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Foreword

In 2018, I put myself forward for election as President Elect of 
the British Geriatrics Society, meaning I would serve as President 
from November 2020 to November 2022. I never could have 
imagined at that point that my presidency would take the shape 
that it has. While many of the long-lasting challenges that face 
the older people’s healthcare workforce have persisted over the 
last two years, my tenure as President has been dominated by the 
COVID-19 pandemic. The impact of the pandemic has been felt 
at every level of society and we will be dealing with the after-
effects for many years to come.

As I reach the end of my time as President of the BGS, I have 
reflected on our experiences through the pandemic, both in terms of how the pandemic affected older people 
and how the healthcare professionals caring for them have been impacted. It is essential that lessons are learned 
from our collective experiences of 2020 and 2021. Official scrutiny of the pandemic will get underway over the 
coming months and it will be important to ensure that the devastating impact on older people is not forgotten. 

At the BGS, we know from talking to our members that the pandemic has had a considerable impact on their 
patients, their way of working and their own mental and emotional wellbeing. It feels right to capture these 
experiences and the lessons learnt from how this pandemic was handled and what can be done better, should 
we find ourselves in a similar situation again. It is easy of course to remember the bad things – for example, the 
situation in care homes and the lack of personal protective equipment (PPE) in the early days – but we must 
also remember the things that went well such as the very quick vaccine rollout and the breaking down of barriers 
between services to ensure that essential care could still be provided safely. 

Our mission at the BGS is ‘to improve healthcare for older people’ and the aftermath of the pandemic provides 
us with an even greater opportunity to do so. We call on Governments across the UK to take heed of the lessons 
of the last two years and to ensure that improvements are made both in terms of pandemic preparedness and 
the everyday running of health and social care services to respect the rights and meet the needs of older people. 
Older people are the biggest user group of health and social care services – if the services work for older people, 
they will work for everyone.

Dr Jennifer Burns
BGS President  
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Report written by: Sally Greenbrook, BGS Policy Manager. 



2  Introduction 
The COVID-19 virus appeared in late 2019 and by the early 
months of 2020, it became clear that this virus was potentially 
deadly and should be taken seriously. Evidence from other 
countries showed that the virus spread quickly and was not 
easily treated, especially in the early stages. The World Health 
Organization (WHO) declared a public health emergency 
of international concern on 30 January 2020. The WHO 
Emergency Committee advised at that stage that it was still 
possible to contain the virus, if countries put into place strong 
measures to detect the virus early, isolate and treat cases, trace 
contacts and promote social distancing.1 

Tragically, this warning was not heeded and the virus spread 
rapidly across the UK and most of the world, particularly 
affecting older people, with the vast majority of deaths from 
COVID occurring in the over-65 age group. Members of 
the British Geriatrics Society (BGS) were at the forefront 
of the NHS response to COVID-19, caring for a significant 
proportion of COVID-19 patients both in hospitals and in 
the community. Even taking into account their considerable 
training in end-of-life care, BGS members experienced death 
on an unprecedented scale and this had an undeniable impact 
on their mental and emotional wellbeing.
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The pandemic has undoubtedly been hugely significant for 
the NHS, and the world in which healthcare professionals are 
currently operating is not the same as the pre-pandemic NHS. 
The pandemic showed cracks in the system that previously had 
been papered over but were now exposed for all to see. 

For many people, and for society, the pandemic has been a 
time of great pain and sadness. However, it is also important 
to remember that some positive changes have come out of it. 

The pandemic showcased the NHS at its very best – working 
together in an integrated fashion for the good of patients. The 
vaccine development and rollout demonstrated what properly 
funded and collaborative science can do. The public were 
reminded of the value of the NHS and other key workers.

This report aims to reflect on the experiences of the pandemic 
from the specific perspective of older people’s healthcare. The 
COVID-19 pandemic will not be the last pandemic and, given 
our ageing society, it is unlikely to be the last pandemic that 
affects older people more than any other population group. 
We have aimed to highlight both the positive and negative 
aspects of the handling of the pandemic and have drawn out 
ten lessons that must be learnt by governments and healthcare 
organisations before the next pandemic. 



3  Summary of lessons

Lesson 1

Treatment decisions should always be tailored to the individual 
patient – blanket decisions should never be applied to an entire 
patient group.

