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The story of Health and Care in London
throughout the COVID‐19 crisis response
A reflection of the experience of Londoners in and of our Health and Care 
system, and our determination as a partnership to build back better and 
realise the London Vision
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A London overview Distribution of impact on 
Londoners

1. What we faced
Our health and care system in the face of unprecedented challenges

Impact on our health and 
care services
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• London emerged as an epicentre of the pandemic early in its spread across the UK, with a first positive test result on
the 11th February 2020 and the first death reported in the first week of March.

• In terms of peak diagnosis, London reached its highest daily number of positive test results on 2nd April, registering
just over 1,000 COVID‐19 positive tests.

• As of 15th June, there had been a total of 27,345 confirmed cases in London (representing approx. 17% of all
confirmed cases in England). Up to 5th June 8,222 London residents were registered as having died with Covid‐19
mentioned on their death certificate, measured by ONS weekly deaths estimates.

• In London, the peak week for Covid‐19 related deaths occurred during the week ending 10th April, with 1,941
registered deaths in a single week (a week later than the peak for cases). In the week to 5th June, the number of
deaths had reduced to 77.

• Of the total Covid‐19 related deaths recorded, 74% of London deaths have occurred in hospitals, 16% in care homes,
with 8% at home and two per cent in a hospice or elsewhere, which would include other communal establishments
such as prisons.

• Excess deaths, comparing the average number of deaths in previous years with the total number of deaths from all
causes for the same period this year, show a total of 55,600 excess deaths in England and 9,900 in London between
20th March and 29th May.

What we faced: a London overview
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Sources: Case counts for England are provided by Public Health England. Death counts are provided by the Department of Health and Social Care based on data from NHS England.
Cases (https://coronavirus.data.gov.uk/) 
Deaths (https://www.england.nhs.uk/statistics/statistical‐work‐areas/COVID‐19‐daily‐deaths/)

*Cases for the most recent 4 days are provisional and subject to change
**Deaths for the most recent 5 days are provisional and subject to change

Measure 01/06/2020 02/06/2020 03/06/2020 04/06/2020 05/06/2020 06/06/2020 07/06/2020
Daily cases (specimen date)* 23 19 41 13 7 2 0
Cumulative cases 27,057 27,076 27,117 27,130 27,137 27,139 27,139
Daily deaths (occurrence date)** 8 6 5 6 2 0 0
Daily deaths (announced) 13 30 8 10 5 4 0
Cumulative deaths 6,007 6,013 6,018 6,024 6,026 6,026 6,026

What we faced: a London overview [2]



666

• The Covid‐19 outbreak in the UK has had unequal impacts on different
groups of the population:

• Among people with COVID‐19, the factor associated with the
highest risk of death is age – people who are 80+ are 70 times more
likely to die than those under 40.

• Men are more likely to die than women.

• Inequalities between regions and by deprivation groups are larger
for COVID‐19 deaths than for all‐cause deaths in previous years.

• People in BAME groups were more likely to die with COVID‐19 than
people in White ethnic groups. By contrast, in previous years,
mortality rates were lower in Asian and Black ethnic groups when
compared to White ethnic groups.

• Among people with COVID‐19, an increased risk of death was seen
in Bangladeshi, Chinese, Indian, Pakistani, Other Asian, Caribbean
and Other Black ethnic groups. This was seen after accounting for
the effect of age, sex, deprivation and region.

• The Mayor has called for ethnicity to be recorded on all death certificates
to get a complete picture of the impact on those from BAME
backgrounds, has urged the Prime Minister to commission an independent
public inquiry to get to the root of why this has happened, and have
highlighted to the EHRC Chair that it is our moral duty to do so.

What we faced: distribution of impact on Londoners

June 2020, PHE. Source: 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachmen
t_data/file/892085/disparities_review.pdf
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• The NHS and social care services in London faced a public health emergency of unprecedented scale.

