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Summary
Once it had made the decision to advise the most clinically vulnerable people to shield, 
Government quickly drew up plans to identify and support some 2.2 million people 
at the greatest risk from COVID-19 with food, medicines and basic care. £308 million 
was spent on the programme. The Government’s response had to start from scratch, as 
there was no pre-existing plan for shielding the clinically vulnerable in the event of a 
pandemic, and we recognise the pace and urgency with which Government delivered 
the shielding programme. However, the programme suffered from the problems of poor 
data and a lack of joined up systems that we see all too often in government programmes. 
As a result, Government took too long to identify some clinically vulnerable people at a 
time when their need was urgent.

One consequence of inviting local clinicians to amend the nationally prepared list of 
clinically vulnerable people (the ‘shielded patient list’ or the list) eligible for support 
was the introduction of a postcode lottery. The scale of additions to the list ranged from 
15% to 352% between different local authority areas with the list more than doubling 
in 33 authorities. While there was some challenge and oversight of these additions, 
the Department of Health and Social Care (DHSC) tells us that NHSE&I and NHS 
Digital consider that ultimately additions were a decision for local clinicians. However, 
the outcome was nonetheless an unacceptable level of variation in local additions. Once 
Government had identified those it considered in need of support it then struggled to 
contact them to offer support and register their needs. Government could not reach 
some 800,000 clinically extremely vulnerable, almost half of whom were unreachable 
because of missing or incorrect telephone numbers in NHS records. The Ministry of 
Housing, Communities & Local Government (MHCLG) still does not know whether 
local authorities have been able to reach these 800,000 people.

Clearly government has learned lessons which have fed into more recent iterations of 
shielding and we welcome the greater role that local authorities now play in supporting 
people without central direction. MHCLG is now confident that local authorities 
can support people in their area, having been initially unsighted as to whether local 
authorities had enough capacity.

DHSC has also acknowledged that its purely clinical approach to vulnerability omitted 
key characteristics such as ethnicity, postcode and Body Mass Index (BMI). As a result 
of its newly expanded approach, it classified an additional 1.7 million people as clinically 
extremely vulnerable in February 2021 and they were advised to shield as a result.
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Introduction
On 22 March 2020, the Secretary of State for Housing, Communities and Local Government 
announced that those people in England who faced the highest risk of being hospitalised 
by COVID-19 should shield themselves and stay at home. DHSC eventually identified 
some 2.2 million people as those most clinically vulnerable to COVID-19 and advised 
them to shield. Government set up the shielding programme to provide support—access 
to food, medicines and basic care—to people shielding. Government spent £308 million 
providing this support.
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Conclusions and recommendations
1. DHSC’s initial clinical criteria for identifying and supporting clinically 

extremely vulnerable people excluded several factors which it became clear also 
made people more vulnerable. In March 2020, DHSC developed a list of people who 
needed to shield based solely on medical conditions that it considered would make a 
person more likely to become seriously ill or die from COVID-19. The Department 
recognises that advising people to isolate had risks as well as benefits. Charities 
have told us how the over 70s and the blind and partially sighted, who were not 
advised to shield, and therefore not eligible for support through the Programme, 
struggled to access food. According to the Office for National Statistics survey of 
clinically extremely vulnerable people, 36% reported worsening mental health and 
well-being since being advised to shield and MHCLG reports an increasing focus by 
local authorities on individuals’ mental health. As its understanding of the disease 
and its impact has grown, DHSC has developed a new risk assessment tool, QCovid, 
to identify vulnerable people based on wider factors which make them at more risk 
from COVID-19. These risk factors include ethnicity, BMI, postcode and age. DHSC 
used this tool to identify an additional 1.7 million clinically extremely vulnerable 
people in February 2021.

Recommendation: In the event of future epidemics, DHSC should ensure that the 
way it identifies vulnerable people and the support it offers them, encompasses a 
broad range of non-clinical factors and personal circumstances that go beyond 
susceptibility to disease and makes an assessment about what practical support 
may be needed and how this can be planned for.

