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	Purpose

	This paper provides the Board with a summary of the UK Covid 19 Inquiry Module 3: The impact of the Covid 19 pandemic on the healthcare systems of the United Kingdom, outlining the key findings, conclusions and recommendations relevant to Public Health Wales.
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	The Board is asked to:
· NOTE this report and CONSIDER the summary the summary the UK Covid-19 Inquiry Module 3: The impact of the Covid-19 pandemic on the healthcare systems of the United Kingdom 
· RECEIVE ASSURANCE in relation to: 
· Organisational activity contributing to the mitigation of the Module 3 recommendations.
· The continued use of existing Public Health Wales groups and governance structures to address identified recommendations, embed learning, and support a coordinated programme of change and continuous improvement.

	Link to Public Health Wales Strategic Plan
Public Health Wales has an agreed strategic plan, which has identified seven strategic priorities and well-being objectives.  
This report contributes to the following:

	Strategic Priority / Wellbeing Objective
	4 - Delivering excellent public health services

	

	Summary impact analysis  

	Equality and Health Impact Assessment
	An Equality or Health Impact Assessment has not been undertaken.

	Risk and Assurance
	High level of organisational risk if an adequate response to the inquiry is not implemented

	Health and Social Care (Quality and Engagement) (Wales) Act
	This report supports and/or takes into account the Health and Care Standards for NHS Wales Quality Themes, and in particular, Theme 02.

	Financial implications
	Dependent on the final agreed approach with Welsh government and cannot currently be assessed

