapy or bereavement support despite reaching out for mental health support in March
2021 when she felt that she was not coping. She carries a lot of grief and guilt about her
father's death: “that’s what keeps me awake at night...| wasn't there. | didn’t see him. |
don’t know what happened...There’s so many things that actually we have no answers to.

There is no apology’.

. Alwyn was a resident of a care home in Wales that experienced a Covid-19 outbreak in

April and May 2020 - 26 out of a total of 52 residents (50%) lost their lives to Covid-19.
Alwyn (together with many other residents) became infected in early May (the family were
notified of the positive test on 9 May) following the transfer of infected and untested
hospital patients to the care home. Alwyn’s family were unable to visit, and they were
advised on 15 May that he had taken a turn for the worse and was unlikely to survive the
night. But he was a “fough old bugger,” and it was not until 19 May that he died. Until the
pandemic struck, Alwyn was visited every day by a member of his family, and the fact that
he died without his family by his side, having become isolated because of the restrictions
on visiting, has been deeply painful for the family. Such was the atmosphere of fear at this
time that the family burnt their clothes following a brief visit to the care home, and at Alwyn’s
funeral, anti-bacterial sprays and wipes were provided to the small number of people
allowed to attend. One of the most difficult aspects for the family was the loss of the
opportunity to properly celebrate Alwyn’s life. He had lived his entire life in the same village,
and his funeral should have been a time to honour him, to share memories, reconnect with
friends and neighbours, and feel the support of the community that loved him. He deserved
a church filled with people singing Welsh hymns and sharing stories of his younger days.
Although people were unable to gather in the usual way, the street was lined with friends
and neighbours as far as the family could see, standing with Alwyn’s family in the only way
they were allowed. The family continues to carry grief that was never fully processed,

alongside feelings of guilt and anger, and a sense that Alwyn was taken from them without
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dignity. The experience has had a lasting emotional and psychological impact, and it
remains a source of pain that resurfaces regularly. The family feel that it is vitally important
that the circumstances in which the transfer of untested hospital patients into extremely
vulnerable care home communities was allowed and directed, with such tragic and

devastating consequences, is properly investigated.

Diane and Colwyn were a married couple of 59 years. Colwyn was clinically vulnerable
and suffered from vascular dementia and had undergone heart surgery in recent years.
He required hospital treatment for sepsis on 9 December 2020 on which date he was
admitted and tested for Covid-19, with a negative result. Colwyn was transferred to a
second hospital two days later. Diane withessed a patient returning to their ward who was
warned by security staff for potentially endangering other patients through their
movements, which caused Diane concern at the risk of infection being introduced onto the
wards and at the levels of infection prevention and control in place. Diane’s concerns were
compounded when Colwyn was discharged in a very fragile condition on 18 December
2020 wearing someone else’s coat with chewed sweets in the pockets, a washbag that
was not his that contained a urine-soaked sock, and a patient property bag that contained
a job application in the name of a member of hospital staff. Colwyn developed Covid-19
symptoms on 20 December 2020, and the GP diaghosed hospital acquired pneumonia
and identified that Colwyn was seriously dehydrated (as a result of his hospital admission).
Both Colwyn and Diane tested positive for Covid-19 on 24 December, and consideration
was given to re-admitting Colwyn to hospital because of how ill he was. However, Colwyn
was terrified to return to hospital and Diane did all she could to care for him at home until

he died a week later, on New Year’s Day.

Diane suffered debilitating Long Covid symptoms and has scarring on her lungs, and while
she did everything she could for Colwyn, she continues to experience guilt because at the
moment Colwyn died, she was unable to be by his side because she herself was so
exhausted from the effects of her Covid-19 infection. The GP referred the case to the
coroner because of concerns at Colwyn’s condition on discharge from hospital and the
circumstances of his infection, but no inquest was held. Colwyn had expressed a wish that
his brain and spinal cord be donated to research into dementia. However, when Diane
attempted to honour his wishes, she was rebuffed in upsetting and unempathetic
circumstances because of the Covid-19 infection. Diane was not able to see Colwyn again
after he was taken from the house and although 18 people were able to attend the funeral,
many more were kept away. Diane subsequently discovered that there had been a Covid-

19 outbreak on Colwyn’s hospital ward. Despite this outbreak, despite the negative test on
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10.

admission, and despite Colwyn’s symptoms developing just two days after he was

discharged, the hospital continues to deny that the infection was nosocomial.

Eirwyn was admitted to hospital in November 2020 for an essential surgical procedure.
The surgery went well and Eirwyn was making a good recovery. However, he had diabetes
and was clinically vulnerable which was concerning to his family who wanted him home at
the earliest opportunity. Eirwyn was assessed as medically fit for discharge on 4 December
2020, but this did not happen straight away because of the absence of medical equipment,
including a wheelchair. After waiting a number of days for a wheelchair to be provided, his
wife became so exasperated that she personally drove to an NHS warehouse (an hour’s
drive away) to collect the wheelchair and deliver it to the hospital. Eirwyn’s discharge was
then further postponed because of delays with the provision of occupational therapy.
Eirwyn had commented before being admitted to hospital, “knowing my luck I'lf get Covid”.
Tragically, this came to pass, because before he could be discharged Eirwyn started to
exhibit symptoms of Covid-19 on 13 December, and a positive test was confirmed on 17
December. Despite continuing to suffer from Covid-19 Eirwyn was discharged on 25
December, but his condition deteriorated while at home to such an extent that he had to
be readmitted to hospital on 1 January. He never recovered and died from Covid-19 in
hospital on 8 January 2021. That Eirwyn died because he could not be discharged from
hospital for something as simple as the provision of a wheelchair that was stored in a

warehouse just one hour’s drive away, haunts his wife and family.

The family subsequently discovered (although they were not told at the time) that the
hospital experienced a Covid-19 outbreak between 2 and 30 December 2020 during which
25 patients and 25 members of staff were infected with Covid-19. As a clinically vulnerable
patient, more should have been done to ensure that Eirwyn was not exposed to these risks
given that he was fit to be discharged from 4 December (and was not infected until over a
week later). Eirwyn’s wife was unable to be with him when he died, and she was refused
an opportunity to see him before the funeral (he was placed in a body bag and in turn
within a sealed coffin). Eirwyn’s wife comments that, “for a long time it felt like he had been
kidnapped by the NHS’. She has been traumatised by the circumstances in which Eirwyn
died and from the inability to mourn and grieve properly (the usual funeral restrictions
applied), and she continues to receive counselling to help her cope. Eirwyn’s wife wants
to see change so that others do not have to endure a similar experience, but comments

that nothing has changed for the better.
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11. Group Captain Harold Griffiths had been thriving in his new Welsh care home, enjoying
renewed connection through his first language and regular visits from his daughter,
Catherine. When the pandemic struck, this brief period of stability collapsed. Catherine
describes the “intensely difficulf’ separation, reduced to waving through windows and
suppressing the instinct to comfort her father physically. As infection rates rose, Catherine
lived with constant fear for his safety. When he contracted Covid-19 in November 2020,
she was denied the ability to be with him, and she recalls his “sweetly hopeful’ tone and
his trust in the medical system. The most devastating impact on his family came from the
failures in his end-of-life care. Despite a clear care package, the care home and district
nursing team did not administer the prescribed subcutaneous fluids, leaving him
dehydrated and in pain. Catherine describes feeling “helpless, alone and desperate” when
the care home manager shouted at her for raising concerns. This neglect has left lasting
guilt and anguish. The final goodbye - conducted in freezing rain, through a window, while
her father reached out to her - remains a source of recurring trauma, manifesting in
nightmares, physical symptoms, and long-term anxiety. The care home’s impersonal
communication and absence of bereavement support left her feeling abandoned and
dehumanised. Catherine’s trust in care systems has been profoundly damaged.
Unresolved questions about how her father contracted Covid-19 continue to haunt her.
Her bereavement has been marked by trauma, isolation, and a deep sense of injustice.
After her father’s death, the handling of his body and the lack of dignity afforded to him
compounded Catherine’s grief. She believes he was cremated in soiled pyjamas and was
denied the rituals that help families process loss: “rituals give us comfort when we are
saying farewell. They afford us a process that is familiar and meaningful and gives support
when we most need it...[they] help with grief and loss...the inability to perform them
diminishes this farewell. We are left with a sense of guilt, of having failed in such an

important way’.