• The novel coronavirus pandemic created demands on hospital services that were increasing at an exponential rate
and threatening to overwhelm the core capacity of the health service to provide acute and critical care. As part of a
policy to protect the NHS and to free up capacity within hospitals to manage the expected surge, discharge procedures
were radically overhauled in March 2020 and, as a result, 6,500 people were discharged from hospitals into the care
of local social services teams from 26th March ‐ 12th June 2020, which equates to 25% of the care home capacity in
London being filled over a 10 week period.

• In mid‐March, the number of people presenting at hospital with COVID‐19‐type symptoms was rapidly increasing,
with the doubling rate initially measured at between three and five days.

• The hospital bed occupancy in London reached a peak in the week commencing 6th April where circa 5,000 people
were inpatient with COVID‐19, and of which circa 1,100 people were in high dependency and intensive care beds.

What we faced: impact on our health and social care services



888

What we faced: impact on our health and social care services [2]
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Coronavirus shielding patients ‐ London (by Borough and gender)

Male Female

• In addition to providing this support at unprecedented levels to patients being
discharged from hospital, care staff also took responsibility for a significant
proportion of the shielded population in their own homes.

• The shielded population is distributed across London unevenly, as would be
expected, but the result was that some boroughs assumed responsibility
overnight for providing support to over 20,000 additional people, many of whom
would have had no previous contact with social care.

• The complexity of providing support to shielded residents was immense, as their
support needs are often varied and fall outside the traditional world of social
care, and there was the added complexity of maintaining infection‐free contacts
without access to PPE despite the additional risk to this group of individuals.

• Alongside support to the shielded population and managing rapid discharge into care settings, social care teams have also
been supporting families through the closure of support services for those requiring non‐residential care; managing the
ongoing domiciliary care of non‐COVID vulnerable people without adequate PPE and with reduced staffing numbers;
supporting vulnerable households and children through the extraordinarily stressful experience of being confined to a
domestic setting and providing ongoing support to families in crisis. Finally, social care teams worked alongside council
colleagues as part of the whole council response in areas such as rough sleeping and food distribution.

• Initially, as the majority of infections were in a clinical setting in March 2020, PPE and testing for NHS staff was prioritised. At
this time this meant that often staff in care homes or in home care settings were working without PPE and without
knowledge as to whether either they, or their clients were infectious.

• Nationally, the mortality rate amongst social care staff and healthcare workers has been a focus of national remembrance.
The impact on social care staff have been particularly acute. The death rate in social care calculated as 23.4 deaths per
100,000 for males and 9.6 deaths per 100,000 females, compared to 10.2 deaths per 100,000 men and 4.8 deaths per
100,000 women for healthcare workers.

* Information on this slide has 
been provided by the London 
Directors of Adult Social Services 
(DASS) Network through their 
report ‘The Experience of 
Managing COVID‐19 in Social care 
in London’. The full document is 
available here: 
https://londonadass.org.uk/london
‐health‐board‐paper‐on‐public‐
sector‐teams‐experience‐of‐
responding‐to‐the‐covid‐19‐
pandemic‐2/
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Londoners played a 
pivotal role in 
supporting our 
system to cope

We organised 
ourselves to work in 
partnership 
throughout

2. How we responded
Tremendous effort across the partnership in response to the crisis 

We readied our 
health system to for 
the surge in demand

Local services stepped 
up to protect acute 
capacity and local 
people



101010

How we responded: Londoners played a pivotal role in supporting our 
system to cope 

• Over recent weeks we have
seen the positive impact of the
vital role the public has played
in supporting the health and
care system during this very
challenging period; from
#clapforcarers, to fundraising,
to, most importantly, staying at
home when it mattered. The
GLA in particular has been
reinforcing the action
Londoners need to take in
order to keep themselves and
others safe.

• Data on the GLA’s London
datastore demonstrates the
extent to which Londoners
changed their behaviours as a
result of the government’s
restrictions to control the
virus.
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How we responded: Londoners played a pivotal role in supporting our 
system to cope [2]

• Regionally we have conducted a dialogue and deliberation engagement to understand how Londoners feel about the
measures that have been put in place as part of the emergency response and explore Londoners’ expectations in
relation to mid to longer‐term as we plan our response to the next phase. Our ambition is to build a new social contract
with our communities; to mobilise an open, honest and frank conversation ‐ one that doesn’t shy away from the
issues and complexities, but which embraces and respects them – enabling Londoners to become partners in shaping
the future of health and care services.

