IN THE UK COVID-19 INQUIRY
MODULE 10: IMPACT ON SOCIETY

CLOSING SUBMISSIONS ON BEHALF OF
CLINICALLY VULNERABLE FAMILIES
IN MODULE 10

A. INTRODUCTION

1. CVF is a grassroots organisation born of the pandemic. It represents those who are
clinically vulnerable (‘CV’), clinically extremely wvulnerable (‘CEV’) and severely
immunosuppressed, across all four nations (collectively referred to as ‘Clinically
Vulnerable’).! These individuals have underlying health conditions, or other risk factors,
which place them at higher risk of severe outcomes from Covid-19, including greater
mortality and developing Long Covid. CVF also represents the households and family
members of Clinically Vulnerable individuals (‘CV families’ / ‘CV households’), in other

words households that include at least one member who is either CV or CEV.

2. CVF is grateful that the Inquiry requested written and oral evidence in Module 10 from
CVF’'s CEO, Lara Wong. Mrs Wong's evidence, including CVF’s latest ‘Impact on
Society Survey? which was extensively referred to during the Module 10 hearings,
provided the Inquiry with an understanding of the impact of the pandemic felt by
Clinically Vulnerable individuals across the topics which Module 10 explored. As was
accepted early on in the module,® clinical vulnerability is a cross-cutting theme, relevant
to each of the areas identified in the Inquiry’s list of issues for Module 10. Understanding
the experience of Clinically Vulnerable individuals across each of those areas is

necessary both to understand the pandemic’s impact from the perspective of those who

" The definitions set out at §4 of CVF's Rule 9 statement [INQ000657970] are adopted.
2 CVF Impact on Society Survey, October 2025 [INQO00657072].
3 See CTI Opening at the Second Preliminary Hearing for Module 10, 4 November 2025, 23/1-13.
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were at greatest risk of harm, and to ensure we are prepared for what is to come,

whether a future pandemic or other health emergency.

3.  As discussed further below, the core message that CVF seeks to advance is that risk
management during the pandemic (understood as the identification, prevention and
mitigation of Covid-19-related risk) disproportionately affected Clinically Vuinerable
people, whether that was Clinically Vulnerable key workers, carers, victims of abuse,
detainees or otherwise. A core impact of the pandemic was the shifting of risk from a
public to an individual level, culminating in ‘Freedom Day’ and in the concept of
personal responsibility. Clinically Vulnerable individuals were disproportionally
impacted by this shift: they were often left to identify and assess their risk exposure
without institutional backing (e.g. due to a lack of, or inadequate, workplace risk
assessments),* and to prevent and mitigate risks by taking measures to protect
themselves from that risk (e.g. many choosing safety over employment and leaving

work, where workplace protections were either unavailable or inadequate).

4.  CVF’s submission is that a core finding in Module 10 should be a recognition that the
pandemic disproportionately impacted Clinically Vulnerable people because risk
identification, prevention and mitigation was too often left to them. The evidence
demonstrates that, as a result of this approach to risk management, Clinically
Vulnerable people could not reliably make themselves safe; that they were, and remain,
poorly supported across key domains; and that until clinical vulnerability is given
meaningful status in law and policy, their needs will not be properly met. These failings
led to loss of employment and livelihoods, increased mortality and profound mental

health consequences.

5. CVF consequently invites the Chair to adopt a small number of clear, practical
recommendations across CVF’s core themes of safety, support and status, including
with respect to airborne infection control (in line with clear findings in the recently-
released Module 3 Report), safe access to healthcare and civic life, enforceable
workplace adjustments, and the need to afford greater statutory protection to clinical
vulnerability, via the Equality Act 2010 and/or Equality and Human Rights Commission
(‘EHRC’) Statutory Codes.

4 INQO00657970, §234, Figure 7.
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6. There was a tendency in the Module 10 hearings to refer to “the next pandemic” and
the measures that should be put in place now to better prepare and protect people from
the negative impacts of that pandemic when it comes. However, the predicament many
Clinically Vulnerable people and their families are in is more urgent than that. Clinically
Vulnerable people remain at risk from Covid-19 now, and they will continue to be at
greater risk of severe health outcomes from future epidemics and infectious diseases,

not just the next pandemic.
B. SUBMISSIONS

7.  As setoutin CVF’'s Opening Submissions, CVF'’s focus in this Inquiry, and in Module

10, can be summarised to three overarching themes, as follows:

7.1. Safety: Clinically Vulnerable people must be kept safe from Covid-19 and other
pathogens. In order to keep those most vulnerable to Covid-19 and other
pathogens safe, physical environments must be made safer and more resilient to
outbreaks of infectious diseases, and the right to protective measures —
specifically the right to wear a high-grade mask — must be recognised and
protected in law rather than stigmatised. Risk management should not be left to
individuals or families. The ongoing overshadowing of the experiences of
Clinically Vulnerable individuals and their households is itself evidence of bad
planning for future pandemics — CVF thus encourages the Inquiry to recommend
measures that can and should be taken now to build the resilience of the UK’s
population generally — and Clinically Vulnerable people in particular — towards

future pandemics.

7.2. Support: Clinically Vulnerable people must be better supported, including by
being provided with appropriate tools and adjustments to allow them to prevent
and mitigate pandemic and other emergency-related risks posed to themselves
and to their household members. The Module 10 evidence demonstrated that
Clinically Vulnerable individuals and households experienced heightened and
compounded impacts across each of the thematic areas which Module 10
explored. Similarly, the evidence demonstrated the increased harm suffered due
to the pandemic by those for whom clinical vulnerability intersected with other
vulnerabilities (such as key worker status, domestic abuse, homelessness,
immigration status or imprisonment). However, those most impacted did not

receive the support they needed.
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7.3. Status: Clinically Vulnerable people must be recognised as a distinct group.
Safety and support measures will fall short until clinical vulnerability is given
sufficiently meaningful status. There was inadequate collection of data in relation
to the experiences of Clinically Vulnerable individuals and households, and,
consequently, a limited understanding of the particular difficulties they
experienced. CVF sought to fill these gaps, gathering and analysing its own data,
via surveys, other forms of outreach and engagement with members of its
network. CVF presented this evidence to underline the practical invisibility of
Clinically Vulnerable people, arising from the failure to recognise their status and
to address their distinct needs. CVF submits that any assessment of the
pandemic’s impact must acknowledge its inherent incompleteness, given that the

effects on Clinically Vulnerable people were not adequately understood.