2. DHSC and NHS Digital took too long to identify all clinically extremely 
vulnerable people. Individuals were not formally eligible for the central support of 
food boxes and medicines delivery offered through the shielding programme until 
they were on the Shielded Patients List. NHS Digital used national hospital and GP 
data to identify clinically vulnerable people. However, it took over six weeks for the 
number of people on the Shielded Patients List to stabilise at 2.2 million people, 
with 900,000 people added between 18 April and 7 May. The time taken to add 
people was because of the need to work with GP IT system providers to design, build 
and gather GP data, which were on different systems to the readily available national 
data, and then to complete the next necessary step of GPs and hospitals using their 
clinical judgement to add and remove people from the list. NHS Digital believes 
that faster access to data in GP records would help. It also suggests that government 
invest in the digitisation of hospital records, noting that primary care data has been 
digitised, and is now a richer source of information than hospital data.

Recommendation: Within six months, DHSC and NHS Digital should set out a 
detailed plan on how they will improve access to and join-up NHS data systems to 
ensure quick and secure access to all patient records.

3. Huge local variation strongly suggests that GPs were inconsistent when judging 
who was clinically extremely vulnerable and should therefore be advised to shield 
and be eligible for support. As well as NHS Digital using national data to identify 
clinically vulnerable people, GPs and hospital doctors were quite sensibly asked to 
review those listed, and, using their clinical judgement, add or remove people. The 
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list grew from 1.3 million to 2.2 million largely as a result of GPs adding people. 
However, the extent to which it grew varied hugely in different areas, with increases 
in those being added between 12 April and 15 May ranging from 15% to 352% by 
local authority. DHSC acknowledges that clinicians took different approaches to 
adding people. DHSC and NHS Digital believe they did everything possible to 
ensure consistency, where they identified possible over-inclusion or over-exclusion, 
they have worked with NHS England’s clinical directors to challenge some of the 
differences. DHSC tells us that NHSE&I and NHS Digital consider that ultimately 
additions were a decision for local clinicians. DHSC has also provided us with 
details of NHS Digital’s analysis of the variation as of 11 February 2021. Based on 
this analysis, DHSC concludes that the level of variation in how local clinicians 
added people to the list is acceptable. However, and despite the best intentions of 
all involved, it is not credible to assert that the same criteria and judgements were 
applied consistently in all parts of the country when the extent of local variation in 
numbers added was so vast.

Recommendation: Within six months, DHSC and NHS Digital should provide 
to the Committee a detailed explanation for the local variation in growth for 
the shielded patient list between April and May 2020 including the extent it was 
due to appropriate clinical judgements and identify lessons for how to support a 
consistent clinical approach in future.

4. Government chose a centrally-directed system to support clinically vulnerable 
people as it did not have confidence all local authorities and supermarkets 
could meet people’s needs, particularly for food. MHCLG spoke with some local 
authorities and supermarkets early on to assess their capacity, but could not do a 
full assessment of local authority capacity to support the most vulnerable because 
of the urgency of the task. Instead, it used the information it had available to have a 
centrally-directed supply of food boxes which cost £200 million, as this was likely to 
guarantee a supply of food to every part of England, particularly given its concerns 
about shortages in supermarkets. However, some local authorities had queried 
why government chose a centrally-directed rather than a local system of support, 
particularly for food, and felt that they would have provided better quality support. 
Starting in April, as confidence grew in the supply chain and as it developed its 
understanding of local authority capacity, MHCLG moved to a locally-led model 
which was in place by summer 2020. This model focused on access to supermarket 
deliveries and having local authorities offer food to suit the needs of the local 
population where needed. MHCLG calculates that it has provided local authorities 
some £4.6 billion in un-ring-fenced funding in 2020–21 to help with COVID costs.

Recommendation: MHCLG should ensure that local authorities will continue 
to have the capacity and resilience to support the needs of clinically extremely 
vulnerable people, particularly given the significant increase of people advised to 
shield in February 2021 – from 2.2 million to 3.9 million people.