• Locally, community engagement has been essential, both to ensure that important information and public health advice
is heard and acted on across society, but also to learn from communities about the challenges they are facing and the
support that they need. Councils across London have worked hard to find new and innovative ways to communicate
and engage with their local communities whilst in lock down, including social media to conduct case work with care
leavers, as well as young people working with youth offending teams, and virtual child protection case conferencing.
Boroughs have also used digital solutions innovatively to tackle the disproportionate impact of COVID on BAME
communities. A good example is the Camden Community Video Toolkit, which created content including key messaging,
filming advice and sharing guidance.

• South London and Maudsley NHS Foundation Trust, jointly with local authorities Croydon, Lambeth, Lewisham and
Southwark, hosted an Urgent Mental Health Prevention Summit to address how we can work together to protect our
communities’ mental health as result of COVID‐19.
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How we responded: we organised ourselves to work in 
partnership throughout

• From the start of the pandemic in London we organised ourselves in partnership. The Strategic Coordinating Group, the
culmination of London’s governance throughout the pandemic, met frequently ‐ three times a day at the peak of the crisis.
Underneath this sat a number of sub groups, again, all multi‐agency in nature:

• Health and Care

• Mortality Management

• Volunteering

• Information

• And further groups were set up to tackle priority strategic risks including:

• PPE

• Care Home Surge

• Health Care Surge

• Testing, to maximise resources and ensure London was a leader in the Government’s Testing Strategy

• Food

• Shielding

• As a pertinent example, the Rough Sleeping Next Steps strategy group, chaired by two Directors of Housing, provided a
forum to integrate the housing and health response at regional level, and the group has developed a joint GLA, borough, NHS
and PHE Next Steps strategy for the next stage in the work. This has fast‐tracked the London Vision commitment to deliver a
focused London‐wide homelessness partnership, providing leadership and strategic oversight for London.

• Led by London’s Public Health team, we set up a London‐specific Scientific and Technical Advisory Cell, in order to interpret
national guidance/advice and tailor to London’s needs. This included specific commissions from partners such as TfL, as well
as responsive briefings to cover issues such as recent protests in.
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How we responded: readying our health system for the surge in demand

• On 30th January the NHS declared a Level 4 National Incident the, in early March, NHS organisations in London enacted a set
of detailed emergency plans to create the maximum possible hospital capacity for acute and critical care, to maximise
support for staff, and to take wider action to limit the risk of infection across the population. The response was coordinated
and led through the ICS sub‐regional footprints.

• A central instruction to local health systems was to prepare for large numbers of inpatients requiring respiratory support;
and to respond to the need for large volumes of personal protective equipment (PPE).

• Responses by NHS organisations across London were coordinated by the Integrated Care Systems, and included the
expansion of critical care capacity by ensuring that:

• Ventilator equipment was moved to where it was needed (e.g. out of operating theatres and into the ICU), and
additional ventilators were bought

• Staff were retrained and redeployed into ICU areas, and staff‐to‐patient ratios were lowered to enable a larger
number of patients;

• Wards implemented segregation protocols for patients with respiratory symptoms, and that staff were expected to
wear PPE in these areas.

• ICS based critical care transport provision enabled rapid and targeted response to the areas of greatest need

• Increased surge capacity was consolidated and co‐located with renal units to ensure renal replacement therapy
could be provided to all patients who needed it.
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How we responded: readying our health system for the surge in demand [2]

• To support these the efforts in preserving critical care capacity, and maximise the hospital capacity available for COVID‐19
patients, further action was taken:

• To postpone all non‐urgent planned operations for three months (with other provision for emergency admissions and
cancer treatment)

• To urgently discharge all hospital inpatients who are medically fit to leave, with community health providers and local
authority teams playing the coordinating role (enabled by changes to the assessment and funding processes for social
care)

• To free‐up community hospital and intermediate care beds for flexible use

• To block‐buy capacity from independent sector hospitals to provide capacity for urgent surgery, and to reallocate
necessary ventilator equipment into NHS facilities.