8. Before expanding on these submissions, CVF makes a preliminary point to frame some
of the oral evidence cited below. Some withesses at the Module 10 hearings frequently
used language of “fear” and “anxiety” in relation to Clinically Vulnerable people. CVF is
concerned that Clinically Vulnerable people’s legitimate safety concerns, caused by
unmitigated risks in all parts of society, have been portrayed (even if inadvertently) as
either subjective fears without basis, or a mental health issue. Nevertheless, these
witnesses have provided important evidence to the Inquiry about the impact of the
pandemic, and particularly the withdrawal of protections, on Clinically Vulnerable
people which needs to be highlighted. Therefore, these submissions include quotations
that use the word “fear’ but CVF reminds the Inquiry that these were not baseless fears,
or manifestations of mental health issues, but legitimate safety concerns of Clinically

Vulnerable people.

9.  Asecond preliminary point relates to masks. It was accepted at a point in the pandemic,
when case rates were high, that masks were so important as protected measures that
they would be mandated by law (with criminal sanctions for non-compliance) in certain
indoor spaces such as public transport. They were also regularly recommended in
guidance. However, by contrast, following the pandemic there has been no residual
recoghnition that Clinically Vulnerable people remain at a higher risk than non-Clinically
Vulnerable people despite vaccination, a point confirmed by Professor Majeed: *That
risk, increased risk persisted despite vaccination, so although vaccination did suppress

risk in all groups, groups who were clinically vulnerable still had a higher risk of adverse
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health outcomes like admission to hospital or death.”® There has not been sufficient
recoghnition (including by many witnesses in this Inquiry) that it is just as important to
give Clinically Vulnerable people the right to wear a high-grade mask, because of their
intrinsic increased risk to Covid-19 and other pathogens, as it was to mandate masks
for everyone when case rates (i.e. the extrinsic risk) was high. CVF hopes that the
Inquiry understands that this damaging and illogical approach continues to put Clinically

Vulnerable lives at risk.

(1) Safety

Submissions on Impact

10. One of CVF’s core issues throughout Module 10 and the Inquiry has been unsafe indoor
environments and the impact this had on Clinically Vulnerable individuals. Unsafe
environments prevented Clinically Vulnerable from engaging in society to the same
extent as non-Clinically Vulnerable individuals, particularly after ‘Freedom Day’. As a
result, Clinically Vulnerable individuals were more likely to experience isolation, and
more likely to experience it for longer. This had profound impacts on their physical and
mental health.® As one Every Story Matters (‘ESM’) contributor explained (as read out

by Counsel to the Inquiry):

“I have no spleen due to cancer, so | am clinically extremely vulnerable and
we were told to shield. This was isolating and difficult and harder for the fact
that the rest of my family didn't have to shield and always risked bringing
the virus home to me. Mental health has been an issue since, and I'm still

worried about travelling, being in buildings near other people.””

11. The ESM also reported that: “People who had been shielding spoke about the distress
and anxiety they felt when restrictions were lifted. Many described how unsettling it was

to mix with others again and how strong their fears remained about catching the virus.”®

12. The Module 10 evidence provides further support for the proposition developed by CVF

in earlier modules that ventilation, filtration, occupancy control and respiratory

5 Professor Majeed [3/127/3-10].

5 Dr Sarah Hughes [INQ000652569_0028], Systematic Evidence Review [INQ000659787 _0076].
7[3/140/15-21].

8 Every Story Matters: Impact on Society — Mental Health & Wellbeing — Full record INQ000659895-
0034].
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protection (over which individuals typically have little control) are decisive in making

shared indoor air safer.
13. CVF commends the findings in the Inquiry’s Module 3 (healthcare systems) report that:

“While it may be difficult fo demonstrate accurately the precise extent to
which ventilation reduces the spread of infection, there was widespread
agreement among witnesses about the importance of ventilation in providing

safe healthcare environments.”

“Given the relatively low cost of HEPA filters and the advice being given to
the public in November 2020, the guidance for healthcare settings ought to
have emphasised the importance of ventilation far earlier than June 2021.
The fact that it did not is likely to be due to the belief among members of the
UK IPC Cell that Covid-19 was not ordinarily spread by aerosols and that,
consequently, it was not necessary to advise adaptations to healthcare

settings.”1°

and

“The changes [in Government guidance] to emphasise ventilation came too
late” and this “can only have been because ... the guidance was so wedded

to being predicated on droplets.”""

14. There is ample evidence in Module 10 for the Inquiry to apply the same conclusions to
settings other than healthcare. Indeed, it would be perverse not to given that there is
no material difference between indoor healthcare settings and other indoor settings as
relates to the importance of air quality for safety. In other words, ventilation is important

in all_indoor settings and improves safety when it is properly applied, whether by

portable HEPA filters or — ideally — high quality in-built ventilation.

15.  In Module 10, Andrew Nielson stated: “If you're talking about accommodation with poor

ventilation, of poor hygiene standards, then that is in itself an environment which is

9 Module 3: The impact of the Covid-19 pandemic on the healthcare systems of the United Kingdom,
at §1.92.

0 Module 3 Report, at §1.99.

" Module 3 Report, at §§1.102-1.03.
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conducive to the spread of the virus.”'? Professor Herrick stated “we should all have
access to clean air.”"®* The corollary is that risk must be reduced at source through
enforceable standards. Sam Smith-Higgins of CBFFJ Cymru echoed this call:
“[Hospitals] need to be ventilated. You need to bring requlations for air quality inside
hospitals ... Public buildings need to be safe places for people to go. You cannot
change the behaviours of people when you can quite easily change the behaviours of
the public spaces.”'* She highlighted that this would not only benefit Clinically
Vulnerable people, but it would have had an immeasurable impact on the individuals
who died from Covid-19 in hospital and their families who wanted to be with them. CVF
therefore invites a national framework for airborne infection control in healthcare and
public services, including minimum indoor air quality standards, CO, monitoring,

filtration, normalised access to respirators, and safe care pathways.