12. Karen lost her mum, Christine Jones, to hospital acquired Covid-19 on 13 May 2020.
Christine was 74 and lived an active and independent life prior to the pandemic. She was
in reasonable health, although she lived with Crohn’s disease which could flare up in times
of stress. Christine was prescribed immunosuppressants as a result of which she was
deemed clinically vulnerable during the pandemic. On the night before lockdown Karen
visited Christine at her house for what would be the final time and Christine said how
frightened she was. Karen would speak with her mum by phone twice a day and made
food and medicine deliveries on which occasions they would speak at distance. However,
close contact was curtailed because of Christine’s vulnerability and because Karen

continued to work in close contact with children. On Easter Sunday Karen made Christine
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13.

14.

some food which she took round together with an easter egg, but Christine was very poorly
and told Karen, “/ feel like I'm going fo die”. Karen rang for an ambulance but when they
arrived they refused to take Christine to hospital, and told her, “what do you expect the
hospital to do for you?” On 16 April (the Wednesday after Easter) friends of Christine
contacted Karen with concerns about Christine’s health, and Karen called the hospital to
insist on admission. Christine’s medication was changed and her mood improved because
she was finally being listened to. However, a nurse told Christine, “/ wouldn’t come here,

it’s rife with Covid".

It was established that Christine required a surgical procedure connected to her Crohn’s,
but prior to the operation Christine was moved between wards on at least three occasions
despite her vulnerabilities. Christine was also placed on a mixed sex ward that caused her
distress. Karen recalls her mum telling her, “everyone who is dealing with me is sniffing
and has runny noses”. One nurse who was caring for Christine became tearful because of
her concerns at becoming infected and passing it on to her son. Ventilation in the hospital
was extremely poor. Prior to the operation Christine developed a cough and was tested
for Covid-19. The operation proceeded without the test results, and the procedure went
well. But the following day Karen received a call from Christine in a distressed state to
inform that she had tested positive for Covid-19. Christine told Karen, “that’'s me now, I'm
going to die”. Christine was moved to a red ward (for Covid-19 patients). The following day
she was attended by physiotherapists who told her, “don’t worry love, we've all either had
it or got it’. On Sunday 10 May 2020 Karen spoke with Christine by phone and her cough
was horrendous. On the Monday Karen was unable to reach Christine by phone and was
contacted by a doctor in the afternoon who informed Karen that Christine had signed a
DNACPR notice and had been moved to a high dependency unit. The hospital decided
that ICU care would not be provided and one of the justifications for this decision was
because Christine had been a smoker. However, Christine had not smoked for 30 years
and Karen believes that she was not provided with appropriate care and treatment. Karen
was refused the opportunity to visit and to have Christine see a friendly face even though

she knew that other patients were receiving visitors.

The following day, Tuesday 12 May, Karen was again refused the opportunity to visit and
in the afternoon was told that her mum was going to die. A call was arranged with the
assistance of two nurses for 19:00 that evening during which Karen was able to thank
Christine for being a brilliant single mum and grandma to Karen’s son. Karen received a
call in the early hours of the following morning, 13 May 2020, to inform her that Christine

had died. Covid-19 pneumonia was recorded on the death certificate. Christine had
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15.

16.

wanted a wicker coffin at her funeral but this was not possible because of concerns about
contamination. There were just 6 people at the funeral including the pastor, and no wake
was possible. It feels like the family never got the body back — like a soldier lost in war.
Karen returned to work quite quickly as a means of coping. She also made contact with
the Samaritans and was put in touch with Cruse Bereavement services through which she
had therapy for a full year. However, Karen continues to feel stuck and wonders whether
this is because she was unable to visit her mum and to properly mourn her passing.
Despite the huge loss of life Karen worries that people have become numb to what

happened and do not want to talk about it.

Carolyn’s mum, Jillian Hoard, broke her leg in January 2019 and required surgery. The
operation did not go well, leaving her in considerable pain and remedial action was
required. Follow up surgery was eventually performed in February 2020 after two earlier
cancelled appointments in October and November 2019. Jillian was recovering well in
hospital but on Friday 20 March she became infected with hospital acquired Covid-19, and
she was moved to a Covid-19 ward. Despite Jillian being in good health, other than the
injury to her leg, and just 69 years of age, she was repeatedly pressured to signh a DNACPR
notice, which she refused. Carolyn was able to visit her mother on the evening of Friday
20 March, but the following day she received a call from a member of hospital who told
her in a matter of fact manner, “your mother’s got hours to live”. Carolyn raced down to the
hospital with her brother and found their mother drifting in and out of sleep. This was the
last time that Jillian’s family were able to visit. Jillian’s condition continued in this way
through Sunday and Monday, until the morning of Tuesday 24 March 2020 when the
hospital called Carolyn to inform her that her mother had died. Carolyn subsequently
discovered that despite Jillian’s express refusal of a DNACPR notice, the notice was
nevertheless put in place. Staff at the hospital suggested that Jillian’s belongings be
disposed of, which Carolyn refused. However, some of Jillian’s belongings were lost by
the hospital. Only 10 people were allowed at the funeral, and although most people were
understanding about these restrictions it was extremely difficult to decide who should
attend. The worst thing was not being able to be with Jillian at the end, in connection with
which Carolyn has experienced feelings of guilt. Carolyn managed to access counselling
through her employer which she needed for several months. Carolyn sought her mother’s
medical records to understand more about the circumstances but these have not been

provided. She also made a complaint which has similarly not been responded to.

James experienced the loss of his parents Frank and Ann Heaton during the pandemic.

Ann had been resident in a care for a few months at the outbreak of the pandemic. Frank
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17.

had been living at home but required hospital treatment for an infection in his foot from
which he was discharged to a care home in late March 2020. Efforts were made to
discharge Frank to Ann’s care home so they could be together but this was not possible,
and they were living apart. Ann was in poor health and vulnerable to most infections and
she contracted Covid-19 in May 2020. The family did not think Ann would survive the
infection but incredibly she did. Frank was in better health and was hoping to return home
once a course of physiotherapy could be provided at the care home. However, in
September 2020 he developed mild pneumonia and was admitted to hospital where he
tested negative for Covid-19. Frank appeared to be recovering and there were discussions
about discharge. However, approximately a week after admission his condition markedly
deteriorated and on Tuesday 29 September, nine days after admission, James was called
to say that Frank would not survive the night. James was living in England and drove
through the night and managed to be with Frank for the last couple of hours. Frank died
on 30 September 2020 having tested positive for Covid-19. The death certificate recorded
Covid-19 as the primary cause of death, and Frank must have acquired it while at hospital
(James believes most likely from an infected patient on a shared ward). Ann sadly died
only a few days later at her care home from an infection unrelated to Covid-19. A joint
funeral was held but there were restrictions in place. James describes the experience as
horrendous, "We had a joint funeral, only 19 people there. Almost all of their relatives were
elderly in their 70s and | was the only relative there - because none of them felt safe to
travel with the Covid rates as they were at the time. A lot of their local friends and friends’
children did come, which | was really grateful for. | sincerely hope that will end up being
the worst day of my life. | shudder to think what a worse day might be." James’
bereavement has been heavily impacted by the lack of recognition and commemoration
by the Welsh Government and he feels that the bereaved families have had to make all
the running. He received no bereavement support from the hospital or care homes, despite

losing both parents within days of each other.