• In Primary Care we enacted a fast paced and complete roll out of digital tools to support remote triage and consultation
resulting in up to 80% of appointments taking place via video and telephone consultation. In addition, 46% if hospital
outpatients appointments are now done by video consultation.We also set up 40 Urgent Dental Centres as an exemplar for
England, and expanded the London Dental Nurse Triage service (111) to 24/7 working.

• In our mental health services we established 24/7 all age crisis lines to respond to urgent needs and divert Londoners in crisis
from emergency department ‘hot’ sites via new mental health emergency department services and Mental Health Joint
Response Cars.

• Thrive LDN scoped initial research on current mental wellbeing of Londoners and responded to gaps, coordinated a public
mental health response on behalf of PHE Office for London and supported coordination of bereavement support and
mobilised suicide prevention plan for London. More information about our response in Mental Health is provided in a later
paper for the London Health Board.
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How we responded: local services stepped up to protect acute capacity 
and local people 

• Social care worked as part of a team of organisations coming together to protect the NHS and local populations across
London. Social care teams worked collaboratively with colleagues in the NHS, voluntary and community sector,
deploying local volunteer assets as well as drawing down on the local knowledge and insight about specific
communities and support requirements that is a key part of social care provision.

• Detailed borough level preparation took place to free up capacity to ensure that the peak predicated hospitalised
population could be discharged and thus new patients admitted. This was a huge task. It involved re‐providing care
for many existing recipients in conjunction with the care sector, voluntary organisations, charities and their families
and creating step down facilities to support Covid positive residents and protect care homes. A huge range of
facilities from hotels to hospices, to charity retreats and conference centres were lined up.

• We also saw swift, mass procurement of safe accommodation for rough sleepers and the provision of wraparound
and specialist support. Approximately 3,600 people were accommodated in the capital, with 1,300 in GLA procured
hotels and the remainder by London boroughs. The response involved unprecedented levels of coordination of activity
across housing and health emergency structures, as well as with charities and public health, and critical engagement
from STP leads for homelessness.

• We also saw extraordinary levels of collaboration between boroughs to support each other and NHS organisations
cope through the crisis. The development of planning care capacity across Integrated Care System / Sub‐regional
footprints is an excellent example.

“Implementing these 
Service 
Requirements is 
expected to free up to 
at least 15,000 beds 
by Friday 27th March 
2020, with discharge 
flows maintained 
after that.”

“[Adult Social Care 
will] take the lead 
contracting 
responsibilities for 
expanding the 
capacity in 
domiciliary care, care 
homes and 
reablement services 
in the local area paid 
for from the NHS 
COVID-19 budget.”
Policy guidance issues by central 
government on 19th March 2020
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How we responded: local services stepped up to protect acute capacity 
and local people [2]

• Social care and NHS teams in local partnerships across London implemented:

• Integrated Discharge Hubs, bringing together multi‐disciplinary teams to manage rapid discharge with standard
care packages followed by a review within 1‐2 weeks. These were resource hungry bodies, for example, three
times as many staff were placed into the Royal London and are still operating within the hub today

• Community Support Hubs, working with the voluntary sector locally to provide support to the shielded
population including social support such as assistance with dog walking, shopping, prescription collection etc

• Established clinical leads for 100% of care homes in London. The NHS supported the development of regional
care home guidance and we created a multi agency regional oversight group

• Dedicated ‘Hot Hub’ clinics in primary care for suspected COVID patients to receive testing and care support

• Proud to Care to attract skills into vital sections of the care workforce to meet growing demand on the sector. To
date there have been over 2000 registrations and over 460 people passed over to a borough for possible
deployment, and these numbers will continue to rise. The programme has received over £1 million of in kind
support. Ofsted provided 14 officials to act as advisors in phone calls and screening, a number of advertising
space management companies provided capacity free of charge and recruitment agencies provides free online
promotion space. The Mayor, Met police, London Councils and NHS all provided social media support and
promotion.