	People implications 
	May require training, upskilling and change in practice


1. Purpose / Situation
This paper provides the Board with a summary of the UK Covid‑19 Inquiry Module 3: The impact of the Covid‑19 pandemic on the healthcare systems of the United Kingdom, outlining the key findings, conclusions and recommendations relevant to Public Health Wales.
Module 3 examines how the healthcare systems across the four nations responded to the pandemic and the extent to which system capacity, clinical guidance, infection prevention and control arrangements, workforce resilience and patient outcomes were affected. The Inquiry concludes that the UK entered the pandemic ill‑prepared, with overstretched and fragile healthcare systems that came close to collapse, coping ‘but only just’ due to the extraordinary efforts of healthcare workers.
Specifically, the report:
· Assesses the capacity and resilience of urgent, emergency and hospital care, including critical care surge arrangements, staffing, equipment and estate readiness.
· Evaluates infection prevention and control (IPC) guidance, identifying fundamental flaws in assumptions about respiratory transmission, delayed recognition of aerosol risks, and inconsistencies in PPE guidance and supply.
· Reviews the impact on patients, including those hospitalised with Covid 19, those requiring emergency treatment, individuals subject to shielding arrangements, and those with non-Covid conditions whose care was delayed or disrupted.
· Examines visiting restrictions, end of life care, and the consequences for families, carers and vulnerable groups.
· Considers workforce pressures, including redeployment, burnout, psychological harm, and the sustained impact on staff welfare and retention.
· Highlights long term system-wide consequences, such as Long Covid prevalence, backlogs in elective care, and inequalities experienced by disabled people, ethnic minorities and socio economically disadvantaged groups.
2. Background
The UK Covid‑19 Inquiry has published its third substantive report, examining how the healthcare systems of England, Wales, Scotland and Northern Ireland responded to the Covid‑19 pandemic between March 2020 and June 2022. Module 3 focuses on the capacity, resilience and functioning of healthcare services, identifying the extent to which the system was able to protect the public, safeguard the workforce, and maintain essential services during an unprecedented national emergency.
Across all four nations, the Inquiry found that the UK entered the pandemic ill‑prepared, with chronic workforce shortages, an ageing hospital estate, high bed occupancy levels and limited critical care capacity. These structural weaknesses meant that health services rapidly came under extreme pressure and came close to collapse, avoiding catastrophic system failure only through the extraordinary efforts of frontline healthcare workers. 
Key Findings
· Infection Prevention and Control (IPC)
The Inquiry identified fundamental flaws in the design, governance and responsiveness of IPC guidance during the pandemic. Early assumptions that Covid 19 spread mainly by droplet and contact transmission, rather than aerosols, delayed the use of appropriate PPE and mitigations such as ventilation. 
The UK IPC Cell lacked a clearly defined remit, multidisciplinary expertise, and transparent decision-making structures, contributing to guidance that was slow to adapt despite emerging scientific evidence.
· Workforce Capacity and Wellbeing
Healthcare workers faced intolerable and sustained pressures over prolonged periods. Staff were frequently redeployed, worked in unfamiliar settings, and experienced traumatic levels of patient deaths. 
Many reported burnout, deteriorating mental health, and symptoms consistent with post-traumatic stress disorder. The Inquiry highlights the long-term impact of this trauma on retention, morale and service continuity. 
· Patient Experience and Safety
High demand, reduced staffing and stretched clinical environments resulted in lower levels of care for some patients. Delayed admissions, ambulance handover delays, and cancelled elective procedures caused significant harm. 
Visiting restrictions meant many patients, particularly those who were dying, had dementia, learning disabilities or were pregnant were unable to receive support from loved ones, causing lasting emotional distress. 
· Shielding and Vulnerable Groups
The shielding programme protected those at highest risk but also caused isolation, anxiety and unequal access to care. Communications were inconsistent and, in some cases, inaccurate, contributing to confusion and distress among clinically extremely vulnerable groups.
· Long Covid and Non-Covid Care
Access to diagnosis and care for Long Covid varied widely across the UK. Non-Covid healthcare services - cancer screening, orthopaedics, cardiac care and mental health experienced severe disruption. Some conditions progressed to a point where treatment became less effective or no longer possible. 
Recommendations
The Inquiry makes 10 recommendations aimed at strengthening the UK’s healthcare systems ahead of future pandemics, focusing on surge capacity, IPC reform, data improvements, consistent advance care planning, support for healthcare workers, and clear guidance for decision‑making during critical care saturation. 
These recommendations have significant implications for the health protection system in Wales and for the ongoing development of organisational arrangements within Public Health Wales.
For a details ‘synopsis by chapter’ of the Module 3 report, please refer to Appendix 01. 
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4. Assessment
3.1   Implications for Public Health Wales and the Wider System
The findings of Module 3 highlight the significant challenges faced by health protection systems during large scale health emergencies. Many of the weaknesses identified such as data fragmentation, reliance on outdated IPC frameworks, and workforce fragility have direct relevance to Wales. 
The Inquiry’s recommendations emphasise the need for strengthened surge capacity, improved IPC governance, enhanced protection of vulnerable groups, and systematic support for the healthcare workforce.
These findings will inform Public Health Wales’ ongoing pandemic readiness work, including reviewing existing plans, identifying gaps, and ensuring that learning from the pandemic is embedded across the organisation and the wider Welsh health and care system.
3.2   PHW position in relation to the recommendations
None of the recommendations are specifically for Public Health Wales to address. They are written directly for UK Government and Devolved Administrations.
For a detailed summary of the Module 3 reports’ ten recommendations, please refer to Appendix 02. 
This section provides a summary noting applicability of each recommendation in Wales, its relevancy to Public Health Wales’ (PHW) advisory, health protection, data, workforce and system enabling functions.
It sets out PHW’s position in relation to each recommendation, summarising actions already taken, current gaps, and how PHW is contributing within its remit to system readiness for future pandemics.
NB. The Inquiry material positions Public Health Wales (PHW) as a national expert and advisory body operating within devolved arrangements, rather than as an organisation responsible for UK‑ or Wales‑level structural and constitutional decisions. 
References to PHW reflect its role in providing technical advice, supporting infection prevention and control frameworks, participating in UK‑wide professional networks, and strengthening surveillance and data systems within its remit. The Healthcare Associated Infection Antimicrobial Resistance Programme (HARP) with PHW provide a key function in this area, from an IPC, surveillance and epidemiology perspective and were active throughout the pandemic providing support and guidance which included integration and leadership roles for IPC as part of the UK response.  
HARP continues to provide subject matter expertise across Wales from a public health, broader healthcare and policy perspective.  This represents a significant body of work for the HARP IPC team, with impact across all sectors of health and social care in Wales, and it is vital that there is resilience in place within the team to provide this. There are specific remits outlined by Welsh Government and it is essential that there is continued clear alignment that include:
· Support IPC improvement and best practice across the NHS in Wales, including engagement with the other UK nations and internationally to develop national IPC guidance and policy; and
· Provide IPC and public health advice to the health and social care system, including NHS Performance and Improvement, health boards, local authorities, and practitioners.
Where wider system or governance issues are identified, these sit at governmental or cross‑administration level, with PHW’s role focused on supporting implementation, learning, and evidence use rather than determining national policy or system design.
Recommendation 1: Strengthened infection prevention and control (IPC) body
This recommendation is directly relevant to Public Health Wales’ national IPC advisory role, including guidance development, evidence appraisal, and participation in all‑Wales and four‑nations IPC governance and preparedness arrangements.
PHW has undertaken substantial work to strengthen IPC governance, coordination and consistency. 
Wales has adopted the National Infection Prevention and Control Manual (NIPCM) developed in Scotland, supported by a memorandum of understanding and joint evidence‑based review arrangements. Four‑nations IPC leads continue to work together to develop guidance based on the precautionary principle, assuming all plausible routes of transmission until evidence rules them out and ensuring the rationale for precautions is explicit.
A centralised guidance function has been partially implemented by PHW HPSS, with defined processes for logging, triaging, drafting, approving and disseminating guidance, supported by standard operating procedures, audit trails and improved version control. IPC expertise is embedded within national preparedness activity, including participation in exercises, Welsh Government countermeasures structures, and four‑nations IPC collaboration.
However, a fully established, sustainably resourced guidance function with clear authority, remit and surge capacity is not yet in place. Further work is required to formalise a multidisciplinary model, strengthen subject‑matter expertise across internal and external groups, and clarify roles and responsibilities during future pandemics.