One member’s sister required surgery towards the end of January 2020 which
necessitated a lengthy period in hospital. On 19 March she tested positive for Covid-19.
She was last visited by family on 21 March at which point she was receiving oxygen
treatment and the family made clear that there was no agreement to a DNACPR as her
condition appeared to be improving. The family were told that the response to treatment
was positive, however, it was not possible to make contact by mobile phone on 22 and 23
March, and on the morning of 24 March 2020 the family received the shocking news that
their beloved mother and sister had died. Her personal belongings were lost but one of the

nurses managed to trace them and they were returned to the family in black bin bags. Only
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10 people were allowed at the funeral. There had been no opportunity to say goodbye at
the hospital and this opportunity was now also denied to many friends and family at the
funeral. Those who were able to attend were unable to cwich each other, sing together or
meet together afterwards to support one another. The lack of bereavement support, care
and advice was also something that the family had to contend with. On 1 March 2023,
almost two years after the death the family received a letter confirming that the
investigation into her death had determined that the infection had been hospital acquired
(which was blindingly obvious as she had been admitted in January 2020 where she had
remained until her death in March). However, they also confirmed, in standard template
form that there had been no legal breach of their duty of care and that there was no liability,
which the letter reinforced with reference to existing comorbidities. What was even more
upsetting was the conclusion that the DNACPR had been fully explained, which was not

correct.

The beloved wife, mother and grandmother of one family died from Covid-19 on 24
January 2021, aged just 56. She contracted Covid-19 in early December 2020 and tested
positive around 7 December. Her condition deteriorated and on 16 December she was
taken to hospital but refused admission. Two days later, having deteriorated still further,
she re-attended hospital, and this time was admitted. She remained in hospital for 5 weeks
during which she continued to deteriorate. However, ventilation was not made available
until 24 January 2021, by which time it was too late and she died later that day. Visiting
was very restricted and prior to her death only one family member was allowed to visit on
just two occasions over this lengthy period. The family were concerned about the lack of
escalation of treatment, and they believe ventilation was not made available because of a
lack of capacity. The family made a formal complaint about the treatment and care received
(which they describe as horrific) during the hospital admission, however, hospital staff
raised the complaint direct with the patient while they were in a vulnerable state instead of
responding to the family, which was wholly inappropriate. Subsequently it was discovered
that a DNACPR notice had been put in place without the family’s knowledge. The family
were told that she was not going to make it on the evening of Saturday 23 January 2021,
and inexplicably they were only then placed on a ventilator for the first time at 10:00 on 24
January 2021 and taken off just 9 hours later at 19:00 on the same day. Once the ventilator
had been switched off the family were able to see their wife and mother before she died.
The grieving process was isolating and lonely. Only 20 people were allowed in the
crematorium, but the streets were lined with people for the journey there. Family members
needed therapy for years afterwards, and this included grandchildren who blamed

themselves for infecting their grandmother and bottled up their feelings.

10

INQO000660209_0010



19.

20.

Margaret’s sister Rachel died in hospital on 1 June 2020 from hospital acquired Covid-19.
She was just 66 years of age but classed as clinically extremely vulnerable. Rachel had
been shielding at home for 6 weeks but required treatment for a haematoma which
necessitated hospital admission. However, once she was placed in a busy hospital ward
where people all around her were coughing, almost inevitably she contracted Covid-19,
deteriorated and died. Margaret was unable to visit and describes having night terrors
“filling in the gaps” imagining her sister’s suffering instead of being updated with factual
information about her condition. She did not even know to which hospital her sister had
been taken. Margaret was only allowed to visit on the day of Rachel’'s death by which time
Rachel was not conscious. Margaret believes that Rachel was denied her basic human
right to say goodbye and to receive the comfort of her nearest and dearest. She must have
been so frightened. Margaret also believes that reverse barrier nursing should have been
more fully explored given Rachel's extreme vulnerability and the very high levels of

infection and poor IPC within hospitals.

Amanda lost her mother and her grandmother to Covid-19. Their loss has had a
devastating impact on her family, and they continue to feel their loss very deeply. Amanda’s
mother, Christine, passed away from Covid-19 on 7 April 2020 aged just 61. Amanda’s
father was a hospital porter working without PPE at this time, and on around 31 March
2020, he began showing symptoms of Covid-19. Her parents decided to sleep separately
to protect her mother as much as possible, but she began exhibiting symptoms a few days
later on 2 April. They believe that her father contracted Covid-19 at work and this was
passed to her mother. Her father was eligible for a PCT test as an NHS employee, and his
test result returned on 6 April with a positive result. Her mother’s condition was worsening
- she had breathlessness that she compared to the feeling of having an asthma attack and
she felt very tired. The next day, Amanda contacted her father to check in but had no reply.
Her husband answered a call on their landline and then informed her that her mother
passed away in her bed. Amanda could not go to her father because of underlying health
conditions, and she finds it particularly difficult that she could not be there with him to
comfort him on the day her mother passed. Amanda’s family were not given the opportunity
to see her mother before laying her to rest, and the restrictions on her funeral were
particularly difficult to process as they could not give her the funeral they would have
wished. There was no singing or joining the vicar in prayer, and they could not give a
eulogy meaning her family was denied the opportunity to say anything in remembrance of
her mother. Being unable to comfort each other at that time made the process so much

harder.

1
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21. Amanda lost her paternal grandmother, Maureen, in January 2021. She had been living
independently up until May 2020, when she suffered a fall at home and was hospitalised
over the summer. Arrangements were made for her grandmother to move to a nursing
home in September, and she seemed to be okay although restrictions on visiting meant
they could only see her through a window and there were difficulties with communication.
In the middie of January 2021, multiple residents of the nursing home including Amanda’s
grandmother began to develop symptoms of Covid-19. She began to suffer from
breathlessness and was confused. She passed away on 29 January 2021, with one of her
sons with her but no other visitors were permitted. Not being able to say goodbye, has
caused their family much distress. Her funeral had similar restrictions that impacted their
ability to properly mourn and comfort each other. Amanda’s family carry these losses with
them every day: “to lose one person to this virus is devastating, but to lose two has left our
family broken. We are left wondering if there is more that we or others could have done to
fight for them, to ease their suffering, to save them”.

22. Helen Hough told the Inquiry of the profound loss of her husband Vernon during the
pandemic and the deep sense of abandonment she experienced as both a bereaved wife
and a care home owner trying to protect vulnerable residents. For over 30 years, Helen
and Vernon lived and worked at their family run nursing home in Wrexham. Their lives
were intertwined with the residents they cared for, and Vernon in particular was a daily,
comforting presence - repairing, chatting, and bringing joy to people who depended on
him. Helen felt abandoned by the authorities at the very moment she needed guidance
and support. Despite early warnings about Covid-19, she received almost no practical
direction from the Welsh Government, the local health board, or the local authority.
Meetings offered contradictory or alarming messages, for example that older people would
not be ventilated, and the lasting impression was that the residents of her care home were
being deprioritised. Testing was scarce, inconsistent, and often unavailable when urgently
needed. She repeatedly asked for whole home testing but was told it was not necessary.
As a result, residents who died in the early months were never tested, leaving their deaths
unrecognised in official figures and their families without clarity. Difficulties communicating

with families when residents were dying was horrendous for everyone.