• Rapid Response Units, to provide support to care homes and the frail elderly population through the pandemic

• Collaborative procurement of PPE to meet the needs of social care staff.
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3. Early analysis
Learning and reflecting together to build back better 

London’s early experience 
led to improvements in 
policy nationally

Our partnership has been 
strengthened in key ways

Working with care homes 
requires a different 
approach



181818

• In London we experienced a more severe and earlier epidemic than the rest of the country; we had a higher peak, higher
prevalence and levels of exposure, but also a steeper decline. Processes around PPE and testing, for example, were not fully
operational and contract tracing was overwhelmed early. As a result Londoners’ experiences of this pandemic were, in
many ways, tougher than the experiences of the systems and citizens in other parts of the UK.

• While we saw all our main hospital sites under extreme surge pressures, the system coped and was not overwhelmed. At
the peak, there were 27 patients at the Nightingale Hospital London and 1067 patients on mechanical ventilation in London.
Mutual aid arrangements were put in place across all five systems, and inter hospital transfers of critical care patients were
conducted to maintain safety and consolidate capacity in our largest providers.

• Social care in London was placed in a particularly challenging position through the pandemic. Many of the changes in policy
that have benefited other areas nationally (such as greater access to PPE and testing within the care workforce) were
developed as a result of learnings from the London experience, as the first region to experience the surge in NHS demand
through the peak.

• To support our data modelling throughout the pandemic, Local Government used the market intelligence tool to produce
early information in March, showing the impact of the pandemic in care homes and home care. This was noted by the
Ministry of Housing, Communities and Local Government (MHCLG), and provided valuable early warning and learning for
the rest of the country.

• This period has led to a rapid increase in understanding of the reality and value of single pathway approaches to care,
where organisations work together as part of a co‐ordinated system in a local setting.

Early Analysis: London’s early experience led to improvements in policy 
nationally
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• In the absence of being able to access the national Public Health England models, the NHS in London used data on ICU
capacity and worked with social care to translate this into a timeline for predicated care needs. This influenced the
modelling for the type of care and rehabilitation/recovery needed (which changed substantially from the original
assumptions) and helped social care place the right provision and be ready.

• We saw impressive collaboration at both a strategic and local level around funding flows for higher levels of discharge,
this enabled our partnership to focus on action. Financial support was made available to care homes from local authorities,
to meet the increasing and unexpected costs, and other examples of innovative work took place across health and care in
London in order to develop systems of discharge and support to care homes. A key element of future planning will be to
make sure these developments in discharge and Mental Health support to care homes, for example, become embedded
for the future in all settings.

• We need to work hard to retain and deepen an integrated focus on housing, health and care at regional level and support
this at local level building on integrated care system partnerships if we are to ensure the Mayor’s ‘In For Good’ principle is
adopted and no‐one in the hotels now has to return to the streets. We have an opportunity to potentially build on the pan‐
London provision of drug and alcohol and consider other services that require pan‐London provision such as detoxification
and rehabilitation for the homeless population.

• We collaborated across our partnership at every spatial level to create models for delivery that were more effective and
better suited to London, that built on and were more bespoke than the National models prescribed. Locally‐led
arrangements and pan‐London procurement solutions for PPE and testing helped create more reliability and organisation in
the system, and represent a potential model of practice moving forward in the space of PPE and testing.

• As we look towards recovery planning, we have been clear that, for out of hospital and community planning, we need to
work from the local borough level and aggregate up to sub‐regional and regional plans. The crisis response has
demonstrated the importance of local knowledge when responding to the needs of our many and diverse communities
across London.

• We are now taking steps to bake into formal policy what we have learned in partnership working.