Lesson 2

There is a need to ensure that a balance is achieved between 
protecting care home residents from a virus that could be fatal 
for them and also protecting the human rights of individuals to 
see their families and loved ones.

Lesson 3

Services should be available and adequately funded to provide 
patients with the most appropriate care in the best place for 
them. For some patients, this will be hospital. For others, it will 
not. 

Lesson 4

During a pandemic, particular attention should be paid to the 
risk of contracting the illness in patients admitted to hospital 
for unrelated illnesses and measures must be taken to prevent 
this happening. 

Lesson 5

Planning for the response to a pandemic should involve experts 
on the population most affected by the illness in question. These 
experts should be involved at the earliest possible stage.

Lesson 6

Clinical trials must include the populations most at risk and 
most likely to benefit from the treatments being tested. In the 
majority of cases, this will include older people.

Lesson 7

Quick development and rollout of the vaccine was essential. 
During a pandemic, sufficient funding should always be made 
available to ensure that scientists are able to collaborate and 
develop vaccines quickly.

Lesson 8

A time of great crisis can also bring great innovation. Changes 
made during a crisis that are beneficial to patients should be 
retained.

Lesson 9

Measures taken to curb the impact of a pandemic may have 
unintended but serious consequences on the health of many 
older people. These consequences must be identified as quickly 
as possible and mitigating action taken.

Lesson 10

NHS workforce planning must cover three crucial elements: 
ensuring there are enough staff, ensuring all NHS staff have the 
skills they need to care for the ageing population and ensuring 
that staff are cared for mentally and emotionally and are 
supported to remain working in the NHS.  The impact of not 
doing so may be catastrophic for individuals and society.

4  Rationing of healthcare
During the very early stages of the pandemic, there were 
concerns that the health service would not be able to cope 
with the number of patients, especially those who required 
hospitalisation or intensive care treatment. Conversations were 
had both privately and publicly about how to best use limited 
resources such as ventilators and admissions to intensive care. 

Plans were drawn up to prioritise patients with the greatest 
chance of recovery, which often meant making difficult 
decisions based on factors such as pre-existing conditions and 
age. While these plans were not implemented, the existence of 
these discussions showed that there was a risk that people may 
be discriminated against, based on age or health conditions. 
The BMJ published a ‘debate’ article putting forward the 
arguments for and against prioritising younger people for 
COVID treatments2 and the Financial Times published a 
leaked triage tool based on the Rockwood Clinical Frailty 
Scale3 intended to help clinicians decide whether a patient 
should have their treatment escalated.4 

Reflecting on the events of the pandemic on International 
Day of Older Persons in 2021, UN Expert Claudia Mahler 
said “The COVID-19 pandemic starkly revealed widespread 
ageism and age discrimination against older persons... During 
the pandemic, ageist comments and hate speech were ripe 
with older persons being blamed as the reasons for lockdowns 
and labelled as vulnerable and burdens to societies.”5 Within 
healthcare, this discrimination manifested in the potential 
denial of treatment or escalation (including hospitalisation 
or admission to intensive care) for older people. The BGS 
took the view that while for many older people with frailty, 
intensive treatment options are likely to cause more harm than 
good, these decisions should be made on an individual basis 
and no one should be denied access to any type of treatment 
based on age alone.6 

Lesson 1: Treatment decisions should always be tailored to 
the individual patient – blanket decisions should never be 
applied to an entire patient group.

4



5 Protecting care home residents
Before the virus was widespread in the UK, news reports 
had emerged from other European countries, particularly 
Spain and Italy, showing that care home residents were at 
particularly high risk of contracting and dying from COVID. 
Statistics coming out of Europe in the early stages of the 
pandemic showed that there were high numbers of deaths 
in care homes with nearly 10% of care home residents in the 
province of Bergamo, Italy, dying of COVID between 7 and 
27 March 2020.7 A later report from Amnesty International 
found that decisions made in the early stages of the 
pandemic resulted in a tragic loss of life in care homes across 
three provinces in Northern Italy.8 

Despite these early warnings, early guidance from the 
Government in the UK did not acknowledge the increased 
risk posed to care home residents and staff. The shortage 
of testing resource contributed to delayed recognition of 
outbreaks. An Amnesty International report specifically 
looking at the situation in the UK found a raft of failings in 
the management of the virus in care homes. This included 
discharges of COVID-positive patients from hospitals 
into care homes, advice that personal protective equipment 
(PPE) was not necessary if residents and staff were not 
symptomatic, a failure to provide PPE, a failure to help 
care homes isolate infected residents and a failure to ensure 
regular testing of residents and staff.9 Members of the 
BGS recognised a lack of guidance from the Government 
regarding the management of the virus in a care home 
environment and sought to fill this gap with guidance to 
support healthcare professionals providing care for COVID 
patients in care homes.10 This guidance was welcomed by 
many and remains the most downloaded resource ever from 
the BGS website.