23. The emotional toll on Helen and Vernon was immense. They worked exhausting hours,
often without sleep, trying to protect residents while navigating shifting, confusing guidance
and a lack of meaningful support. Staff were frightened, residents were isolated, and the

couple carried the weight of responsibility almost entirely alone. Vernon, who had always
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24.

been the heart of the home, was deeply affected by the suffering he withessed. When
Covid-19 entered the home - likely through an asymptomatic staff member - they watched
residents die in “shockingly uncomfortable and distressing’ circumstances, without access
to timely testing, oxygen, or hospital care. These experiences began to impact Vernon
significantly, and he became very stressed and distressed at the continuing deaths of their
lovely residents. He took his own life on 21 May 2020. Vernon’s death devastated Helen,
their children, her mother — who Vernon visited every day — and all their staff and residents.
It ended the life they had built together and shortly afterwards, Helen put their beloved
nursing home up for sale. It had all become too much for her and her family. Their
bereavement is shaped not only by the death of Vernon but by the sense that they were
all left to cope alone and badly let down by the authorities and by policies that treated care

home residents as expendable.

Debbie’s father, Howell John Morgan, died of hospital acquired Covid-19 on 7 January
2021 aged 82. He was admitted to hospital on 25 December 2020 having fallen at home
and because of concerns at his low blood pressure. On 27 December his blood pressure
was stabilised following a procedure for an internal bleed, and he also tested negative for
Covid-19. Debbie was unable to visit but attended hospital daily to deliver clothes and
other items. On 28 December Debbie was told by the hospital that her dad had brightened
up. However, when she managed to speak to Howell, he gave a different account and told
her that his bed was dirty, and he begged to be taken home. Howell used a prosthetic leg
and concerns about his mobility were preventing his discharge. However, with hindsight
Debbie believes that she should have acted on her dad's wishes and seized the
opportunity to have him discharged because the risk of Covid-19 infection from remaining
in hospital was much greater. On 30 December Debbie queried why her father had not
been discharged and was told that they would look into it. However, Debbie heard nothing
back apart from a complaint of the Family Liaison Officer that Howell was being difficult
and had asked for help eating his food whereas he was capable of feeding himself. Debbie
considers this to have been insensitive and inappropriate as Howell had limited grip in his
hands from a previous injury. This was typical of the behaviour of the Family Liaison Officer,
who caused the family considerable distress through his criticism of Howell and lack of
sensitivity. Debbie reflects that there was a real need for family liaison during the pandemic
as families were unable to visit and Debbie’s own experience included spending many
hours trying to get through on the phone. However, the liaison officers need to be qualified

and sensitive, otherwise, as in this case, they cause more harm than good.
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25. On 31 December 2020 Howell’s discharge was further delayed because the occupational

26.

therapist would not be back in work until 3 January 2021. Later the same day Debbie was
contacted by the hospital to advise that Howell had tested positive for Covid-19 and to
Debbie’s surprise she was asked whether Howell might have come in with it (he had
negatively tested twice while in hospital prior to this point). Howell's condition deteriorated
and on 2 January Debbie was told that he was shattered and had no energy, and on 3
January that he was, “quite poorly”. This sadly continued and on 5 January while speaking
with a member of hospital staff Debbie could hear her father shouting incoherently in the
background and it was clear how badly he was suffering. A nurse on the ward (who was
particularly helpful throughout) told Debbie that many other patients on the ward now had
Covid-19 and that she wondered whether this was a new strain because she had not
experienced patients in such distress before. Debbie begged to be allowed to visit because
she could not bear the thought of her dad going through this alone but was told she could
not. On 7 January the issue of a DNACPR was raised and the family were told that end-
of-life care had commenced. The lack of discussion about end-of-life care, and to realise
that their views did not matter, shocked the family. Shortly after, Debbie was told that she
could attend hospital to sit with her father before he died. However, she was also told by
a doctor that if she did she would need to self-isolate for two weeks, and although she
desperately wanted to be with her dad she could not risk being unable to care for her
mother. She was also concerned about her ability to arrange the funeral. The decision not
to be with her father has haunted Debbie and her mother every day since. When Debbie
collected Howell’s belongings she discovered they had been mixed with another deceased
patient's belongings, and she returned them immediately concerned about the poor family
of the patient. Debbie’'s mum wanted to see her dad at the funeral home but was told she
could not because the coffin was sealed — this broke her heart and itis the only time Debbie
has seen her mother cry. The funeral was restricted in numbers, personal contact and
duration as so many other families experienced. Debbie reflects, “As a family we have still
not recovered from losing Dad in this way. It seems so cruel to have prevented us from
seeing him at the worst point in his life. He died with no familiar faces in sight. We are very
unhappy with the care he received at hospital, where he undoubtedly contracted the Covid-

19 virus, and we are left with a legacy of guilt and trauma from failing to prevent this.”

Margaret Rankmore’s husband of 59 years, Gerald, died on 3 April 2020. Gerald had
Parkinsons but was living at home with carers attending morning and evening to provide
support. Gerald became unable to bear his own weight and was admitted to hospital for
physio to build strength to walk again. Gerald was in hospital for about three months but

was almost ready to be discharged back home when Covid-19 struck. As he was not quite
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28.

ready to come home, he was discharged to a nursing home. Margaret rang the nursing
home every day at 21:00 to speak to Gerald. About a week later, there was no answer
from his phone when she rang. After a few attempts Margaret called the office in the
nursing home and was told Gerald was not very well. When she rang again the next day,
she was told he was not good, but she could come in to visit him. No one told Margaret
how unwell he was, and he was unconscious when she saw him. Margaret stayed with
Gerald for three days and two nights. Her son had access to industrial-masks, FFP3,
through his work, so Margaret had the benefit of proper protection while she was there.
The carers had no PPE - no masks or aprons. Her son visited every morning and cleaned

Gerald’s room, while Margaret went home to shower and change her clothes.

On her last day with Gerald, he had a FaceTime consultation with a GP who indicated that
he had Covid-19. Up until then, she had been told it was an infection and he was being
treated with antibiotics. Margaret was then told there was confirmed Covid-19 within the
nursing home, and she would have to leave. She was not allowed to stay despite being
with Gerald for the past three days. The next morning, she rang the nursing home to see
how he was. She waited until about 10:00 so as not to interrupt the morning routine in the
nursing home. When she called, she was told Gerald had died at half past seven that
morning. She did not even get a phone call. The lack of communication about Gerald’s
condition was a source of immense concern and anger. The family should have been kept
informed about how he was, but instead it came as a complete shock for Margaret and her
family. They were left with the feeling that because Gerald was old, he did not matter. Had
she been allowed to stay, she could have been with him when he died. Instead, Gerald

died alone.

Margaret and her family could not have a proper funeral for Gerald. Gerald had wanted a
church funeral, but the churches were shut and the service was held in the crematorium.
Only ten people were allowed, even though the space was so big, they could easily have
accommodated more people socially distanced. Margaret and Gerald have three children,
and four grandchildren, but they could not sit by her at the funeral. She had to come home
on her own and try to deal with everything alone. Her grandchildren particularly were
devastated and concerned for Margaret that she was on her own. The lack of a memorial
in Wales for those who died of Covid-19 adds to the feeling of bereaved families that they
are not important and they do not matter. There should be a memorial that is accessible

to bereaved families (near to buses or trains) to remember those who died.
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29. Lyn Flower was 68 when she died on 24 December 2020. She lived alone but was part of
her brother, Peter Morgan and her sister-in-law, Lisa’s support bubble. Lyn was involved
in a road traffic accident on 7 December 2020, and her car was written off. The insurance
company was informed, and the following day the GP, but Lyn did not wish to attend A&E.
Peter and Lisa were checking in every day. On 13 December, upon visiting Lyn and
dropping off some food, Lyn was confused and pale. She fell getting up out of her chair
and Peter insisted she be seen at the hospital. He brought her to A&E. Peter was asked
to leave Lyn in the entrance to the department; he fried to explain Lyn’s underlying
conditions to the triage nurses (she was type 2 diabetic, with chronic asthma and arthritis)
but felt they were very dismissive. He was given no information about where Lyn was
going, but he had to leave her. Lyn spent a considerable time in A&E and was admitted to
a respiratory ward although her family were not aware of this immediately. Lyn was
discharged early the following morning with a Covid test pending. Peter questioned this
decision, especially as Lyn lived alone, but was reassured by clinicians that her CT and
bloods were okay, that she did not have an infection and that she had been assessed by
the stroke specialist. Peter collected Lyn from the hospital and as she walked into her
home, the text message with her Covid-19 test result came through. She had tested
positive for Covid-19. Over the following days Lyn’s confusion, weakness and
breathlessness worsened. Despite repeated calls to the GP and 111, support was limited.
When her oxygen saturation fell dangerously low on 21 December and no ambulance
arrived, Peter carried her to his car and drove her to A&E himself. She was admitted,
placed on CPAP, and later moved to high flow oxygen. Peter was told she was unlikely to
recover and on 23 December, he was invited in to say goodbye. He describes the privilege
and pain of those final hours, video calling Lisa and their three boys, Rhys, Jack and Tom,
so Lyn could see them. The next morning, Christmas Eve, Peter called for an update at
08:15 and was informed that Lyn had died 15 minutes prior, but the hospital team had

been too busy to notify them.