16. The Inquiry heard that unsafe environments, and consequently limited access to safe
services, disproportionately impacted Clinically Vulnerable people across Module 10’s

areas of focus:

16.1. In healthcare settings, the removal of universal masking, inconsistent use of
PPE, and poor ventilation deterred high-risk patients from accessing necessary
care, causing delays, cancellations and deterioration in health. This has been
documented in CVF evidence and is echoed in expert and witness testimony. *°
Professors Shakespeare and Watson, building on earlier reports, explained that
Clinically Vulnerable people were more likely to need healthcare facilities, but
during the pandemic they feared that the very places they needed were places
they would get ill, thereby deferring needed support.'® Rivka Gottlieb of CBFFJ
said “there are ongoing issues today that could be so easily addressed, wider
access to vaccination, for example, legislation around air quality. These sorts of

things, mask wearing in healthcare settings that would protect the vulnerable.

2 Andrew Neilson [8/10/1-3].

13 Professor Herrick [3/157/12].

4 Sam Smith-Higgins [10/13/11-17].

5 These issues were also explored in Module 3. CVF's Module 3 closing submissions captured that
the NHS estate remained inadequately ventilated, with confusion and resistance around airborne
transmission and PPE long after evidence had crystallised, reinforcing the need for protective
standards to secure safe access.

6 Professors Shakespeare and Watson [4/141/14-22].
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These are simple things but they've become so politicised and this worries me,

and the discourse worries me enormously.””

16.2. In employment, Clinically Vulnerable workers, and those living with them, faced
an “impossible decision’ between income and safety, driven by an absence of
enforceable rights to adjustments, weak oversight, and stigma around self-
protection. Professor Nazroo confirmed that “The two go together. So if you're
clinically vulnerable, then you will have fears about your health and then if you
don't have adequate protection then those concerns will be amplified.” ®
Evidence recorded that workers removed themselves from employment where
furlough or remote work was unavailable because of fear of clinical harm. This
was not a pathology but a rational response to unsafe environments and weak
institutional protections. These patterns are associated with greater financial
loss, mental health impacts and long-term exclusion. As Professor Herrick

explained:

“For people that couldn't work at home ... you start to get info this set
of impossible risk calculations. And especially if your workplace
couldn't be made Covid safe ... what do you do? Do you put yourself
at risk, having previously been unable to leave your house, or do you
decide that actually the risk isn't worth it? And some of the data bears
out that people made that active decision to say: actually, you know,

I'm going to have to leave my job because it's not safe.”®

16.3. In cultural institutions, the Module 10 evidence (including the Inquiry’s
roundtable report)? recorded variable retention of protections, with Clinically
Vulnerable and older audiences being less confident returning to indoor live
events after reopening without safeguards. As Mark Norris of the lLocal
Government Association reported, “[People] weren't sure what circumstances
some of the facilities would be reopened under, and whether or not they would
be entirely safe. So... there was a degree of reticence on people's part to return

until they were completely sure that the facilities they were going to were going

7 Rivka Gottlieb [11/159/20 - 11/160/2].

18 Professor Nazroo [5/190/15-19].

19 Professor Herrick [3/132/4-13].

20 Cultural Institutions Roundtable Summary Report [INQ000659832_0005].
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to be managed in a safe way.”' Lara Wong stated, “the failure to provide even
minimal accommodations — such as support for those who mask, or outdoor
events — was exclusionary. For Clinically Vulnerable people, it is about the right
to participate in public and cultural life on equal terms.”*> CVF member Vivian
explained “In short it has ruined our lives ... Winters are unbearable. We are
locked away. We can’t go to any dining or entertainment venues ... It’s not living,

it's existing."?®

16.4. In faith settings, Daniel Singleton explained that “often it was the clinically
vulnerable in particular communities, and older people, who were more likely to
be frequenting those faith locations"* and would therefore have been more
impacted by the safety of places of worship. One of CVF’s members offered to
fundraise for HEPA filters to make the space safer for elderly and vulnerable

people but was blocked by their parish council.?®

16.5. In prison settings, Andrew Neilson of the Howard League for Penal Reform and
Pia Sinha of the Prison Reform Trust described prisons with severe
overcrowding, poor ventilation and hygiene standards as environments
conducive to viral spread. Such institutions risked becoming “epidemiological
pumps,” % with potential implications within and beyond prison walls. Both
witnesses identified the reduction of overcrowding as a public health imperative
in future emergencies.?” The testimony links overcrowding, design constraints
and infection control failures. Charlie Taylor, the Chief Inspector of His Majesty's
Inspectorate of Prisons, agreed that Clinically Vulnerable prisoners were
particularly impacted by overcrowding because it limited their ability to reduce
exposure and increased risks of severe outcomes from Covid-19, a concern

frequently flagged in inspectors’ reports.?®

17. As a consequence of these unsafe environments, Clinically Vulnerable individuals often

fook measures themselves to protect themselves. However, CVF’s evidence

21 Mark Norris [7/103/23 — 7/104/4].

22 | ara Wong [6/53/18-22].

23 As read by CTI [6/9/25 — 6/10/6].

24 Daniel Singleton [6/106/23-25].

25 CVF, at §44 [INQ0O00657970_0019].
26 Andrew Neilson [8/10/11].

27 Pia Sinha [8/53/20 — 8/54/7].

28 Charlie Taylor [8/100/6-12].
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demonstrates that this was not without difficulty: rising harassment towards mask-
wearers in public services and workplaces eroded the feasibility of basic self-protection.
CVF’s polling observed a rising proportion of respondents reporting mask-related
harassment since 2022, with reports increasing from 48% in September 2022 to 65%
in January 2024. CVF members describe being pressured by others to remove their
masks and facing verbal or physical aggression when adopting self-protective
measures.?® As Lara Wong told the Inquiry, “If [Clinically Vulnerable people] don't even
have the right to ... choose to wear a mask, where we are left with personal
responsibility as the only thing that individuals have to manage their own clinical risks,

if they can't even wear a mask, where does that jeave them?”°

18. While the TUC evidence of workers being asked to downgrade their masks when
working with asbestos due to PPE shortages was concerning,®* CVF notes that the
asbestos worker is clearly and unambiguously protected by health and safety law,
whereas it is far more difficult in practice for a Clinically Vulnerable person to insist on
an FFP3 mask in a healthcare setting. To be clear, it is CVF’s position that health and
safety law properly interpreted requires that an employer puts in place reasonable
safety measures to protect Clinically Vulnerable people, and this could include
provision of high-grade masks, but in practice employers are more reticent to recognise
such legal requirements than in relation to issues such as asbestos. This is one of the
reasons why it is important that the Inquiry recommend improved legal protections and

guidance for Clinically Vulnerable people (see below).