The UK Government claimed to have tried to protect care 
homes from the COVID-19 pandemic:

‘Right from the start, it’s been clear that this horrible virus 
affects older people the most. So right from the start we’ve tried 

to throw a protective ring around our care homes.’ 
 – The Rt Hon Matt Hancock MP,  

then Secretary of State for Health and Social Care, 
(Downing Street briefing, May 2020)11 

The independent COVID inquiry is ongoing and will 
presumably draw its own conclusions about this. However, 
the High Court in England has ruled that policies from the 
Department of Health and Social Care in the early stages of 
the pandemic failed to take account of the risks posed to older 
and vulnerable residents from patients being discharged from 
hospitals to care homes without COVID testing or appropriate 
isolation.12  

Once the risk of infection to care home residents was 
acknowledged, infection control policies and procedures then 
limited residents’ access to family support for many months 
and in some cases, residents were isolated in their rooms for 
weeks on end. Rules on visiting in care homes changed regularly 
with many families and care home operators struggling to 
keep up with what was allowed and what was not. Many 
of the restrictions in care homes remained in place long 
after restrictions were lifted in the rest of society and many 
family members became frustrated at not being allowed to 
visit their loved ones face-to-face, even once both the visitor 
and the resident were vaccinated. Giebel et al. have made 
five recommendations for Governments planning for future 
pandemics including the acknowledgment of family visits as 
a human right for care home residents and the need for better 
guidance for care home staff as well as improved communication 
with family members.13

 
Lesson 2: There is a need to ensure that a balance is achieved 
between protecting care home residents from a virus that 
could be fatal for them and also protecting the human rights 
of individuals to see their families.
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6  Alternatives to hospital
For many older people, hospital is not a safe place for them 
to be, given the increased risk of deconditioning, delirium 
and nosocomial infection. During the pandemic, there 
were significant steps taken to establish services to provide 
hospital-level care at home and to expand those services 
that already existed. COVID virtual wards were established 
to allow hospitalised COVID patients whose condition was 
improving to be discharged while still receiving support and 
monitoring from the hospital team.14

While Hospital At Home and similar services have been 
in existence for many years, the COVID-19 pandemic has 
resulted in health systems around the country exploring 
community alternatives to acute care and in the expansion 
of services providing hospital care at home. In England, 
specific funding has been made available for virtual wards 
focusing on people with frailty or acute respiratory infection. 
Additional funding has also been made available in Scotland 
for Hospital at Home services. In Northern Ireland there 
is Government support for initiatives bringing hospital 
care closer to home while in Wales, the Royal College of 
Physicians have called for expansion of such services.15 

While the evidence base for virtual wards is not yet well 
developed, evidence shows that Hospital at Home services 
are likely to be as clinically effective as inpatient services in 
terms of health outcomes and reducing admissions to care 
homes. Patient satisfaction is generally high when patients 
are able to be treated at home although more consideration 
needs to be given to the increased stress for carers. Evidence 
on whether these services are more cost-effective than 
inpatient services is not yet clear. 16

The pandemic provided an opportunity to expand these 
services for the benefit of many patients. Sustained 
investment is now needed to ensure that these developments 
are able to continue and can be integrated with other 
community-based health and care services.

Lesson 3: Services should be available and adequately 
funded to provide patients with the most appropriate care 
in the best place for them. For some patients, this will be 
hospital. For others, it will not. 