Recommendation 2: Publish national guidance for hospital visiting restrictions
While policy ownership and decision‑making sit with Welsh Government and NHS organisations, Public Health Wales provides IPC and health protection advice to inform proportionate, evidence‑based visiting arrangements during infectious disease incidents.
National IPC guidance developed during and since the pandemic includes principles relating to visiting and visitors, with local NHS organisations responsible for operational decisions based on risk and service pressures. 
PHW has supported organisations when requested, advising on risk assessment and decision‑making to ensure IPC guidance does not become an unintended barrier to essential visiting or partner‑in‑care arrangements.
While visiting policy sits with Welsh Government and NHS organisations, PHW’s role has focused on ensuring consistency, proportionality and evidence‑based application of IPC principles, including support across non‑acute settings such as care homes. 
Further system maturity is required to ensure pandemic‑ready, nationally agreed visiting frameworks are in place and reviewed regularly.
Recommendation 3: Increase and maintain fit testing capacity for respirator masks
Public Health Wales has a significant advisory role in relation to respiratory protective equipment policy, evidence review, and national preparedness, including contributions to all‑Wales and four‑nations work on fit testing and respirator use.
PHW IPC team have worked with counterparts across the devolved administrations to produce a Wales‑focused respiratory protective equipment (RPE) challenges document, setting out fit‑testing issues and proposing a broad national framework. 
This work has been consulted on through All‑Wales countermeasures structures, with representation from the Health and Safety Executive, and is aligned with revised NIPCM evidence reviews, particularly concerning respirator use.
PHW remains an active member of Welsh Government countermeasures and PPE groups, advising on preparedness, stockpiling and implementation issues. However, the RPE framework has not yet been finalised or implemented, and additional assurance is required that sufficient fit‑testing capacity exists across Wales to support surge and business‑as‑usual requirements. Resource constraints within IPC teams remain a key risk.
PHW HPT, ID and IPC teams are working in partnership with Welsh Government and NHSPI colleague to support a once for Wales approach to the management of high consequence infectious diseases (HCID). There are two key areas of work to develop documentation which provides a HCID principles/blueprint and to support NHSI to implement and operationalisation within heath care. This role in supporting NHS P&I in their responsibility to ensure the wider systems has capability to support the care of suspected, high risk HCID contacts/patients.
Recommendation 4: Improve health data systems to identify high‑risk individuals
The recommendation aligns closely with Public Health Wales’ surveillance, data science and analytics functions, including the development of interoperable systems, data linkage capability and population risk identification to support health protection responses.
PHW has been undertaking significant digital and data transformation, including delivery of the Digital Health Protection Programme, enhanced surveillance capability, and development of interoperable systems aligned with the National Data Resource for Wales. Investments in data science capability, interoperable standards and data linkage are strengthening PHW’s ability to support rapid risk identification at both population and analytical levels.
The development of the SAIL Databank Public Health Wales feasibility hub enables linkage across health and non‑health datasets to support timely analysis and evidence generation, although this cannot currently be used to identify individuals directly. Surveillance systems have also been expanded to address known gaps, such as the identification of adults with rare diseases.
Despite this progress, major system‑level barriers remain, including incomplete clinical coding, delays in primary care data access, and the absence of consistently available person‑level linked data across health and care systems. These issues require continued Welsh Government and national system support beyond PHW’s direct control.
Recommendation 5: Plan to expand urgent and emergency care capacity
Responsibility for urgent and emergency care capacity lies with NHS Wales and Welsh Government; however, Public Health Wales contributes through emergency preparedness, workforce mobilisation support and advisory input to system planning and assurance.
While responsibility for urgent and emergency care capacity sits primarily with NHS Wales and Welsh Government, PHW has played a key enabling role through emergency preparedness, workforce mobilisation planning and advisory support. 
People and Organisational Development functions led and supported national mobilisation planning during the pandemic and continue to embed learning through improved mobilisation procedures, workforce data and participation in EPRR exercises.
PHW’s role remains supportive, focusing on preparedness assurance, workforce resilience and contribution to system‑wide planning rather than direct service delivery.
Recommendation 6: Prepare and test plans to rapidly expand hospital capacity
This recommendation primarily applies to NHS service planners and commissioners. Public Health Wales’ involvement is limited to providing IPC and health protection advice and participating in preparedness exercises where required.
PHW contributes where appropriate through IPC advice, guidance development and participation in preparedness exercises. PHW remains available to provide IPC and health protection expertise to support wider NHS planning and implementation when required.
Recommendation 7: Create a UK‑wide ethical framework for allocating intensive care
Development of ethical frameworks for critical care allocation falls outside Public Health Wales’ executive remit, though PHW may provide advisory support and contribute to exercises to test system implementation.
Responsibility for ethical frameworks for critical care allocation sits primarily with governments and clinical service leads. PHW does not lead this work but would support implementation through advisory input, health protection oversight and participation in exercises within its remit.
Recommendation 8: Systematically collect and publish healthcare worker death data
Mortality surveillance and workforce data collection are led nationally by other bodies; Public Health Wales uses published mortality data for analysis and would support agreed national approaches within appropriate governance arrangements.
ONS remains the lead body for mortality surveillance, with PHW using published mortality data as the primary source. Discussions are underway regarding potential supplementary data feeds via the medical examiner system. Workforce and staff data within PHW is held through People and Organisational Development arrangements and would contribute to any agreed national data collection processes, subject to governance and GDPR requirements.
Consistent identification of healthcare worker status across data systems remains a key dependency.