30. The family’s bereavement has been compounded by a complete lack of information or
support. It emerged that Lyn was first admitted to a Covid-19 ward on 13 December and
placed on oxygen but then taken off a short time later, and discharged home without any
follow-up support. Had her family been given fuller information, they would have returned
her to A&E sooner. There was no explanation about the decisions taken in Lyn’s care and
the only contact the family had from the patient team informed them where they could
collect Lyn’s belongings after she died. They have been left with ‘what if questions about
why Lyn was discharged when she was so unwell and whether different decisions could

possibly have changed the outcome. Their concerns extend beyond Lyn’s treatment to
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32.

wider systemic failures. They describe a sense of arrogance and lack of humility from
political leaders, a pattern of “mistruths” that eroded public trust, and the absence of
recognition that people’s lives have been forever changed. They were distressed by
evidence of poor preparedness, inadequate PPE, and inconsistent decision making. Peter,
a civil servant, emphasised that accountability and transparency are essential, yet were
absent. The impact on their children has been significant. The pandemic meant they
missed key milestones, and they struggled with disrupted education and the emotional toll
of losing someone so central to their lives. Promised bereavement counselling never
materialised. The family feel strongly that children affected by pandemic bereavement
have been overlooked and left without a voice. For Peter, Lisa, Rhys, Tom and Jack, and
Peter’s daughters, Zara and Helen, the loss of Lyn has been devastating. Their grief has
been compounded by the failures they witnessed - failures of communication,

preparedness, leadership and the lack of humanity and compassion.

A porter at a hospital in Wales was required to work during the pandemic without adequate
PPE. Their role involved moving patients between wards including close physical contact
(less than 12 inches) with patients whose infection status was often not notified to the
porters. In March 2020 they lost their sense of taste and smell, and they attended A&E
and were sent home. They subsequently tested positive for Covid-19 and shortly after their
spouse, who had underlying health issues (Chronic Obstructive Pulmonary Disease),
started to exhibit symptoms and they quickly deteriorated and died at home. They were
very scared and had not wanted go to hospital and be intubated. Covid-19 was recorded
as the cause of death on their death certificate. The funeral was a very sad and lonely
affair due to the lock down measures. Although grieving they quickly returned to work as
a porter as they found the loneliness of sitting at home too difficult. When they returned to
work in April masks were more readily available. However, transfers between ward to ward

and bay to bay continued to spread infections around the hospital.

Helen’s partner of 23 years, Jeff, was admitted to a nearby hospital with pneumonia in
September 2020. He tested negative for Covid-19 on arrival, and by mid-September staff
informed Helen that he was going to be discharged home. While still an inpatient, Jeff
contracted Covid-19, during what was identified as a major outbreak at the hospital
involving around 80 patients. This infection marked the beginning of a long and difficult
period in which Jeff’'s physical and mental health deteriorated significantly. He lost weight,
became depressed, stopped eating and later had no memory of his illness. He became
increasingly vulnerable. His transfer to another hospital in late October meant that visiting

was extremely difficult, due to Covid-19 restrictions as well as the long distances involved,
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34.

35.

expensive taxi fares, and her own vulnerability. Communication and progress reports
became a big problem. Jeff was recommended for discharge at the beginning of December
2020, subject to an assessment by social services of his care needs. However, there were
numerous delays due to staff shortages, holidays, and administrative handovers. Helen

was often left without updates and felt excluded from discussions about Jeff’s wellbeing.

Social Services then requested Jeff’s bank card and instructed her to take it to the hospital.
Helen refused to do so without Jeff's authority, and she was told by a carer that
noncompliance would leave no option but to forward Jeff's case to the Patients Welfare
Secure Team. Helen considered this statement an accusation, totally inappropriate and
pressurising about Jeff's care arrangements. Helen was so concerned by this request that
she lodged a complaint but received no reply. Towards the end of January 2021, Jeff was
still in hospital despite discharge recommended seven weeks prior. Helen was then told
that Jeff did not want to return home, a truly distressing message that was inconsistent
with their long relationship. She became increasingly worried about his mental health,
especially as further assessments were ordered for conditions such as dementia. In
February, Helen was told by a ward sister that Jeff required 24/7 residential care and that
he would be moved out of the hospital. However, Helen was not told where he had been
placed. For weeks she had no information about his location or condition. During this time,

she struggled with her own health, experiencing severe stress, insomnia and depression.

Helen kept looking for Jeff: she contacted her MP and his trade union, but most doors were
shut. She had faith Jeff would contact her eventually. By July, she knew that something
was badly wrong. Whilst receiving an assessment from social services for herself, she
stressed she needed to know where Jeff was. Some weeks later, in August 2021, they
informed her that Jeff had died at the local hospital — five minutes away from her —on 8
March 2021 from pneumonia and sepsis. He had been at the care home for less than 48
hours. Helen’s complaint to the Ombudsman was upheld, but months later she still had no
clear answers about what happened. Unresolved financial issues compounded her
distress: Jeff’'s pension was not paid to her despite her being the named beneficiary. Helen
believes that hospital acquired Covid-19 accelerated his existing health conditions and
death. Prolonged delays, lack of communication and a failure to involve Helen, who suffers

from COPD and diabetes herself, has left profound and lasting distress.

Sharon’s dad, David Alan Thomas, experienced a fall at home on 2 January 2022, and he
was admitted to hospital to be checked over, with the expectation that he would be home

within 24 hours. However, this did not happen. The family were told that David could not
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36.

return home without an increased care package which was delayed because of a shortage
of carer staff. Visting was initially restricted and then after a week it was suspended
altogether because of a Covid-19 outbreak at the hospital. The family were assured that
David would be protected, however, they were all very worried which was exacerbated by
the lack of contact which was particularly hard on David’s wife, Ann, as they had been
married for 58 years and were rarely apart. There did not seem to be any urgency in trying
to discharge David despite his vulnerability and continuous requests from the family. It
seemed to the family that they had no say in the matter — David was well enough to come
home but was being kept in a dangerous environment because of a lack of staff and it felt
as if he had been kidnapped. On 18 January the family were told that David had contracted
Covid-19. He was then transferred to another hospital where he remained in isolation for

over 3 weeks before finally being discharged on 10 February 2022.