5. MHCLG and DHSC do not know whether 800,000 clinically extremely vulnerable 
people slipped through the net and missed out on much needed support. DHSC 
explains that it took a ‘multi-channel’ approach to engaging with those affected. 
Through this approach, it focused first on sending letters, then an email, then calls 
from the contact centre, which was established at a cost of £18.4 million. 1.8 million 
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people did not register their needs or respond when contacted by letter, so their 
details were passed to the contact centre for follow-up. However, the contact centre 
was unable to get in touch with around 800,000 vulnerable people, despite apparently 
making hundreds of thousands of calls every day. It took central government one 
month to pass the details of these people to local authorities, so local authorities 
could check if they needed help. Crucially, MHCLG has no knowledge of whether 
local authorities then managed to reach any or all of these people.

Recommendation: MHCLG should urgently update the Committee on whether 
it has now successfully confirmed the support needs of all vulnerable people, 
including the additional 1.7 million people advised to shield in February 2021.

6. Missing or inaccurate telephone numbers in NHS patient records undermined 
government’s efforts to contact 375,000 people. The contact centre relied on 
telephone numbers in NHS patient records when calling people to check their needs. 
Over 20% of the 1.8 million telephone numbers passed to the contact centre from 
NHS records, for roughly 375,000 people, were missing or found to be incorrect, with 
the consequence that when the contact centre needed to rely on phone numbers too 
many were not right and so people could not be contacted to check they were well 
and getting what they needed. DHSC argues that NHS records are only as good as 
the information patients provide and explains that its preference is to contact people 
by letter first, as addresses are the highest-quality contact records. DHSC notes that 
it also relies on GPs to make sure that the necessary contact is made with clinically 
extremely vulnerable people. DHSC is trying to improve contact information by 
asking those affected to ensure their GP records are up to date.

Recommendation: DHSC and NHS Digital should ensure that different NHS 
bodies can securely source the most up to date, reliable and complete patient 
records, including contact details. It should update the Committee on its plan to 
achieve this progress within six months.
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1 Identifying and supporting vulnerable 
people

1. On the basis of a report by the Comptroller and Auditor General, we took evidence 
from the Department of Health & Social Care (DHSC), Ministry of Housing, Communities 
& Local Government (MHCLG), Department for Environment, Food & Rural Affairs 
(Defra), and NHS Digital about protecting and supporting clinically extremely vulnerable 
people during lockdown.1

2. On 22 March 2020, the Secretary of State for Housing, Communities and Local 
Government announced that those people in England who faced the highest risk of being 
hospitalised by COVID-19 should shield themselves and stay at home. This marked the 
start of shielding. Government guidance urged people considered clinically extremely 
vulnerable to the virus to not leave their homes for 12 weeks and not go out for shopping, 
travel or leisure.2

3. People were identified based on clinical judgement of the risk of severe illness or 
mortality from COVID-19. At the start of the pandemic, there was no mechanism to 
quickly identify patients who fell within a defined clinical category. By 7 May DHSC had 
identified some 2.2 million people.3

4. Government set up the shielding programme to provide support—access to food, 
medicines and basic care—to people shielding. Government decided to use a centrally 
directed model of support, spending £308 million; two-thirds of this was for food box 
deliveries (£200.2 million), £54.4 million was spent by local authorities on basic care and 
other support, and £34.3 million on the medicines delivery service. Other costs include 
£18.4 million on the shielding contact centre and £0.7 million to KPMG for programme 
management work. Departments have learned lessons from the first iteration of shielding 
from March to August 2020 and applied many of these to more recent iterations of 
shielding.4

The initial use of clinical criteria to identify people at risk

5. The four national UK chief medical officers developed the criteria for people most 
vulnerable to disease and at highest risk of mortality and severe illness from COVID-19. 
They drew up a list of medical conditions which they considered could make people more 
at risk from severe illness or mortality from COVID-19, based on the limited clinical 
evidence at the time.5 These medical conditions included specific cancers and severe 
respiratory illnesses. The list of conditions was finalised on 18 March but the chief medical 
officers continued to consider and include new medical conditions as needed.6

6. The chief medical officers considered protected characteristics at the start, for 
example, DHSC told us that it considered ethnicity at some length. However, as ethnicity 

1 C&AG’s Report, Protecting and supporting the clinically extremely vulnerable during lockdown, Session 2019–21, 
HC 1131, 10 February 2021