Recommendation 9: Standardise advance care planning
Advance care planning policy and implementation sit primarily with NHS Wales and Welsh Government. 
PHW does not lead this area but would support implementation through its advisory role where appropriate.
Recommendation 10: Provide psychological and emotional support for healthcare workers
This recommendation is directly relevant to Public Health Wales as an employer and Category 1 responder, reflecting responsibilities for staff wellbeing, workforce resilience and embedding psychological support within emergency preparedness arrangements.
PHW had a comprehensive, multi‑layered wellbeing framework in place during the pandemic, underpinned by regular staff surveys, transparent feedback mechanisms and organisation‑wide action plans. Wellbeing governance was strengthened through senior Directorate Wellbeing Leads and the Wellbeing and Engagement Partnership Group, providing leadership oversight and assurance.
A wide range of wellbeing support was actively provided, including counselling, peer support, digital therapies and crisis services, alongside targeted support for line managers. Post‑pandemic, PHW has strengthened trauma‑informed support through stepped care models, TRiM training, and access to specialist services.
Wellbeing is now embedded within mobilisation, recovery and reintegration processes and is reflected in PHW’s long‑term People Strategy. This provides assurance that psychological support is integral to future emergency response arrangements.
Overall position
PHW has made substantive progress in strengthening IPC governance, guidance systems, workforce preparedness, data capability and staff wellbeing in response to lessons from COVID‑19. 
However, several Module 3 recommendations require further system‑level decisions, sustained resourcing and national clarity to ensure Wales is fully prepared for future pandemics this also includes the ability to integrate and respond as part of the UK as a devolved nation. PHW will continue to support Welsh Government and system partners within its remit to embed learning and strengthen readiness across Wales. 