7  Hospital-acquired COVID
As the pandemic progressed, BGS members working in 
hospitals were increasingly caring for people who acquired 
COVID while in hospital (nosocomial infection). A 
retrospective observational study of patients with COVID-19 
across 18 hospitals in Wales between March and July 2020 
estimated 16.4% of cases were probably hospital-acquired 
with an inpatient mortality for nosocomial infection ranging 
from 38-42%, a level of mortality higher than in those with 
community-acquired infection. Those with hospital-acquired 
infection were older and more frail.17 

The COVID in Older People (COPE) study of patients with 
COVID-19 in hospital, which included patients across 10 
hospital sites in the UK and one in Italy, estimated 12.5% 
of COVID-19 infections in hospital were hospital-acquired, 
with an overall mortality of 27% in patients with nosocomial 
COVID. Increased mortality was associated with older age, 
increased frailty, renal failure and increased C-Reactive 
Protein (CRP).18 

It is widely acknowledged that for many older people with 
frailty, hospital brings potential harms alongside the benefits 
of treatment. In addition to the risks of deconditioning and 
delirium, older people are more susceptible to acquiring 
infections while in hospital and COVID has proved to be no 
exception to this. BGS sought to provide guidance to support 
BGS members trying to prevent nosocomial COVID. This 
included ensuring staff and patients were vaccinated (once 
the vaccine became available), ensuring PPE was used and 
infection control procedures were adhered to, limiting the 
movement of patients between wards and sites and ensuring 
that hospital rooms were well-ventilated.19 

Commentary during the pandemic suggested that some 
hospitals did better than others regarding nosocomial 
infection and that other countries and health systems adopted 
infection control methods that were more successful at 
preventing nosocomial infection.20

Lesson 4: During a pandemic, particular attention should 
be paid to the risk of contracting the illness in patients 
admitted to hospital for unrelated illnesses and measures 
must be taken to prevent this happening.
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8  Expert advice
During the pandemic, the general public became much more 
familiar with the experts advising government than they 
otherwise would be. People like Professor Sir Chris Whitty, 
Professor Sir Patrick Vallance, Professor Sir Jonathan 
Van-Tam, Professor Dame Jenny Harries and Professor 
Sir Gregor Smith†  became household names due to their 
roles in the daily briefings with the Prime Minister and 
other members of the UK and devolved Governments. The 
Scientific Advisory Group for Emergencies (SAGE) also 
became more well-known than it might otherwise have 
been, with many finding reassurance in knowing that the 
Government was being advised by so many experts.

There was therefore some dismay within BGS when it 
emerged that there were no geriatricians represented on 
SAGE or on the care homes sub-group of SAGE. This 
seemed a particular failing for a pandemic that affected 
older people more than any other population group. BGS 
sought to nominate experts to be involved in relevant SAGE 
workstreams and the Society’s President Elect was invited to 
join the care homes sub-group. However, unfortunately, by 
this stage, COVID-19 was already rampant in care homes 
and other settings, and our expert advice was heard too late 
to contribute significantly to mitigating the devastation 
experienced by older people across the country.

Lesson 5: Planning for the response to a pandemic should 
involve experts on the population most affected by the 
illness in question. These experts should be involved at the 
earliest possible stage.

9  Research into treatments
The COVID-19 virus was new to everyone and therefore 
knowledge about potential treatments was limited. Research 
into how to treat the novel virus began quickly and the 
Recovery Trial21 in particular focused on people with COVID 
who had been hospitalised. Evidence from this trial showed 
the benefits of steroid use for treating COVID. Because this 
trial involved hospitalised patients and there was no upper 
age limit on participant recruitment, older people who were 
admitted to hospital were included in the trial. This provided 
vital evidence regarding the effectiveness of COVID 
treatments in older people and helped to inform treatment 
decisions later in the pandemic.

Unfortunately, trials on targeting antivirals in the community 
were not so inclusive and while many did not exclude 
older people, older people were not recognised as a specific 
population group that should be actively recruited to 
trials. BGS published a statement about the importance 
of involving older people in research22 and promoted trials 
that we were aware of with the aim of encouraging more of 
our members to consider participating and enrolling their 
patients in trials.23  

Older people were the population group most affected by 
COVID and to exclude them or not actively include them in 
trials looking at treatments for the virus was a misstep and 
exposes a failing in research design more generally. Older 
people are often excluded from research, either because of 
their age or because they are more likely to trigger exclusion 
criteria regarding pre-existing conditions and concurrent 
medications. Despite this, most medications, once approved, 
will be prescribed across the board, despite a lack of evidence 
in those who were excluded from the trials, and in older 
people in particular. 