Early Analysis: our partnership has been strengthened in key ways
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• The decision to protect NHS services and to ensure
adequate provision within a clinical hospital setting, whilst
understandable, had consequences for the teams delivering
services outside that setting. In the strategic context this
decision was modified as the pandemic developed, when it
became clear that the level of infection and the mortality
rates being suffered within care homes was leading to
tragic outcomes for many residents.

• Care homes in London were particularly badly affected by
the crisis. The surge in London came earlier than in other
areas, and the changes in policy which have assisted other
areas in protecting care homes more effectively (such as
the increased availability of PPE and testing for care homes)
therefore came relatively late to London’s care homes and
care workforce.

• The result was that deaths in care home residents in
London have been proportionately higher than those
outside London, with the exception of the north east of
England and Yorkshire and the Humber. It appears that
4.7% of all of those resident in London care homes (1654
people) had died from COVID‐19 by 15th May 2020 (figures
include care home residents transferred to hospital) and,
of the 1394 care homes in London, 45.6% had been
infected by COVID, with 635 outbreaks recorded in the
period to 31st May 2020

Early Analysis: working with care homes requires a different approach

Data source: ONS 
deaths data

* Information on this slide 
has been provided by the 
London Directors of Adult 
Social Services (DASS) 
Network through their 
report ‘The Experience of 
Managing COVID‐19 in 
Social care in London’. The 
full document is available 
here: 
https://londonadass.org.u
k/london‐health‐board‐
paper‐on‐public‐sector‐
teams‐experience‐of‐
responding‐to‐the‐covid‐
19‐pandemic‐2/
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• Through the pandemic we improved discharge pathways and improved consistency in wrap around primary and
community health care support for care homes. This included an established clinical lead for 100% of care
homes in London.

• Any changes to the delivery of care home support, including segregation, infection control measures associated
with staffing levels and pay and the provision and use of PPE, has a direct impact on the costs borne by
providers, and will need to be passed on to funders, whether in the public sector or self‐funders. These
extraordinary costs have, rightly, been recognised and provided for within the NHS; and we must ensure the
same arrangements are extended to the care sector.

• This, at its essence, requires a commitment to allocate resources to prevent infection – in care homes and
elsewhere – otherwise we will continue to invest in expanded hospital capacity to deal with the avoidable
consequences of disease. A more preventative approach has the potential to avoid demand in the NHS, and to
safeguard the wellbeing of some of London’s most vulnerable people.

Early Analysis: working with care homes requires a different approach [2]

* Information on this slide has 
been provided by the London 
Directors of Adult Social Services 
(DASS) Network through their 
report ‘The Experience of 
Managing COVID‐19 in Social care 
in London’. The full document is 
available here: 
https://londonadass.org.uk/london
‐health‐board‐paper‐on‐public‐
sector‐teams‐experience‐of‐
responding‐to‐the‐covid‐19‐
pandemic‐2/
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4. Thank you, London
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The COVID‐19 pandemic has resulted in the tragic loss of many lives, affecting 
families and communities across London. It has had unfair and unequal outcomes 
for those at greater risk. Its impact on Londoners’ mental health – both citizens 

and our staff – is yet to be fully understood. 

Though we have seen devastating loss, the swift action taken across the London 
partnerships at every spatial level of our system, the incredible dedication and 
effort from our front line staff, and the commitment of Londoners themselves in 

following government advice, has meant that our capital has not been 
overwhelmed. 

This is an achievement of which our health and care staff, and communities, 
should be incredibly proud.

The London Vision remains our North Star for the changes over the next 18 
months. 

Our partnership will be ever‐closer: working together, challenging and 
supporting each other, caring together. 

Thank you, London

A special rainbow created by Sir Peter Blake for the Evening Standard as a “symbol of hope” for Londoners. 
For more detail beyond the content of this pack, please see ‘The Experience of Managing COVID‐19 in Social care in London’ 
document available here: https://londonadass.org.uk/london‐health‐board‐paper‐on‐public‐sector‐teams‐experience‐of‐
responding‐to‐the‐covid‐19‐pandemic‐2/