3.3   PHW Prioritisation for Welsh Government Engagement
Public Health Wales (PHW) has identified the following priority areas for engagement with Welsh Government (WG) arising from Module 3 of the COVID‑19 Inquiry. 
These priorities reflect areas where system‑level decisions, national policy direction or sustained resourcing are required, and where PHW has a critical advisory and enabling role but does not hold executive authority. 
They also align with the most significant Module 3 recommendation themes and focus on learning essential to strengthening Wales’ preparedness, resilience and response to future pandemics.
Priority 1: National Guidance Development, Governance and Assurance Arrangements (Including IPC)
Module 3 evidence identifies systemic weaknesses in the development, governance, coordination and communication of national guidance during COVID‑19. While Infection Prevention and Control (IPC) guidance is a prominent and workforce‑critical example, the evidence demonstrates broader challenges affecting clinical, workforce safety and public health guidance, including unclear ownership, inconsistent updates, and limited mechanisms for incorporating emerging evidence.
This priority aligns with Module 3 recommendations relating to:
· National governance and accountability for pandemic guidance;
· Coordination and coherence across different guidance streams; and
· Strengthening IPC guidance as a critical exemplar within a wider national guidance system.
Why: Welsh Government leadership is required to determine national ownership, governance and assurance of pandemic guidance functions, including roles and responsibilities between WG, PHW and NHS organisations, and to ensure sustainable resourcing and surge capacity. 
PHW can advise and support, but cannot independently establish national arrangements.
Priority 2: Respiratory Protective Equipment (RPE), Fit Testing and Workforce Safety Assurance
Module 3 highlights deficiencies in assumptions about transmission routes, inconsistent access to appropriate RPE, and insufficient fit‑testing capacity, contributing to workforce risk and loss of confidence. PHW has contributed to the development of updated RPE and fit‑testing approaches informed by emerging evidence.
This priority aligns with Module 3 recommendations relating to:
· Protection of healthcare workers;
· Appropriate use of RPE informed by evolving scientific evidence; and
· Assurance of sufficient fit‑testing capacity and capability.
Why: National policy decisions are required to finalise and implement a Wales‑wide RPE and fit‑testing framework, ensure adequate capacity for routine and surge scenarios, and confirm accountability for system‑wide assurance. These decisions sit within WG’s remit.
Priority 3: Health Data Systems and Identification of High‑Risk Individuals
Module 3 evidence demonstrates that limitations in data linkage, coding and access constrained the ability to identify clinically vulnerable and high‑risk individuals and to tailor protective measures effectively. PHW has significantly enhanced analytical and surveillance capability but remains dependent on national data infrastructure.
This priority aligns with Module 3 recommendations relating to:
· Improved data sharing and linkage across health and care systems;
· Timely identification of high‑risk groups; and
· Use of population health intelligence to inform pandemic decision‑making.
Why: Progress depends on WG‑led decisions on national data governance, infrastructure and access arrangements, including delivery of the National Data Resource. PHW cannot resolve these system‑level barriers independently.
Priority 4: Workforce Resilience, Wellbeing and Psychological Support
Module 3 documents the significant psychological harm, burnout and moral distress experienced by healthcare workers during the pandemic. PHW has embedded wellbeing and trauma‑informed approaches within its preparedness arrangements, reflecting its dual role as employer and responder.
This priority aligns with Module 3 recommendations relating to:
· Psychological safety and wellbeing of healthcare workers;
· Long‑term workforce resilience and retention; and
· Embedding wellbeing considerations into emergency preparedness.
Why: A consistent, system‑wide approach to workforce wellbeing requires national policy direction, shared standards and sustained resourcing across NHS Wales. PHW’s internal actions cannot address wider system variation without WG leadership.