It cannot be assumed that trial results for the general adult 
population will apply to older people. It is essential that older 
people are included in trials for treatments for all conditions 
to ensure that older people are prescribed treatments that are 
likely to be beneficial for them and are not exposed to those 
which are unlikely to be beneficial. BGS has emphasised 
the importance of involving older people in research and 
provided support to members who are involved in research to 
help them to recruit more of their patients to trials.24,25 

Although there was investment in care home research to 
understand the risk factors for COVID-19 outbreaks and 
some work around diagnostics in the sector, funding for 
trials of drugs to treat and prevent COVID-19 in care home 
residents arrived too late. In addition, the lack of pre-existing 
care home trial infrastructure made this work extremely 
difficult. The National Institute of Health Research (NIHR) 
has acknowledged these concerns and work must be done 
now to ensure that care home research infrastructure is put 
on a more robust footing ahead of future healthcare crises.26 

Lesson 6: Clinical trials must include the populations 
most at risk and most likely to benefit from the treatments 
being tested. In the majority of cases, this will include older 
people.
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†Respectively, Chief Medical Officer for England, Chief Scientific 
Adviser for England, Deputy Chief Medical Officer for England 

(both Van-Tam and Harries) and Chief Medical Officer for 
Scotland. 



10  Vaccine development 
     and rollout
It was apparent relatively early in the pandemic that the 
only way society could move forward from COVID-19, or 
to live with the virus, would be through vaccination. This 
initially seemed like a long-term ambition. Anyone with any 
experience in the development or approval of medicines and 
vaccines will know that the process from bench to bedside 
usually takes many years. To be administering the first 
COVID-19 vaccine in the world in December 2020, only a 
year after the virus was first detected, seemed nothing short 
of a miracle. 

The development of the vaccine in record time showed 
what can be achieved when scientists and pharmaceutical 
companies across the world work in collaboration rather 
than competition and when science is properly funded by 
governments and other funders. It is important to note that 
corners were not cut in the development and approval of the 
COVID vaccines. Rather, scientists did not have to spend 
precious time applying for grants and funding and instead 
were free to proceed with the job at hand.

The development of the vaccine is only one part of the story 
however. While much was made in the press about the UK 
being the first country to approve the vaccine for use, an 
arguably bigger success story was the quick rollout of the 
vaccine on the basis of need. The vaccine was of course made 
available to the entire population in due course. However, 
those deemed at the greatest risk from the virus (including 
older people, care home residents, other clinically vulnerable 
groups and health and social care professionals) were 
prioritised to receive the vaccine before other groups. This 
was particularly significant for care home residents who had 
been so neglected at earlier stages of the pandemic. Health 
and social care professionals had also put themselves at risk 
throughout the pandemic and welcomed early access to the 
vaccine to protect them. It was not possible to ‘jump the 
queue’ by paying privately to receive the vaccine. This showed 
the NHS at its very best, allocating resources to those who 
needed them most, regardless of ability to pay.

Analysis from the National Audit Office (NAO) found that 
the COVID-19 vaccine programme in England met targets 

to offer two doses of the vaccine to most adults in a short 
space of time and that uptake exceeded expectations and was 
higher than uptake of the flu vaccination in previous years. 
The NAO also found that considerable effort was put into 
making the vaccine more convenient for people to access.27 

Lesson 7: Quick development and rollout of the vaccine 
was essential. During a pandemic, sufficient funding should 
always be made available to ensure that scientists are able to 
collaborate and develop vaccines quickly.

11  Beneficial innovations
 
While bringing devastation to many, the pandemic also 
meant rapid changes to the way services were designed and 
delivered. BGS members reported the pandemic prompted 
removal of barriers and red tape and the ability to do things 
differently, more quickly and for greater patient benefit. 
Particular examples of this included increased use of remote 
meeting platforms such as Microsoft Teams both for staff 
meetings and patient consultations and the ability to easily 
share information between different providers, particularly 
relating to patient discharge.28 

Relatively early in the pandemic, BGS sought to capture 
some of the changes that members had implemented in their 
services that had beneficial impacts for patients and published 
two reports about changes implemented in England and 
Northern Ireland. Changes documented included proactive 
anticipatory care for older people, introduction of hospital-
level services at home, increased advance care planning, 
coordinated multi-agency support for care homes and 
increased use of digital technology in care provision.29,30  

There is however concern about the longevity of such 
innovations, with members telling BGS that positive changes 
were not necessarily retained once the initial crisis had 
passed:

‘Annoyingly after the waves, things went back to how they had 
been: ‘this is how we always do it’.