19. TUC witnesses John Leach, Joanne Thomas and Michael Short described the abuse
experienced by frontline workers who had to enforce the rules and guidance, noting
that “people were threatened with being spat at on a very regular basis”.>? A retail
worker in the key workers ESM said “fwjorking in a supermarket during Covid was a
unique time. People were forced to queue 2 metres apart outside but as soon as they
got inside they all acted like everything was normal and would walk straight up into you
without a second thought. Often coughing right behind you. No one followed the rules

and if | complained because it wasn't safe, | was the problem.”®

28 CVF, at §§112-114 [INQOO0657970)].
30 | ara Wong [6/81/13-17].

31TUC [9/66/14-25].

32 TUC [9/69/25 — 9/70/1].

3 TUC [9/58/8-14].
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20.

The consequence of unsafe environments and obstacles to individual protections
included an intensifying mental health crisis for Clinically Vulnerable people who were
stigmatised for taking rational precautions. In alignment with CVF’s evidence, Dr Sarah
Hughes of Mind described the experience of Clinically Vulnerable people when
protections ended: “[Clinically Vulnerable people] suddenly became almost a polarised
group of people who often were ... kind of humiliated and mocked for that anxiety in
the long term, and all of those factors impacted mental heaith in the long term. So this
group were incredibly vulnerable, and continued to be vulnerable for quite some time
after the pandemic.”® The safety deficit thus cascaded into enduring psychological

harm.

Recommendations

21.

22.

23.

CVF strongly endorses the Inquiry’s recommendation at §1.105 of the Module 3 report
that:

“All hospitals built in England in the context of the UK government’s New
Hospital Programme — and any new facilities built in Scotland, Wales and
Northern Ireland — ought to be designed in a way that maximises the
opportunities for effective ventilation. In the short term, the use of HEPA

filters should be prioritised within healthcare across the UK."®

CVF invites the Chair to make similar, practical recommendations to improve the safety
of Clinically Vulnerable people in all public buildings, from healthcare settings to the
workplace, which would both compliment and expand upon the findings in the Module
3 Report. Just as wheelchair users have ramps to access buildings safely, Clinically

Vulnerable people need clean air standards to access buildings safely.

In respect of masks, CVF welcomed the Inquiry’s citation (with apparent approval) in
the Module 3 report of Dr Ben Warne’s expert evidence that there was no “good reason’
to prevent patients from wearing their own face masks. At §3.86, the Inquiry

recommended that:

“In a future pandemic, healthcare providers will need to reassure clinically

extremely vulnerable people that it is safe to attend healthcare

34 Dr Sarah Hughes [4/57/10-16].
3% Module 3 Report, at §1.105.
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appointments. This underlines the importance, from the outset of a
pandemic, of infection prevention and control measures that profect
individuals who are at high risk. This may include the need for additional
protections, such as permitting clinically extremely vulnerable people at high
risk to wear higher-grade face masks (or other PPE that is appropriate for

the pandemic disease) in healthcare settings.”®

24. CVF considers that this recommendation is a good start, however CVF invites the Chair
to go further and broaden this recommendation in Module 10 to recognise the right of

all Clinically Vulnerable people, not just CEV people,® to wear higher-grade masks in

all settings where they need to do so.

Proposed Recommendation 1: Enforceable national standards for airborne infection

control should be developed including minimum ventilation and filtration, CO,
monitoring, and normalised respirator provision, together with an explicit right for
patients, staff and service users to wear effective masks without challenge. These are
simple, straightforward recommendations that can be efficiently implemented through
appropriate recommendations to public service providers, consistent with the Public
Sector Equality Duty and with the positive obligations on public authorities to protect
human rights under s. 6 of the Human Rights Act 1998. The Equality and Human Rights
Commission (‘EHRC’) should update its Services, Public Functions and Associations

Code of Practice to include express consideration of clinical vulnerability.

Proposed Recommendation 2: Prisons and immigration detention centres should be

required to incorporate safeguards into pandemic preparedness: reducing
overcrowding where necessary, prioritising ventilation upgrades, and adopting

shielding protocols and risk assessments that are consistently applied.

Proposed Recommendation 3: Appropriate risk assessments should be conducted in

workplaces during pandemics, to ensure that risk identification and assessment is not
left to individuals. CVF supports the recommendation made by the TUC in Section C of

their Closing Submissions that efforts should be made to devise a national risk

36 Module 3 Report, at §3.86.
37 CEV was a government-defined categorisation that was removed with the end of formal shielding.

CVF Closing Submissions for Module 10 12

INQO000660210_0012



assessment tool, similar to that which was introduced in Wales, but developed in direct

consultation with Clinically Vulnerable people and their representative organisations.

Proposed Recommendation 4: A structured right to reasonable pandemic-related

adjustments for Clinically Vulnerable workers should be recognised, including remote

work where practicable, enhanced PPE, and risk-based redeployment during surges.

Proposed Recommendation 5: the EHRC should update its Employment Statutory

Code of Practice to include express consideration of Clinically Vulnerable workers
across each relevant chapter. At a minimum, the Code must be updated to provide
appropriate guidance to employers on the reasonable adjustments available to
Clinically Vulnerable workers at risk from infectious diseases, and those in their

households.

(2) Support

Submissions on Impact

25. Forjust a few months during the pandemic, the emphasis was on people changing their
behaviour to protect vulnerable people but once shielding ended in summer of 2020,
that dynamic changed dramatically. Policy decisions shifted responsibility from systems
to individuals in circumstances where people lacked the tools to assess their risks and
protect themselves effectively. Lara Wong said, “For many Clinically Vulnerable people
reopening was not experienced as freedom.”® Dr Sarah Hughes said, "We heard from
individuals that it felt like a cliff edge, that all of the protective factors had
disappeared.”® Professor Herrick said, “When restrictions were lifted, suddenly the
idea of protecting others shifted and it became an advice to people who had previously

been shielding to kind of reintegrate themselves into society."°

26. However, as CVF’s evidence has demonstrated, when Clinically Vulnerable people
tried take steps to mitigate their risk, whether in healthcare settings or the workplace,
they were met with resistance. Lara Wong has described how Clinically Vulnerable

people’s physical health risks were minimised or dismissed as irrational fears or anxiety,

38 | ara Wong [6/54/16-17].
39 Dr Sarah Hughes [4/57/7-9].
40 Professor Clare Herrick [3/131/3-9].
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and in many cases treated as a mental health issue: “it was a real problem because

people didn't understand.™"