Priority 5: Pandemic‑Ready Visiting and Protection Frameworks for Vulnerable Groups
Module 3 evidence highlights the profound impact of restrictive and inconsistently applied visiting arrangements on patients, families and vulnerable groups, including people at end of life, those with disabilities, dementia, learning disabilities and pregnant women. PHW provided infection and health protection advice but did not set visiting policy.
This priority aligns with Module 3 recommendations relating to:
· Proportionality and consistency of restrictions;
· Protection of human rights and dignity; and
· Better preparedness for decision‑making affecting vulnerable groups.
Why: Pandemic‑ready visiting frameworks, clear policy ownership and escalation routes must be established nationally in advance of future emergencies. These decisions sit with WG, informed by PHW advice.
Overall Position
PHW has embedded significant learning from COVID‑19 and Module 3 within its own systems and preparedness arrangements. However, the most consequential risks identified relate to national system design, governance and resourcing, which require active and sustained engagement with Welsh Government.
This prioritisation is intended to support Welsh Government in addressing the most critical areas for action arising from Module 3 and to ensure Wales is better prepared for future pandemics.
As with Modules 1 and 2, PHW will position itself as an active system partner by providing expert public health intelligence, shaping national frameworks, and aligning its preparedness programme with government direction. 
This approach provides assurance that PHW is influencing and supporting a coherent, systemwide implementation of the Inquiry’s learning.
Naturally, PHW will continue to support Welsh Government as required with regard to any of the recommendations to the extent of its remit.