– Consultant Geriatrician, England.28

Lesson 8: A time of great crisis can also bring great 
innovation. Changes made during a crisis that are 
beneficial to patients should be retained.
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12  Impact of lockdown
‘From this evening I must give the British people a very simple 

instruction – you must stay at home.’  
– The Rt Hon Boris Johnson MP, Prime Minister,  

23 March 202031 

‘For everyone, you must stay at home unless it is absolutely 
essential to go out, and that includes working from home, 

wherever possible.’  
– The Rt Hon Nicola Sturgeon MSP, First Minister of Scotland,  

23 March 202032 

‘We’re asking everyone to stay at home. Please only go out once a day to 
shop for basic food if you have to and to exercise close to home.’  

– The Rt Hon Mark Drakeford MS, First Minister of Wales,  
23 March 202033 

‘We will use every power we have to ensure people stay at home 
so we can save as many lives as we possibly can.’  

– Michelle O’Neill MLA, Deputy First Minister of  
Northern Ireland, 28 March 202034 

These pronouncements from across the UK in March 2020 
represented huge changes to the way most people lived their 
lives. At this stage, it was impossible to know how long this 
situation would last with many saying it would be a matter 
of weeks or up to a few months until lockdown was lifted. 
As it turns out, while this initial lockdown was lifted in June 
2020 in England, further lockdowns were to follow with a 
second national lockdown introduced from November and a 
third introduced from January 2021.35 The final COVID-19 
restrictions were not lifted until February 2022, nearly two years 
after the first lockdown was announced.36 

The extended lockdown has had a detrimental impact on the 
lives of many older people with levels of physical activity and 
social interaction decreasing significantly. This caused an increase 
in the number of older people experiencing loneliness and many 
also physically deconditioned during lockdown. Many older 
people who presented to health services after lockdown had 
advanced frailty when they may have had mild or moderate 
frailty previously. Many also presented with illnesses at more 
advanced stages than would otherwise be expected, having 
delayed seeking medical treatment during the height of the 
pandemic. Research conducted by the charity Age UK found 
some concerning figures around the impact of lockdown on 
older people:37

•	 27% of older people couldn’t walk as far as they could 
before the pandemic

•	 17% said they are less steady on their feet than they were 
before the start of the pandemic

•	 42% of older people who already struggled to get up and 
down stairs said this is harder since the pandemic

•	 25% of all older people said they are living with more 
physical pain than they did before the pandemic

•	 36% of older people said they feel more anxious since the 
start of the pandemic

•	 43% of older people said they feel less motivated to do the 
things they enjoy since the pandemic

•	 54% said they are less confident attending hospital 
appointments since the start of the pandemic.

The announcement of the lockdown at short notice gave 
people little time to prepare and had a considerable impact on 
the physical and mental health of older people. Services such 
as day centres and community activities such as arts or singing 
groups were stopped during lockdown and were often slow to 
restart, negatively impacting the older people who relied on 
them.38 The impact of the pandemic on older people was not 
limited to the risk contracting the virus posed to their health 
and lives. The effects of the lockdown are arguably greater and 
longer-lasting for many older people and must be considered 
in health service planning for the foreseeable future.

Lesson 9: Measures taken to curb the impact of a pandemic 
may have unintended but serious consequences on the 
health of many older people. These consequences must be 
identified as quickly as possible and mitigating action taken.

13  Workforce capacity  
     and wellbeing
The NHS workforce has been under pressure for many years 
and it has been clear for a long time that there are not enough 
healthcare professionals to provide the level of care that the 
NHS promises to deliver. The pandemic placed the workforce 
under even more extreme pressure. NHS and social care staff 
were at increased risk of contracting the virus and were more 
likely to need to take time off and isolate, leaving services 
even more short-staffed. When BGS conducted a survey of 
its members about their experiences during the first wave of 
the pandemic, 40% of respondents said they took time off 
work during the pandemic with 71% of those saying that they 
had tested positive for COVID.39 To help to respond to the 
pandemic, many healthcare professionals were redeployed away 
from their normal jobs, including working on COVID wards 
and non-clinical staff returning to clinical duties. Three quarters 
of respondents to our second survey during the pandemic 
worked differently during the pandemic and 85% said that the 
intensity of their work increased.28 Many BGS members also 
reflected on the strength of the teamwork during the pandemic 
and said that they felt their teams were closer now.28

In addition to affecting the workload of health and social care 
professionals, the pandemic has had a significant and ongoing 
impact on the mental and emotional wellbeing of many health 
and social care professionals. Many have seen more death 
in a relatively short period of time among both patients and 
colleagues than they ever imagined they would and many have 
struggled to cope with this. Many BGS members have also 
said that the pandemic has also had an impact on the mental 
and emotional health of their families.