27. Counselto the Inquiry’s opening statement recognised that Clinically Vulnerable people
faced risks and impacts beyond infection alone: “extended shielding, repeated
disruption of healthcare access and prolonged exciusion from everyday activities made
risk management a constant feature of life.”*? The written and oral evidence collected
in Module 10 confirms that there were sustained, distinctive harms for this group across

the thematic areas assessed. For example:

27.1. CVF's Impact on Society survey, referred to a number of times by Counsel to
the Inquiry in questions to various withesses, noted that “/solation was widely
understood by members as necessary for survival but also deeply traumatic and
psychologically costly. From CVF's recent survey, 95.2% of respondents
described negative mental or emotional impacts linked to shielding or cautious
living — including stress, depression, anxiety, loneliness, suicidal thoughts,

burnout and other trauma.”*®

27.2. When referred to CVF’s findings in relation to Clinically Vulnerable people’s
ongoing concerns about the safety of healthcare settings, Professor
Shakespeare noted that ‘people who are clinically extremely vulnerable or
disabled may need healthcare facilities a lot more than non-disabled people ...

but now they felt that those very places were places where they'd get ill.”*

27.3. Domestic abuse organisations described perpetrators weaponizing clinical risk
to increase control, exploiting shielding, isolation and disrupted support
networks, a dynamic related to the absence of appropriate support for Clinically
Vulnerable victims and survivors: Gisela Valle recounted the experience of one
victim: “She explained that she felt she had no choice to do this because she
needed to protect a vulnerable family member who was shielding and as a key
worker, she feared infecting them. The abuse had escalated and she felt

trapped.”® She also explained:

41 Lara Wong [6/48/19-20].

42 CTI Opening Statement [1/85/8-11].

43 CVF Impact on Society Survey, October 2025 [INQ000657072].
44 Professor Shakespeare [4/141/15-21].

45 Gisela Valle [5/76/5-9].
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“If you're a carer or if you work in the healthcare services, so if you're
a cleaner, then the easiest way fto disrupt that is to infect you. And
because at that point ... what is coming through in the news constantly
is how scary the situation is; you will do the best you can to avoid it. So
if I essentially go and tell you, 'I'm going to go out because I'm going to
go out', and then come and cough on you, of course that is a way of

controlling.”*¢

27.4. In places of detention, the combined effect of overcrowding, poor ventilation and
confinement meant that Clinically Vulnerable detainees were not adequately
supported, with inconsistent local mitigations producing a postcode lottery in
protections. Asked whether prisons were conducting risk assessments looking
at impacts on Clinically Vulnerable prisoners, Charlie Taylor stated “We didn't
come across that as a generalised thing that was going on, overall it wasn't
something that we found or reported on™*” and that “those with mental health
difficulties, or those with other sorts of specific needs, it just added to the
pressure of being in prison, and the inability of services to be able to get into
prisons to be able to support those prisoners just compounded the challenges
that they already faced in an overcrowded and sometimes violent and
challenging environment.”*®

28. CVF’s own evidence recorded large proportions of CVF members delaying or
cancelling healthcare due to unsafe environments, with the most frequently cited
barriers including lack of staff/patient masking, poor ventilation, crowding and refusal
of simple safety requests.*® Unsurprisingly, this compounded mental health harms and

worsened physical conditions.

29. Similarly, evidence across Module 10 demonstrated that Clinically Vulnerable workers
faced structural obstacles to obtaining adjustments, often leading to refusal of basic
protections, forced resignation or unpaid leave, with precarious and zero-hours workers
especially exposed. This confluence of lack of support and economic insecurity

intensified harms felt by Clinically Vulnerable people. For example:

46 Gisela Valle [5/84/11-20].
47 Charlie Taylor [8/126/3-7].
48 Charlie Taylor [8/113/1-8].
49 CVF Rule 9 at §185-189 [INQ000657970].
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29.1. Mike Short explained that “our members were concerned, perhaps members
who are noft clinically vulnerable or clinically extremely vulnerable but had family
members who were, and were relying on exactly that -- as you characterised,
that sort of discretion of an employer or the intervention of a trade union to help
them. And sometimes that worked, sometimes that was effective, and they were
treated sympathetically, and other times not. So, yes, more high-level guidance
for those situations would have been extremely helpful, yes.” Mr Short answered
the following question “So, it was really a bit of a lottery, because it wasn't --

there wasn't that high-level guidance?” stating “Yes, absolutely, yes” in reply.®

29.2. Professor Wenham emphasised compounded vulnerabilities for Clinically
Vulnerable women who worked on less pay, reduced hours or even risked
losing their job because they were “unwilling to put themselves at greater risk

being in a public setting”.%"

29.3. Professor Nazroo’s evidence recorded older workers and those concerned
about clinical harm removing themselves from employment where furlough or
remote work were unavailable, reflecting rational risk-avoidance rather than an
attitudinal “fear” problem: “There is certainly a large amount of evidence where
people have reported on removing themselves from work, not being able to be
furloughed, not being able to work from home, and therefore consequently
removing themselves from work because of their fear of clinical harm.”>? As
noted above, Professor Nazroo explained that workers’ concerns around health
and safety were inherently tied to the absence of adequate protections in the

workplace.

29.4. This evidence accords with CVF's survey®® which indicates that, among the 33
CVF members who identified as keyworkers, the majority reported serious

failings in workplace safety and rights protections, namely:

» 58% were asked to return to work in unsafe conditions;
* 55% experienced direct discrimination related to their Clinically Vulnerable

status;

50 Mike Short [9/95/17 — 9/96/5].

51 Dr Clare Wenham [5/29/11-23].

52 pProfessor Nazroo [5/189/17-22].

53 CVF Rule 9 at §234, Figure 7 [INQ000657970].
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» 36% were denied reasonable adjustments (such as PPE or remote work) (and
of those given adjustments, 59% said they were inadequate);

* Only 30% reported receiving a personal risk assessment;

« 24% had to take unpaid leave or resign to protect health;

» 21 % said they were ineligible for furlough or financial support;

* 12% could not access sick pay when needed.