During this period communication was really problematic and when the family was able to
speak with David on the phone, he was increasingly distant and confused despite having
no cognitive issues prior to admission. When David was discharged, he was so frail that
the people who brought him back in the ambulance could not even manage to get him to
sit upright on the stairlift to transport him upstairs and he had to be lifted in his wheelchair.
David was so poorly that he had to be readmitted to hospital on 13 February, and the family
were advised by a District Nurse that he should never have been discharged because he
was not well enough. David continued to deteriorate and sadly died on 17 February
2022. Sharon initially complained to the Health Board on 1 February 2022 and later to the
Ombudsman including the following statement, “/ firmly believe that if he hadn’t gone into
that hospital he would still be with us today. The last weeks of his life were also blighted
by us not being allowed to visit him despite the fact he was in a single room - one of the
nurses told us she thought this was particularly bad for the mental health of older
patients. You can only hope that your loved ones have a ‘good death’ - this was not that’.
As far as the family is concerned the complaint remains unresolved. The most recent
response was on 16 June 2025 which informed the family that David's case was
considered as part of National Framework for Nosocomial Covid-19 Investigations and it
had been determined that David had suffered only “low impact’ from contracting Covid-19
in hospital. The family strongly disagree with this assessment and they are angered by the
lack of accountability and the lack of learning and improvement almost two years after the
pandemic commenced, including the cruel and unnecessary visiting restrictions, and

David’s avoidable exposure to Covid-19 despite his vulnerabilities.
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37. Paul and Karen describe the tragic experience of losing their daughter, Lauren, at just 25.
The whole family became infected and very poorly with Covid-19 (all requiring hospital
treatment) just before the Christmas period in 2020. However, while Paul and Karen
started to make a recovery, Lauren’s condition worsened and she was taken to hospital on
27 December and admitted. Paul and Karen were able to speak by phone with Lauren on
28 December and the mood was positive and they assumed that Lauren would be
discharged either later that day or the following day. However, this was the last time they
spoke with their daughter. On 29 December they were given the unexpected and shocking
news that Lauren had been transferred to ICU and ventilated. Lauren did not respond well
to ventilation and at 20:00 the family were informed of the intention to transfer Lauren to a
London hospital for Extracorporeal Membrane Oxygenation treatment. However, at 23:00
(when the family had been expecting a call to inform them that Lauren had arrived at the
London hospital) they were told that the transfer was not going ahead, and that she was
unlikely to last the night. Paul and Karen rushed to the hospital and were confronted with
a request to authorise switching off the ventilator. Lauren died in the early hours of the
morning on 30 December 2020. The family believe that Lauren should have been
ventilated sooner and while some information has been provided to them about Lauren’s
care and treatment they are now resigned to not knowing the full facts. They reflect, “No
parent expects to face the death of their child. Our experience with the health service, who
we placed our trust in to care for Lauren in her time of need, had been truly disastrous”,
and they, “carry the loss of Lauren with us every day and the unanswered questions
regarding her treatment will forever weigh heavy on us.”

38. Julie Thomas’ husband, Huw, was a fit, 61-year-old. He began exhibiting symptoms of
Covid-19 in December 2020 and became increasingly unwell with breathlessness and
coughing. Julie contacted 111 on 18 December and was advised to take Huw to their local
hospital. She remembers Huw raising his hand to sighal goodbye as he was taken into the
hospital in a wheelchair — this was the last time she had face to face contact with him. Huw
and Julie kept in touch by mobile phone until 21 December, when he messaged to say he
was going to be ventilated. Julie believed that ventilation would work, and Huw would get
better and wake up. She now feels very naive. She asked to visit but this was not
permitted. On 28 December, she was contacted by a senior nurse telling her she could
visit Huw for 10 minutes. Julie knew that Huw was very unwell, but she was not told that
he was dying or that this visit was to say goodbye. She and her youngest son Alex, who
lived at home at the time, went to the hospital at 19:00 and met her eldest son, Oliver in
the car park. However, only two visitors were permitted to see Huw, and Oliver was unable

to see his father with his mother and brother. He waited in the hospital car park for three
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40.

hours and was allowed a short visit with his father later that night. When Julie went onto
the ITU, she was focussed on getting to Huw’s side. She was met by two people in full
PPE telling her that Huw was very unwell and a DNR notice had been put in place, but
they were not giving up on him. The situation felt surreal and she was in a state of shock.
They had only ten minutes with Huw and then she and Alex were rushed out. Huw died in

the early hours of the following morning, on 29 December 2020.

The funeral, constrained by pandemic rules, was described as “cold, empty and
inhumane,” with only ten attendees, no hymns, and the service rushed to just fifteen
minutes. These restrictions denied the family the communal rituals that normally support
grieving. Bereavement support from the Health Board was effectively absent. The family’s
grief was intensified by the lack of clear information during Huw’s treatment. Julie relied
on Huw’s texts for updates and after he was ventilated communication from the hospital
was limited and inconsistent. Julie did not know that Huw was dying on 28 December or
that a DNR had been put in place. His medical notes show that Huw did not consent to a
DNR, and they reveal inaccurate entries, for example an entry that, “wife updated” before
Huw was ventilated when Julie was never informed of this by the hospital. The records
also revealed that Huw’s ventilator had been switched off before he died, something his
family had not been told of. They are now resigned to the fact they will never know what
really happened, and they live with the uncertainty and lack of resolution, constantly
thinking, “what if?”. Julie described being “stuck in the anger phase,” unable to begin
grieving until she finally secured a meeting with the hospital over three years later - an
experience she found retraumatising and unsatisfactory. Julie believes the experience has
left her more cynical, and that her family shows signs of trauma, stating that “our grief

never goes away, and we carry it with us daily.”

Susan and her partner Clive Hargreaves had been together for over 20 years when Clive
experienced a fall at home at the start of September 2020. At first Clive seemed fine but
his condition deteriorated and on 4 September he was taken by ambulance to hospital
where he was admitted because of a high temperature, a condition of asthma, and for a
course of antibiotics to be administered. On admission Clive tested negative for Covid-19,
and he was also tested on 10/11 September, again with a negative result. Susan had
assumed Clive would be discharged after a few days. However, on 10/11 September Clive
told Susan that he had been asked to sign a DNACPR notice. During this period Susan
was unable to visit, however, she was in touch by phone and kept their family updated.
Around 16/17 September a doctor phoned to inform Susan that Clive had Covid-19 and

was receiving oxygen. Susan distinctly remembers being informed that Clive’s infection
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42.

had been determined following a scan, which puzzled Susan and has never been fully
explained. The doctor said, “if we can get him through the next week he’ll get through it’.
However, Clive’'s condition continued to deteriorate, and he needed more and more
oxygen. Susan was able to visit on one occasion for just 5 minutes during which Clive
removed the CPAP mask so they could speak. Susan describes having a horrible feeling
on 26 September 2020 and she phoned the hospital and spoke to a nurse who confirmed
that something was not right. Later that evening the hospital called to inform Susan that
Clive was not going to make it and to get to the hospital immediately. Susan contacted the
wider family to notify them and then attended the hospital but was too late and Clive had

already passed.

Susan regrets not being there for Clive and keeps playing it over in her mind that she did
not get there in time. Despite more than five years having passed, it still feels like only
yesterday. Susan managed to obtain some therapy sessions through her GP but they did
not really help, and Susan has not been able to grieve properly. It took a long time for the
grief to hit, and Susan describes the first 9 months as being in a daze. She also feels that
a part of her went with Clive, and she is not able to cope without him. Susan has
experienced depression and anxiety for which she has required medication. Susan
believes that Clive could and should have been discharged before he contracted Covid-
19. Despite Clive having died from hospital acquired Covid-19 Susan is not aware that his

circumstances have been considered by the National Nosocomial Covid-19 investigation.