Well-Being Of Future Generations (Wales) Act 2015
Public Health Wales (PHW) has applied the Well‑being of Future Generations (Wales) Act 2015 to its learning from Module 3 of the COVID‑19 Inquiry, recognising that decisions taken during pandemics have long‑term consequences for population health, workforce sustainability, public trust and health system resilience.
Module 3 evidence reinforces the importance of preventing harm, strengthening systems, and ensuring that preparedness arrangements are aligned with the five ways of working set out in the Act: long term, prevention, integration, collaboration and involvement.
5. Recommendations
The Board is asked to:
· NOTE this report and CONSIDER the summary of the UK Covid-19 Inquiry Module 3: The impact of the Covid-19 pandemic on the healthcare systems of the United Kingdom.
· RECEIVE ASSURANCE in relation to: 
· Organisational activity contributing to the mitigation of the Module 3 recommendations.
· The continued use of existing Public Health Wales groups and governance structures to address identified recommendations, embed learning, and support a coordinated programme of change and continuous improvement.
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Appendices
Appendix 01: Module 3 Report Synopsis by Chapter
Chapter 1: Infection prevention and control guidance
Sets out the foundations of infection prevention and control (IPC) in healthcare and examines how Covid‑19 IPC guidance was developed and applied across the UK. 
Finds that early guidance was flawed by over‑reliance on historical assumptions about droplet transmission, slow adaptation to emerging evidence on aerosol transmission, insufficient emphasis on ventilation, and unclear governance and accountability within the UK IPC Cell. 
Concludes that these failures increased risks to patients and healthcare workers.
Chapter 2: Infection prevention and control in practice
Examines how IPC guidance operated on the ground, focusing on testing of patients and staff, visiting restrictions, PPE availability and use, and hospital‑acquired infections. 
Identifies inconsistency, confusion and inequity in implementation, shortages and suitability issues with PPE, harms caused by visiting restrictions, and significant levels of nosocomial infection, particularly affecting vulnerable patients.
Chapter 3: Protecting the vulnerable
Analyses the shielding programme and wider measures intended to protect clinically extremely vulnerable and clinically vulnerable people. 
Finds weaknesses in identifying who should shield, variable and sometimes inaccurate communications, substantial impacts on mental health and wellbeing, and reduced access to healthcare. 
Concludes that protection‑focused policies often failed to balance infection risk with broader harms.
Chapter 4: Urgent and emergency care
Assesses the impact of the pandemic on NHS 111, ambulance services and emergency departments. Identifies overwhelming demand, workforce shortages, long handover delays, prolonged ambulance response times and crowding in emergency departments, leading to patient harm. 
Highlights the lack of scalable surge capacity and insufficient pre‑pandemic planning.
Chapter 5: Increasing hospital capacity
Evaluates actions taken to expand bed, workforce and system capacity, including repurposing facilities, redeploying staff, discharging patients, creating temporary hospitals and using the independent sector. 
Finds these measures were necessary but reactive, costly and unevenly effective. Concludes that the UK entered the pandemic with dangerously limited spare capacity.
Chapter 6: Care for patients with Covid‑19
Explores adaptations to clinical care for Covid‑19 patients, including altered treatment pathways and standards of care during periods of extreme pressure. 
Finds that quality of care was sometimes compromised due to capacity constraints, staffing shortages and infection control pressures, contributing to moral distress among staff.
Chapter 7: Death and end‑of‑life care
Reviews deaths from Covid‑19 and the experience of end‑of‑life care. 
Finds significant harm caused by visiting restrictions, inconsistent and sometimes inappropriate DNACPR decisions, weak communication with families, and the absence of consistent advance care planning arrangements. Highlights the profound emotional impact on patients, families and staff.
Chapter 8: Long Covid
Examines the recognition, diagnosis and treatment of Long Covid across the UK. Finds delayed acknowledgement of the condition, inconsistent service provision, limited data, variability in access to care, and inadequate provision for healthcare workers and children. 
Warns that reduced research activity risks undermining preparedness for future post‑viral illness.
Chapter 9: Healthcare for non‑Covid‑19 conditions
Assesses disruption to non‑Covid care, including elective services, cancer screening and chronic disease management. Finds widespread delays, reduced diagnoses, worsening outcomes and long‑lasting service backlogs. 
Concludes that public messaging, fear of infection and capacity trade‑offs led many people to avoid or defer essential care.
Chapter 10: Impact on healthcare workers and ‘overwhelm’
Explores workforce experience, mental health impacts, staff risk assessments, abuse of healthcare workers and the concept of ‘overwhelm’. 
Concludes that while total system collapse was narrowly avoided, the healthcare system operated under intolerable strain, causing moral injury, burnout, workforce attrition and lasting damage to resilience. 
Emphasises the urgent need to improve workforce retention, wellbeing and surge capacity planning.
Appendix 02: Module3 Report Recommendations
Recommendation 1: Ensure that decision-making on infection prevention and control is underpinned by clear structures and a cautious approach to transmission risk
The UK government must ensure that there is a body (equivalent to the UK Infection Prevention and Control Cell) in place ready to be convened at the outset of any future pandemic, to consider and draft infection prevention and control guidance for healthcare settings. This body must: 
· have clear lines of responsibility and a clear, pre-defined role and remit during a pandemic.
· have multidisciplinary membership, including experts in the science of viral transmission as well as those with clinical expertise. 
· ensure that its guidance accounts for the risk of all plausible routes of transmission until sufficient evidence emerges to rule out specific routes; and 
· ensure that guidance clearly explains the underlying rationale for the precautions recommended. 
Separately, the Department of Health and Social Care, NHS National Services Scotland, Public Health Wales and the Public Health Agency (Northern Ireland) should review the national infection prevention and control manuals and any future guidance to ensure that the approach to identifying risk of transmission is not confined solely to specific procedures. Emphasis should be placed on a combination of risk factors, such as rates of transmissibility, environment, setting and procedure.
Recommendation 2: Guidance for visiting restrictions 
The UK government, Scottish Government, Welsh Government and Northern Ireland Executive should publish guidance for the implementation of visiting restrictions in hospitals in the event of a future pandemic. 
The guidance should identify the circumstances in which visiting restrictions should be introduced, escalated, decreased and removed alongside the measures and exemptions at each level. The guidance should be led by the following core principles: 
1. Measures applied should be the least restrictive possible, both in terms of severity and the length of time for which they apply. 
2. Restrictions should be decided upon and applied at the most local level possible. 
3. Unless restrictions are applied at a specified level, trusts and health boards should take decisions on the severity of restrictions based on local risk assessments. 
4. Communications with the public must clearly explain the measures in place and the reasons why restrictions apply. 
The guidance should be reviewed every three years in line with the Inquiry’s Module 1 Report (Recommendation 4).