29.5. As one CVF member explained “I felt completely trapped — | was again
expected to put myself at risk, just to keep receiving a really low and basic form
of financial support ... All of this happened not because | chose to not work, but

because there was no safe option available to someone like me.”*
Recommendations

30. CVF invites the Chair to recommend targeted support for Clinically Vulnerable

individuals today and during any future pandemic:

Proposed Recommendation 6: There should be targeted mental health provision for

Clinically Vulnerable people and households, expressly designed around safe access
and including remote options by default, so that needed care is available without
exposing people to risk. A recommendation of this nature is urgently needed to ensure
that mental health support is made available immediately for those who require it.
Planning should also commence now to ensure that structures are in place to ensure
that those who are Clinically Vulnerable have robust access to mental healthcare during

any future pandemic.

Proposed Recommendation 7: Economic support frameworks and public benefits

should embed criteria that are capable of ensuring that clinical vulnerability is properly
accounted for. Frameworks should ensure parity across benefits, and guarantee
access to essential services during elevated-risk periods, so people are not forced to
choose between subsistence and safety, a pattern the Module 10 evidence repeatedly

documented.

Proposed Recommendation 8: There should be a clear, enforceable right to reasonable

adjustments for Clinically Vulnerable workers, supported by EHRC guidance containing

worked examples, so that environmental risk is not discounted or individualised. This

54 As read by CTI [6/67/23 — 6/68/17].
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is essential if support is to be meaningful in practice. As above, CVF invites the Chair
to recommend that the EHRC updates its Employment Code to ensure that clinical

vulnerability is appropriately and expressly embedded across all chapters.
(3) Status
Submissions on Impact

31. The Inquiry has heard in Module 10 (and in previous modules) that there were
significant issues at the height of the pandemic regarding the correct and consistent
identification of those who were particularly vulnerable to Covid-19 (i.e., at higher risk
of severe outcomes from Covid-19,) due to underlying health conditions or other risk

factors such as older age and pregnancy. As the Inquiry found in the Module 3 Report:

“difficulties in identifying who should shield and a lack of engagement and
poor communication with clinically extremely vulnerable and clinically
vulnerable people undoubtedly contributed to the feelings of fear, confusion

and isolation experienced by so many”.%®

32. The government defined the CEV and CV cohorts, but the absence of precision and
consistency over time in these definitions left millions on the wrong side of an arbitrary
dividing line without essential support such as priority food access, access to essential

medicines, remote work, or vaccination prioritisation.
33. Professor Helen Snooks, expert withess to the Inquiry, gave evidence in Module 3 that:

“there were people that were not categorised ... as clinically extremely
vulnerable who then kind of missed out on that and some of those people felt
that should have been in the shielding group. So it was in some ways almost
an arbitrary cut-off between shielding and -- well, clinically extremely

vulnerable and clinically vulnerable.™®

34. The Module 10 evidence continued to demonstrate that shifts in government-defined
categories and inconsistent application of those categories produced confusion and

practical exclusion from support. For example:

5 Module 3 Report at §3.15.
56 Professor Snooks, 30 October 2024, 169/6-13.
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34.1. Professor Herrick explained that “there was certainly a certain fluidity for both
the cateqgories, so the people that were included in the categories changed over
time, the delineation of the categories changed over time, and people were
added to categories ... And people were also taken away just very suddenly by
text message, just one day to the next, a text message to say that they were no

longer categorised as clinically vulnerable.”"

34.2. Dr Sarah Hughes, explained that “People with serious mental illness were not
immediately on the shielding registers ... for some reason that was a largely

excluded group.”™®

34.3. Professor Majeed explained that “These are two groups which do overlap
somewhat, the boundaries are not entirely clear where one ends and the other

one starts.”®®

34.4. Professor Watson described moving definitions as new categories emerged,
with people often uncertain whether they were Clinically Vulnerable or not:
“People didn't know whether they were clinically vulnerable or not or whether
they were vulnerable to the pandemic or more vulnerable than others.”®

35. However, it was already well understood at the outset of the pandemic which groups
were likely to be at higher risk (even if the risk to some groups would be Covid-19-
specific) so the failure was not inevitable. A more precautionary approach should have
been taken from the outset. CVF welcomed the Chair's effective endorsement of the
‘precautionary principle’ in Module 3 in the context of modes of virus transmission,
finding that “[ajs a matter of common sense, the assumption should be that a potential
risk exists until proven otherwise, rather than requiring evidence that there is such a
risk before taking any precautions.”®' CVF has long advocated for the application of the
precautionary principle to the protection of Clinically Vulnerable people and invites the
Chair to make a comparable finding in respect of identifying, once a future ‘disease x’
is identified (and before it becomes an epidemic or pandemic) those likely to be at

higher risk of severe outcomes from Covid-19.

57 Professor Herrick [3/112/8-19.]

58 Dr Sarah Hughes [4/27/5-9].

5% Professor Majeed [3/110/24 — 3/111/1].
60 Professor Watson [4/127/10-13].

81 Module 3 Report at §1.86

CVF Closing Submissions for Module 10 19

INQO000660210_0019



36.

37.

One of the consequences of inconsistent identification of Clinically Vulnerable people
was inadequate data collection. The Module 10 evidence confirmed that gaps in data
on Clinically Vulnerable groups hindered effective support, risk assessment and
mitigation. Without data to make Clinically Vulnerable people’s experiences visible,
policy choices were made that misunderstood or underestimated risk, as illustrated
repeatedly across healthcare, workplaces, culture, faith, and justice institutions. For

example:

36.1. Professor Watson noted that “There is a shortage of data and the issue around
definitions of clinically vulnerable and clinically extremely vulnerable is a moving

feast because it was a new category that emerged during the pandemic.”®?

36.2. In opening, CVF explained that “data was not collected during the pandemic to
properly capture clinical vuinerability and the experience of clinically vulnerable
people, surveys carried out often did not collect data on clinically vulnerable
groups.” Lara Wong's evidence then explained that “our broader message to
the Inquiry, is that because we're not recognised as a group, because the data
wasn't collected, we are really limited in what we can say. But we do know for a

fact that these experiences were very real, and wide-ranging.”®

CVF’s evidence showed that the premature ending or curtailment of CEV designations,
driven by external pressures rather than a fall in extrinsic risk. This created a mismatch
between ongoing clinical risk and the rights and support tied to CEV status, forcing
unsafe returns or economic loss. When asked by the Chair during the Module 10
hearings “surely your categorisation will remain the same, whatever Covid was up to”,

Professor Herrick agreed:

“[tlhat's a very good question: why were you suddenly not clinically
vulnerable? And certainly those changes in categories did not chime with
people's own understandings of their own vulnerability. To be told that you're
vulnerable, and then suddenly, 'Oh, you're not vulnerable any more’, for
people individually that must have been exceptionally confusing and made

very little sense.”®

62 Professor Watson [4/126/2-6].
63 | ara Wong [6/62/16-21].
64 Professor Herrick [3/114/8-12].
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38. CVF submits that this advice was not just confusing and illogical; it was wrong: Lara
Wong highlighted in her evidence that “Shielding was paused not because those
individuals' extrinsic risk had changed, but because the pressures on the NHS had
reduced.” ®® This was foreseeable and avoidable. And, in any event, Clinically
Vulnerable people’s intrinsic risk, which is tied to their underlying health condition,

remained present throughout. As Lara Wong explained:

“When we're talking about people who are clinically vulnerable or clinically
extremely vulnerable ... it was based on their true intrinsic risk that they faced
due to the health conditions that they had™®® and “for people who are clinically

vulnerable, those intrinsic risks exist outside of pandemics as well."®"

39. The Inquiry has heard that, while some Clinically Vulnerable people may benefit from
protection under the Equality Act 2010 because they are also disabled, older, or
pregnant, many Clinically Vulnerable people do not. It is critical for the Inquiry to
recognise that not all disabled people (within the meaning of section 6 of the Equality
Act 2010) are Clinically Vulnerable, and not all Clinically Vulnerable people are disabled.
This was highlighted by the real example provided by Professor Shakespeare who
explained in evidence that his colleague Professor Watson’s wife had asthma and was
sent a DNACPR letter by her GP, but she “was not disabled in any way”.%®

40. As CVF has explained in its Opening Submissions and witness statement, there are
many conditions which cause clinical vulnerability which do not necessarily qualify for
protection as a disability under the Equality Act. Clinical vulnerability relates to the
elevated risk of severe outcomes from infection, rather than relating to day-to-day
functional limitations. The Equality Act definition of disability only applies to health
conditions or treatments which have a ‘substantial’ and ‘long-term’ negative effect on a
person’s ability to perform normal daily activities. To take an example, the risks to a
person from a virus may temporarily significantly increase due to intermittent treatments.
This would not necessarily be a “disability” under the Equality Act but would pose a
serious risk to an individual, who under the current law would be left without protection

if, for example, their employer refused to make adjustments to protect them.%®

65 | ara Wong [6/61/7-10].

66 | ara Wong [6/40/1-8].

7 {_ara Wong [6/80/10-12].

68 Professor Shakespeare [3/152/4-7].

63 CVF Module 10 Opening Submissions, at §34 [INQ000660101].
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41.

42.

43.

44.

45.

Furthermore, CVF has sought to highlight that even if a Clinically Vulnerable person
had the protected characteristic of disability, or age, or pregnancy, this did not mean
they were entitled to risk mitigating adjustments, such as remote work/learning, safer

environments, air filtration, or even the use of FFP2/3 masks:

“‘Even when a person met the legal definition of disability, their new
pandemic-related needs were often not recognised - because the Equality
Act defines disability in terms of the impact of a long-term physical or mental
impairment on day-to-day functioning. So shielding or mitigating infection risk
wasn't seen as a “disability need,” even though it is essential for those facing
increased health risks. This has left a gap: Clinically Vulnerable people were
almost universally denied adjustments (outside of formal shielding) because
the risks they faced did not stem from a functional impairment, but from a

higher risk of severe iliness."™

Therefore equalities legislation must recognise clinical vulnerability, so that clinical risk
alone is recognised in law. At present, large numbers of Clinically Vulnerable people
are unprotected especially where their protection needs to extend to their household

risk which a key characteristic.

The absence of formal recognition of Clinically Vuinerable people as a distinct group
requiring tailored protections under equalities legislation meant that Clinically
Vulnerable individuals were disempowered, disregarded and profoundly excluded. Lara
Wong explained that “Clinically vulnerable people weren't truly being recognised as a

group, their risks became invisible.”"!

The overwhelming evidence that has emerged throughout the Inquiry of the ongoing
impact on Clinically Vulnerable people demonstrates why it is necessary and important

to retain a category of Clinically Vulnerable people after the pandemic.

CVF strongly urges the Inquiry to resist the suggestion that “clinical vulnerability” to

infectious diseases is oo difficult to define. The categories of who exactly will be most

vulnerable to a new pathogen may vary. However, clinical vulnerability did not start with

the Covid pandemic: the pandemic illuminated something that was already there. There

70 CVF Rule 9 at §244 [INQ000657970].
7" Lara Wong [6/52/1-2].
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is a core group of people who are consistently at greater risk from infectious disease
because of underlying health conditions and weakened immune systems and they are
easily identifiable, see for example the annual influenza vaccination list. Professor
Herrick explained “There are certainly groups that are clinically vulnerable regardiess
of what is going on ... cancer freatment, inmunocompromised, suppressed, organ
transplant. Those people are always vulnerable, wherever they are and whatever
conditions are being faced.””? That group will be at risk, not just from pandemics and
infections, but from other civil emergencies, which is why CVF urges the Chair {o take

an important step to improve the protection of these people.

46. The Inquiry recognised at §3.105 of its Module 3 report that:

“planning for a future pandemic should include mechanisms to support and
protect the members of society who are at highest risk from pandemic
disease. The effectiveness of the support mechanism will be bolstered if
nation-specific health data and digital systems are improved to ensure that
people at high risk of morbidity or mortality from the pandemic disease are

identified quickly and accurately.”™

47. CVF submits that this task would be greatly assisted by better and more formalised

recoghnition of clinical vulnerability to infectious diseases.
Recommendations

48. CVF therefore invites the Chair to recommend that Clinically Vulnerable people are

given meaningful legal status. The recognition of clinical vulnerability as a protected

characteristic, and, at the same time or in the meantime, amendment of the EHRC
statutory codes of practice, is necessary to ensure that service providers, employers
and others with obligations under applicable laws treat Clinically Vulnerable individuals
lawfully.

Proposed Recommendation 9: “Clinical vulnerability” should be recognised as a distinct

protected characteristic under the Equality Act 2010. At the same time, or in the
meantime while legislative change is pursued, the EHRC should urgently update and

strengthen its statutory Employment Code and Services/Public Functions Codes to give

72 Professor Herrick [3/157/2-8].
73 Module 3 Report at §3.105.
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clear, practical guidance on how Clinically Vulnerable people and households are

protected under existing equalities and health and safety legislations.