Elizabeth lost her mother, Alfreda but known as Betty, to Covid-19 on 19 April 2020. Her
mother was admitted to hospital on 13 January 2020 after suffering a fall at home and
sustaining a broken hip. She was discharged to a community hospital on 28 January to
continue her recovery and rehabilitation and then discharged home on 24 February. On
discharge, she was not eating or drinking, and she was readmitted to hospital on 2 March.
Just over a week later, Betty was deemed medically fit and safe for discharge; however,
the hospital refused to discharge her home despite the family’s wishes and the fact that
there were three able-bodied adults at home to provide her with care. Instead, she was
discharged again to the community hospital on 12 March. Elizabeth’s father contacted the
local care home manager and was able to persuade them to supply a care team that would
facilitate Betty’s safe discharge home. She was due to be discharged on 30 March with
the new care package. During her time as an inpatient at the community hospital, visits
were permitted but limited to one visitor per patient, but the ward closed to visitors entirely
on 23 March once lockdown was introduced. Betty’s family received no communication

from the hospital on Betty’s condition and care. Elizabeth and her husband called the ward
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twice a day as this was the only way they could relay information to her father. They were
told she was generally coping well. At the end of March, Betty’s temperature spiked which
led to a delay in the discharge plans. She was tested for Covid-19 the same day, and a
positive result was returned on 1 April. Communication with Betty was extremely difficult.
Her family dropped in a mobile phone to keep in contact with her, but this was placed out
of reach and not charged, cutting off another line of contact with Betty. The lack of empathy

and care caused Elizabeth and her family significant worry and distress.

Betty’s condition deteriorated. Her family, who held legal power of attorney, requested that
she be discharged home and she was eventually discharged on 17 April, receiving end-
of-life care. She was in extreme pain and Elizabeth became her primary carer in the few
days she had at home before her passing on 19 April 2020. Elizabeth and her father
consider themselves fortunate that they were able to wash Betty and change her into more
respectable clothing, but once she was taken from home, they felt she was treated like
toxic waste. Elizabeth later learned from her mother’'s medical notes that a decision was
taken not to transfer Betty to an acute hospital for treatment on the basis of her frailty
score, despite this never being discussed with her family who held power of attorney.
Elizabeth and her family live with survivors’ guilt, and it has left them feeling traumatised.
She told the Inquiry, “Losing someone under the circumstances of this pandemic and its
lockdowns denies you all opportunities to grieve and obtain closure. The loss of my mother

affects all aspects of our lives, and we feel her loss every day”.

Jane’s dad, Edwin John Briggs, had been resident at a care home since October 2019
before becoming infected with Covid-19 in January 2021 from which he died in hospital on
26 January 2021. Jane lived just a few miles away from the care home but had not been
able to visit for some time due to the restrictions in place. She called the care home every
day to check on her dad. On 21 January 2021 Jane called the home and a member of staff
told her that they had only just returned from a six week absence due to a Covid-19
infection which caused Jane concern that there was infection in the care home. However,
she was assured that her dad was fine. The next day she called in the morning and was
again told that Edwin was fine. However, later in the day she was told that he had fallen
and hurt his leg and was attending hospital to be checked. Jane called the hospital and
was surprised to be told that her dad had been admitted. She had been under the
impression that he would be checked over and returned to the care home, but instead she
was told that Edwin had Covid-19, with a severe chest infection, that he was very
dehydrated and dirty in need of a change of clothes. Jane was also told that there was

nothing wrong with his leg! Jane agreed that Edwin would not be ventilated given his
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condition and age but she remained hopeful that he would pull through as he was a “sfrong
bugger’. She spoke to her dad by video call during which Edwin was able to recognise
Jane and her sister Diane. However, the next day his condition had markedly deteriorated.
Jane visited in person (as a result of which she was required to self-isolate) and found her
dad in a terrible state, coughing badly and very agitated, and unable to recognise Jane.
Edwin was very frail and covered in bruises — Jane was shocked at the physical toll taken.
Edwin sadly died on the evening of 26 January 2021. Jane was not able to attend the
hospital to collect her dad’s belongings because she was self-isolating. Diane attended
and was given someone else’s property (which was not realised until she had returned
home). When the family called to notify the mistake, they were told to throw the property
away (even though it belonged to another patient and they were willing to return it). Edwin’s
property could not be found. Edwin had been scheduled to have his vaccination in the
week following his admission to hospital. Jane is angered by the delays in vaccinating care
home residents in Wales, particularly given the known and huge loss of life in care homes
during wave one. Jane was vaccinated before her father, even though care home residents
were supposed to be the first priority. Jane comments, “If he’d had his jab when he should
he’d still be here”.

45. The funeral was awful and restricted to just 9 people. The family was not allowed to speak,
and the pastor shortened what they had written before rushing off to another funeral. It
lasted less than 15 minutes. The inability to say goodbye properly has had a lasting and
profound impact on the family. Jane has no complaints about the hospital care but is
involved in an ongoing complaint against the care home. After Edwin died the hospital
asked whether they could photograph his feet because they had bed sores (which had
been caused at the care home). This and his condition on admission to hospital evidences
a lack of appropriate care. Jane was also falsely assured by the care home that there were
no cases of Covid-19 at the home. When the family tried to retrieve Edwin’s property from
the care home much of it had been thrown away including items of personal and
sentimental value from when he was a young man. His glasses had also been lost or

discarded which were such a big part of Edwin, and it “just didn’t seem him without them”.

Part 2 — the priority issues of CBFJ Cymru in Module 10

46. From stories and experiences such as these CBFJ Cymru identifies the following priority

issues for the Inquiry’s consideration.
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47.

48.

49.

50.

Visiting and funeral restrictions

Families were kept away from their loved ones for months on end and prevented from
properly mourning when they died, in an effort to stop the spread of infection. Yet, while
these restrictions caused so much harm to the mental and physical health of patients, care
home residents and their families, levels of infection within hospitals and care homes
remained at incredibly high levels, making them some of the most dangerous places in the
country. Further, the restrictions often seemed arbitrary and nonsensical. Therasa
O’Hanlon described how patients with mobility were able to meet family or friends in the
hospital concourse before returning to their wards, while she was prevented from visiting
her bed bound mother. Many families now consider their compliance with the rules to have
been pointless, and some have even described how the experience felt like their loved

one had been kidnapped.

The inability to visit, support and comfort loved ones, or to be there when their loved one
died to say a proper goodbye has left many of the bereaved haunted by feelings of guilt
that they did not try hard enough to visit and/or care for a family member at home. Funeral
restrictions were inhumane and a national disgrace. The inability to properly honour their
loved ones in death, has caused huge problems in processing grief. They have left huge
numbers of people permanently scarred and almost every family bereaved over the
pandemic speaks of the trauma of this experience and how there was an inability to
properly honour and mark the passing of their loved one. Julie Thomas told the Inquiry,
“there was no rite of passage for my husband, nothing was done as he would have wanted,

as | would have wanted, as my sons deserved’.

These restrictions (both on the ability to support loved ones through their illness and on
remembering and respecting them in death through funerals and other rituals) made it all
the more important for there to have been proper bereavement support in place — but

instead of recognising this need and increasing provision, it was reduced.

It is the group’s firm position that any future restrictions on the ability of families to support
their loved ones in their time of need, and to gather to mourn their passing, should only be
imposed where the risks to public health cannot be otherwise managed through
reasonable and proportionate measures such as adequate and appropriate PPE and
ventilation. Sam Smith-Higgins told the Inquiry that rather than seek to restrict fundamental
and essential human behaviours to be with loved ones and to give and receive support in
times of greatest need, it is the unsafe environments within health and social care estates

that need to be improved. These are not unreasonable and unachievable aspirations. Yet
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51.

52.

53.

54.

55.

conditions within our hospitals and care homes remain dire. Data from 22 March 2026

showed that 76% of in-patient Covid-19 cases in hospitals in Wales were hospital acquired.

Lack of bereavement support

There was an almost total absence of formal bereavement support in Wales during the
first 18 months of the pandemic, at a time when it was most needed, with death and grief
on an unprecedented scale, in isolating circumstances, and without the ability to carry out
normal religious and cultural practices. Health bodies gambled on bereavement modelling
that suggested most people would recover from grief with no or minimal intervention, but
this failed to take into account the exceptional circumstances and huge loss of life

experienced during the pandemic.