‘Usually a resilient person but I struggled this wave (3rd for 
our part of Scotland). Adrenaline kicked in in January but by 

February I was exhausted, crying all the time and just “done”. 
One of the bits I found most difficult is as a health care worker 
you are constantly absorbing other people’s grief - patients and 

relatives all telling you their stories, (we had very sad situations 
and high death rates in the ward), trying to support nursing 
colleagues and trainees as well as peers. In combination with 
looking after my own family who, though luckier than most, 

were also struggling. It was incredibly depleting.’  
– Consultant Geriatrician, Scotland28
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Comments from BGS members in our COVID workforce 
survey suggest that a significant proportion of the older 
people’s healthcare workforce are considering ways of reducing 
their clinical work as a direct result of the pandemic. Some 
are considering early retirement while others are considering 
moving to less than full time hours or moving into research 
and other non-clinical roles. Evidence from the Royal 
College of Physicians London in their census of consultant 
physicians40 shows that there are not enough consultant 
geriatricians to care for the ageing population and that a 
worrying number of those currently working are approaching 
retirement. It is essential that the older people’s healthcare 
workforce is considered a key part of the NHS’s recovery 
from the pandemic and of the Government in England’s 
forthcoming NHS workforce plan.

While the risk of people choosing to leave the workforce 
because they are struggling with their mental health is 
significant and a cause for concern, there is also a risk of 
a much more tragic course of action. Statistics show that 
doctors are two to five times more likely to take their own life 
than the general population and female doctors are two and 
a half to four times more likely to die by suicide than male 
doctors. One doctor takes their own life every two to three 
weeks in the UK.41 Similar statistics exist for other healthcare 
professionals with nurses four times as likely to die by suicide 
than other professions and female nurses 23% more like to 
take their own life than the rest of the female population.42 It 
is important to note that these statistics are from before the 
pandemic – we do not currently have statistics on suicide rates 
among healthcare professionals since the pandemic. 

Lesson 10: NHS workforce planning must cover three 
crucial elements: ensuring there are enough staff, ensuring 
all NHS staff have the skills they need to care for the ageing 
population and ensuring that staff are cared for mentally 
and emotionally and are supported to remain working in the 
NHS.  The impact of not doing so may be catastrophic for 
individuals and society.
 

14  Conclusions
The COVID-19 pandemic has been the biggest challenge 
ever to face health and social care services and the healthcare 
professionals who make up the membership of the BGS have 
been at the forefront of the clinical response to the pandemic. 

The effect of the pandemic on older people has been more 
significant than for any other population group and the legacy 
of the pandemic will remain with many families for years to 
come, whether through grief for those who died or caring for 
family members who are suffering the long-term impact of 
the virus or the subsequent lockdown. 

At the time of writing, the public inquiry into the 
COVID-19 pandemic is just getting under way. Over 
the coming months, every detail of the pandemic will be 
scrutinised with families and organisations most affected 
given the opportunity to have their say about the impact of 
the pandemic on them. The inquiry will analyse how prepared 
the Government and the health and social care systems were 
to cope with a pandemic of this nature and will learn lessons 
from the experiences of the last two and a half years. 

It is unfortunately unlikely that this will be the last pandemic 
to affect older people more than any other group. Sadly, the 
pandemic exposed our society as being ageist. We were too 
slow to protect older people from a virus that would prove 
to be fatal for far too many of our older citizens. However, 
while many memories of the pandemic will be negative, it 
is important to remember the positive experiences such as 
the efficient development and rollout of the COVID-19 
vaccination, rapid mobilisation of community and voluntary 
support in many areas of the country, and beneficial changes to 
the way NHS and social care services work and collaborate. 

It is essential that everything that we have learned over the last 
two and a half years is retained and woven through our plans 
for recovery and for integration of health and social care. Most 
of all, we must ensure that the mistakes that were made are not 
repeated in future pandemics.
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