Recommendation 3: Better preparation for fit testing 
The UK government, Scottish Government, Welsh Government and Northern Ireland Executive should work with employers, including health boards and trusts, to review the availability of qualified fit testers and take steps to increase the number of fit testers accordingly. Availability should be reviewed every three years in line with the Inquiry’s Module 1 Report (Recommendation 4). 
The Health and Safety Executive and the Health and Safety Executive for Northern Ireland should update their guidance to employers to emphasise the need to ensure that sufficient fit-testing capacity is available.
Recommendation 4: Improve data systems to identify individuals at high risk during a pandemic 
The UK government, Scottish Government, Welsh Government and Northern Ireland Executive must ensure that health data and digital systems have the capability to identify individuals at high risk of morbidity or mortality from a pandemic disease quickly and accurately in a future pandemic. This should include action to improve health data systems and patient record-keeping by: 
· improving patient data by enabling more granular diagnostic coding. 
· ensuring that care records are compatible across primary and secondary care; and 
· enabling secure data-sharing and linkage across multiple health datasets and systems for identifying individuals at high risk. 
Recommendation 5: Prepare to scale up urgent and emergency care capacity 
The UK government, Scottish Government, Welsh Government and Northern Ireland Executive, in conjunction with organisations responsible for delivering services, should plan for surge capacity in urgent and emergency care during a pandemic. 
Plans must ensure that there is sufficient workforce capacity and the ability to surge, including the number and type of staff required, recruitment and training provision. 
This should be completed as part of the whole-system civil emergency strategy recommended in the Inquiry’s Module 1 Report (Recommendation 4). Plans should be published and subject to review every three years.

Recommendation 6: Prepare for and test the ability to scale up hospital capacity 
The UK government, Scottish Government, Welsh Government and Northern Ireland Executive should work with trusts and health boards to ensure that pandemic plans include practical steps to rapidly scale up hospital capacity to treat acutely unwell patients. This should include critical care services that can deliver multiple levels and types of organ support. It should also cover necessary equipment, supplies, space and staff, including redeployment and training. 
All trusts and health boards must keep an easily accessible, up-to-date record of the information needed to implement these plans in the hospital sites they operate. This should include technical aspects of critical care expansion such as power, ventilation, oxygen and waste management systems. 
Plans for expanding capacity should be published, subject to review every three years and tested as part of the pandemic response exercises recommended in the Inquiry’s Module 1 Report (Recommendation 6).
Recommendation 7: A framework to guide the allocation of intensive care resources in the extreme event of saturation 
The UK government and devolved administrations should publish a UK-wide framework setting out ethical and operational principles to guide the allocation of adult intensive care resources in the extreme event that they are saturated during a pandemic. 
That framework must: 
· be informed by comprehensive engagement with the public and developed in conjunction with professionals across healthcare, law and ethics, as well as with regulators of healthcare professionals; 
· set out clearly established triggers for its use, based at least in part on a UK-wide system that measures critical care capacity strain and facilitates mutual aid (such as the CRITCON tool used in England); 
· establish clinicians’ legal and professional duties in applying the framework, which should be clearly explained to clinicians through guidance; and 
· be regularly reviewed with reference to contemporary patient data during a pandemic, and any future use of it must be evaluated and reported on publicly. 
A plan and timeline for completing this work should be published within six months of this Report. 
Application of the framework should be tested as part of the pandemic response exercises recommended in the Inquiry’s Module 1 Report (Recommendation 6).

Recommendation 8: Systematically recording and publishing healthcare worker deaths 
The UK government, Scottish Government, Welsh Government and Northern Ireland Executive should work with their respective public health agencies and healthcare employers to develop nation-specific mechanisms to collect, analyse and publish data systematically on the deaths of healthcare workers in the event of a pandemic outbreak. 
The UK Statistics Authority should work with data providers to ensure that the data are comparable across the four nations of the UK.
Recommendation 9: A standardised process for advance care planning across the UK 
The UK government, Scottish Government, Welsh Government and Northern Ireland Executive, working with trusts and health boards, should establish and promote one standardised process across the UK (such as ReSPECT, the Recommended Summary Plan for Emergency Care and Treatment) for clinicians to ascertain and record their patients’ wishes and preferences for future care and treatment in order to inform individualised decision-making, including Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) notices.
Recommendation 10: Psychological and emotional support for healthcare workers 
The UK government, Scottish Government, Welsh Government and Northern Ireland Executive, working with healthcare employers and professional bodies, should put in place plans to deliver effective support for healthcare workers at scale from the outset of a pandemic. Plans should cover the nature and level of support that will be provided during and after a pandemic. 
All four governments should develop a programme of peer support visits that can, from the outset of a pandemic, be targeted towards areas of acute hospitals under considerable strain. The purpose of the visits should be to support front-line staff, collect insights on the pressures that healthcare workers are facing and understand what further support they might need.
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