In addition to the absence of a structured framework, many families found interactions
immediately after death to be impersonal and disrespectful, with personal property
returned soiled, important items such as wedding rings missing, or else returned
accompanied by alarming warnings that they might still be “infected” which caused some

families to destroy treasured keepsakes.

Taking account of the failures identified with both the provision of structured bereavement
support and also with basic interactions immediately following death, the group commends
the recommendation within the 2022 report of the UK Commission on Bereavement that
the professional bodies and employers of anyone whose role brings them into contact with
bereaved people must ensure that adequate bereavement training is provided. And this
needs to include the circumstances of bereavements arising from hospital acquired

infections, which have particular features and challenges.

Members were forced to navigate the complexities of registering their loved one’s death
with all the restrictions in place, without any guidance or support. The lack of any proper
bereavement support left bereaved families feeling alone and vulnerable, at a time when
it was not possible to seek support and comfort from family and friends in the usual way
(including families with relatives who lived abroad who were unable to support each other

because of the 14 day quarantine period).

Inadequate information about the circumstances of death, including inadequate

complaints, inquests and investigations processes

The unprecedented loss of life and the lonely and isolated circumstances in which many

people died meant that there was more need than ever to explain the circumstances in
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56.

57.

58.

59.

which a death occurred. However, just as with bereavement services and funerals, when
need was at its greatest, the existing systems and services were found badly wanting,
leaving many families feeling powerless and completely in the dark about what had

happened in their loved one’s final moments.

This absence of information created a vacuum which desperate families resorted to fill with
their own narratives, out of necessity. This has led in some circumstances to false
narratives taking hold which can be hard to shift. A bereaved family member has
commented, “in the absence of any facts our imaginations reached for the darkest and
most frightening possibilities and that is what became ‘truth’ and what we live with every
day.” Many families simply gave up trying to find out what really happened and have had

to learn to live with the fact that they will never know, constantly wondering, “what if’.

Complaints processes were lengthy, confusing, and traumatic, and many complaints would
have been avoided altogether had there been adequate and timely communication in the
first place. It is bewildering fo bereaved families that the importance of providing clear
information and explanations about the circumstances of death, in a form and manner that
is understandable to ordinary people, has not been recognised. The inadequacy of the
complaints process, including a lack of candour and reflection has resulted in re-
traumatisation and has prolonged and exacerbated the impact of Covid-19 on the

bereaved in Wales.

The Cymru group is critical of the lack of inquests, particularly where the facts indicate
systemic failures: such as cluster outbreaks in hospitals, and care homes in which large
numbers of residents died (up to 50% in some cases) following the transfer of untested
hospital patients. Inquests would have provided answers, enabled lessons to be learned,
and helped bereaved families come to terms with the unexpected death of a loved one. A
lack of resources and pandemic restrictions are cited as reasons that inquests were
curtailed but these are excuses, and again, at the time of greatest need the system was

found wanting.

Bereaved families in Wales campaigned extensively for a national investigation into deaths
from nosocomial infection, and the Welsh Government announced a two year investigation
in January 2022. It is hard to overstate the importance of this issue for the group. So many
members describe their sense of dread when a loved one was admitted to hospital
(unconnected to Covid-19) and the feeling of inevitability that they would become infected

and die, which tfragically happened in so many cases. However, when the investigation
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60.

61.

62.

reported, its tokenistic nature and the absence of specific findings about the appalling
circumstances in which so many people died from hospital acquired infection shocked and
angered the bereaved. The urgent need for a thorough investigation into every death from
nosocomial infection (in hospitals and care homes) is blindingly obvious, as the stories

detailed within part 1 of this statement make clear.

The deprioritisation of older people

The elderly were most seriously impacted by Covid-19, yet despite having made the
biggest contribution to the fabric of our society, in their time of need they were abandoned
and deprioritised. The pandemic caused and allowed thinking, even among healthcare
professionals, that elderly people were dispensable, and bereaved families are left with
the lasting impression that their loved one did not matter. This collective failure is a national

disgrace, and it must never be allowed to happen again.

The lack of dignity in death and unnecessary suffering

Closely linked to the deprioritisation of elderly people (but not exclusive to this group) is
the lack of dignity in death. For bereaved families to know that their loved ones died while
lonely, scared and confused, without adequate and appropriate treatment, without
adequate pain relief and hydration, and with decisions taken, such as treatment plans and
DNACPR notices in place, without their consent, only compounds their grief. As Professor
Stewart-Brown reflected in her evidence, there were very few “good deaths” in the
pandemic and there are huge implications for the bereaved following a bad death. Similar
impacts arose from the way the bodies of loved ones were treated after death, the handling

of their property, and the cursory nature of the funeral rites permitted.

Photography of the sick, dying and dead in hospitals

The experiences of grief and bereavement of many group members have been
significantly prolonged by the discovery that photographs of dead and dying Covid-19
patients were taken within the hospitals where their loved ones died. At least 7,300
photographs were taken and published widely. There is widespread public concern at this
practice, and it has caused deep distress to so many families in Wales. Given the lack of
information about the care and treatment provided to their loved one, the existence of
these photographs has “filled in the blanks” for many families in the worse possible way.
CBFJ Cymru doubt that such serious and invasive breaches of patient confidentiality and

privacy can be justified by the public interest in recording the pandemic.
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63.

64.

65.

Inadequate memorial and remembrance

The Covid-19 pandemic resulted in many thousands of deaths in Wales and a tsunami of
grief. It requires a government-led healing process. Research has shown that national
moments of reflection and memorials are powerful ways to validate feelings of grief,
promote healing, and foster a sense of unity. They also serve as a reminder of the
importance of community and shared humanity. The absence of an official national Covid-
19 memorial in Wales and the inadequacy of remembrance events in Wales further
prolongs the group’s grief and serves to increase the sense of injustice. As one member
put it: “by not organising a proper memorial or place of remembrance in Wales...the sheer
way they are still trying to brush it under the carpet like it never happened, is an insult to
us all.” CBFJ Cymru continues to campaign for an accessible and fitting memorial at the
Senedd in Cardiff, and the group feels strongly that this process ought to be led by the

Welsh Government on behalf of the people it represents.

Ongoing impacts on wellbeing and mental health

As illustrated by the accounts earlier in this statement, a common and enduring experience
of bereaved families is a feeling of guilt: guilt for sending a loved one to a place where it
was thought they would be looked after, only for them to contract Covid-19 and die; grief
for not doing more, or trying harder for a loved one; grief for feeling that they did not try
hard enough to visit their loved one or secure their return home. No matter how many
times families are reassured that they were not at fault, many find the feeling of guilt

impossible to shake.

Many bereaved continue to experience anxiety and depression, requiring ongoing
medication and therapy and other treatments, from the experience of losing a loved one
in such terrible circumstances, and it comes as no surprise to group members that levels
of anxiety and depression among the general population remain at approximately double
their pre-pandemic levels. Despite all of these ongoing impacts the members of CBFJ
Cymru remain as determined as ever in their pursuit of the truth and justice. As Sam Smith-
Higgins told the Inquiry, “it’s gruelling, it really is...I never thought | would still be here at
this point...but we have to keep going because, actually, nothing has changed in Wales

yet'.
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66.

Failure to learn lessons and lack of accountability

The reason bereaved families came together and continue to campaign, now many years
on from the pandemic, is to ensure that their voices are heard, to obtain accountability,
and to prevent others from ever having to go through the trauma they have experienced.
However, the lack of improvement (and in some respects the deterioration of health and
social care services since the pandemic), coupled with the failure of the Welsh
Government to properly explain and take responsibility for their actions, leaves bereaved
families with an overwhelming sense of injustice that has the effect of prolonging their
bereavement. Such conduct has given rise to overwhelming anger and frustration,

exacerbating grief and prolonging the bereavement process.

Covid-19 Bereaved Families for Justice Cymru
27 March 2026
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