Proposed Recommendation 10: Steps must be taken to address the gaps in data on

the impact of Covid-19 on Clinically Vulnerable people. Existing data collection in public

health surveillance should be routinely disaggregated by clinical risk groups.

49. CVF refers the Chair back to its closing submissions in Modules 3, 4 and 8, which set
out why reform to the status of Clinically Vulnerable people is essential to normalise
adjustments such as clean air standards, changes to physical space, supported mask
use and remote modalities. Without recognition and guidance, Clinically Vulnerable

people continue to fall through gaps in duties and practice.
C. CONCLUSION

50. There is an urgent need to restore trust and confidence that the lives and wellbeing of
all Clinically Vulnerable people matter, and that their distinct concerns and needs will
be addressed, both now and in a future pandemic or health emergency. While the scale
of the challenge faced by the Chair is considerable, given competing demands and
entrenched attitudes, CVF submits that its 10 proposed recommendations, set out
above, are simple to introduce, and will go an enormous way to addressing the needs

of Clinically Vulnerable people.

51. CVF is grateful to the Inquiry, and the Chair, for inviting it to participate in seven of its
modules, including being Core Participants in four. From CVF’s perspective, the
Inquiry’s legacy must be bringing to the fore the challenges which Clinically Vulnerable
people faced — and continue to face — in playing a full part in society. That Clinically
Vulnerable people will no longer need to carry around a CO2 monitor, because clean
air and other protective measures will become the norm not an exception. That they
are not abused for wearing a mask to keep them safe. Before the pandemic Clinically

Vulnerable people were invisible. They must not be invisible again.

52. CVF hopes and trusts that the report in Module 10, and those in respect of Modules 4
to 9, will collectively pave the way for Clinically Vulnerable people to have the safety,

support and status which they need, and deserve.
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53. Accordingly, on behalf of Clinically Vulnerable people, CVF urges the Inquiry to (1)
focus on improving the safety of public buildings, by making them more resilient to
airborne viruses and respecting the right to individual protective measures, particularly
the right to wear a mask, (2) make recommendations which would increase support
for Clinically Vulnerable people, namely targeted mental health support, workplace
protections, and financial security, and (3) enhance the status of people who are
Clinically Vulnerable to infectious diseases or other external risks and civil emergencies,
including their legal status as an equality group, to ensure their needs are better

recognised, understood and addressed.

54. CVF is grateful for the Chair's willingness to understand CVF’s issues of concern.

KIM HARRISON ADAM WAGNER K.C.
SHANE SMITH HAYLEY DOUGLAS
Slater and Gordon Doughty Street Chambers

MARGHERITA CORNAGLIA

Landmark Chambers

Solicitors for CVF Counsel for CVF

27 March 2026
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ANNEX: CVF’S PROPOSED MODULE 10 RECOMMENDATIONS IN ONE PLACE
(1) SAFETY

Proposed Recommendation 1: Enforceable national standards for airborne infection

control should be developed including minimum ventilation and filtration, CO,
monitoring, and normalised respirator provision, together with an explicit right for
patients, staff and service users to wear effective masks without challenge. These are
simple, straightforward recommendations that can be efficiently implemented through
appropriate recommendations to public service providers, consistent with the Public
Sector Equality Duty and with the positive obligations on public authorities to protect
human rights under s. 6 of the Human Rights Act 1998. The Equality and Human Rights
Commission (‘EHRC’) should update its Services, Public Functions and Associations

Code of Practice to include express consideration of clinical vulnerability.

Proposed Recommendation 2: Prisons and immigration detention centres should be

required to incorporate safeguards into pandemic preparedness: reducing
overcrowding where necessary, prioritising ventilation upgrades, and adopting

shielding protocols and risk assessments that are consistently applied.

Proposed Recommendation 3: Appropriate risk assessments should be conducted in

workplaces during pandemics, to ensure that risk identification and assessment is not
left to individuals. CVF supports the recommendation made by the TUC in Section C of
their Closing Submissions that efforts should be made to devise a national risk
assessment tool, similar to that which was introduced in Wales, but developed in direct

consultation with Clinically Vulnerable people and their representative organisations.

Proposed Recommendation 4: A structured right to reasonable pandemic-related

adjustments for Clinically Vulnerable workers should be recognised, including remote

work where practicable, enhanced PPE, and risk-based redeployment during surges.

Proposed Recommendation 5: the EHRC should update its Employment Statutory

Code of Practice to include express consideration of Clinically Vulnerable workers
across each relevant chapter. At a minimum, the Code must be updated to provide
appropriate guidance to employers on the reasonable adjustments available to

Clinically Vulnerable workers at risk from infectious diseases.
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(2) SUPPORT

Proposed Recommendation 6: There should be targeted mental health provision for

Clinically Vulnerable people and households, expressly designed around safe access
and including remote options by default, so that needed care is available without
exposing people to risk. A recommendation of this nature is urgently needed to ensure
that mental health support is made available immediately for those who require it.
Planning should also commence now to ensure that structures are in place to ensure
that those who are Clinically Vulnerable have robust access to mental healthcare during

any future pandemic.

Proposed Recommendation 7: Economic support frameworks and public benefits

should embed criteria that are capable of ensuring that clinical vulnerability is properly
accounted for. Frameworks should ensure parity across benefits, and guarantee
access to esseintial services during elevated-risk periods, so people are not forced to
choose between subsistence and safety, a pattern the Module 10 evidence repeatedly

documented.

Proposed Recommendation 8: There should be a clear, enforceable right to reasonable

adjustments for Clinically Vulnerable workers, supported by EHRC guidance containing
worked examples, so that environmental risk is not discounted or individualised. This
is essential if support is to be meaningful in practice. As above, CVF invites the Chair
to recommend that the EHRC updates its Employment Code to ensure that clinical

vulnerability is appropriately and expressly embedded across all chapters.
(3) STATUS

Proposed Recommendation 9: “Clinical vulnerability” should be recognised as a distinct

protected characteristic under the Equality Act 2010. At the same time, or in the
meantime while legislative change is pursued, the EHRC should urgently update and
strengthen its statutory Employment Code and Services/Public Functions Codes to give
clear, practical guidance on how Clinically Vulnerable people and households are

protected under existing equalities and health and safety legislations.

Proposed Recommendation 10: Steps must be taken to address the gaps in data on

the impact of Covid-19 on Clinically Vulnerable people. Existing data collection in public

health surveillance should be routinely disaggregated by clinical risk groups.
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