2 C&AG’s Report, para 1
3 C&AG’s Report, para 11, 12, 14
4 C&AG’s Report, para 2, 10, 27, 30
5 Q 21; C&AG’s Report, para 2.3
6 C&AG’s Report, para 2.3, Appendix Three
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risks could not, at that time, be distinguished from other non-clinical factors such as 
occupation, the chief medical officers based their criteria on clinical evidence available at 
the time.7 DHSC acknowledged that there were shortcomings with its clinical approach 
which did not pick up all potential risk factors and that it became clear, as understanding 
of the virus developed, that it could take other issues into account.8 DHSC told us that it 
now knows from the work of the SAGE ethnicity sub-group, and from watching the virus 
move across the country and the different communities it affects, that the main issues are 
around socio-demographic features such as greater density of people in housing.9

7. As its understanding of the disease has grown, DHSC has developed a new risk 
assessment tool, QCovid, to identify people at risk based on wider factors which make 
them at more risk from COVID-19. DHSC described the tool as having technical, clinical 
and academic elements.10 QCovid identifies people who have combined risk factors which 
put them at enhanced risk, including personal characteristics, such as age, ethnicity and 
body mass index.11 DHSC told us it considered it was ‘pretty good going’ to take 10 months 
to develop the tool and that it would have been difficult to develop it more quickly.12 DHSC 
used this tool to identify an additional 1.7 million Clinically extremely vulnerable people 
in February 2021.13

8. DHSC told us it recognised that advising people to stay inside and away from society 
does have risks as well as benefits. Of those surveyed, some 36% reported worsening mental 
health and wellbeing while shielding.14 Charities also told us of the impact of lockdown on 
people not categorised as clinically extremely vulnerable people. They reported how the 
over 70s and the blind and partially sighted, who were not advised to shield, and therefore 
not eligible for support through the Programme, struggled to access food. The Royal 
National Institute for the Blind wrote that the government’s ‘one size fits all’ approach left 
many blind and partially sighted people behind.15

Identifying all clinically extremely vulnerable people

9. The list of medical conditions that the chief medical officers developed to define 
clinically extremely vulnerable people was shared with NHS Digital on 18 March 2020. 
DHSC tasked NHS Digital to use patient data to identify those affected and create a list of 
people to be advised to shield (the shielded patient list – or the list).16 NHS Digital held or 
had easy access to some patient data but GP data were held within GP IT systems, which 
were not immediately accessible to NHS Digital.17

10. NHS Digital created the first iteration of the list of some 900,000 people within two 
days using readily accessible data sources—hospital, maternity and prescribed medicines 
data. By 12 April 2020, three weeks after shielding began, a further 420,000 people had 

7 Q 17; C&AG’s report para 2.3
8 Qq 13, 17
9 Q 17
10 Qq 3–4, 13–14
11 C&AG’s Report, Figure 14.
12 Qq 14–15.
13 https://www.gov.uk/government/news/new-technology-to-help-identify-those-at-high-risk-from-covid-19
14 Q93; C&AG’s report, para 4.4
15 Royal National Institute for the Blind; Independent Age.
16 C&AG’s Report, para 11
17 Q 21; C&AG’s Report, para 11
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been added using GP data, bringing the total to 1.3 million people.18 We asked why it took 
until the 12 April 2020 to access GP data. NHS Digital told us that it took three weeks 
working with GP IT systems providers to design, build and gather the GP data. NHS 
Digital told us that this was quick, as work of this scale would usually take four to six 
months.19

11. As well as NHS Digital using patient data to add people to the shielding list, GPs 
and hospital doctors were asked to review the list and use their clinical judgement to add 
or remove people. GP and hospital doctors’ additions brought the total to 1.8 million by 
18 April and then 2.2 million by 7 May.20 As people were added, NHS England & NHS 
Improvement (NHSE&I) sent them letters advising them to shield and of their eligibility 
for support.21 We received written submissions from charities which reported delays in 
people receiving these letters, potentially putting them at risk of infection, and causing 
distress and delays in accessing support.22 Overall, 900,000 people were added to the list 
between 18 April and 7 May.23

12. DHSC acknowledged that there are advantages with NHS data systems—such as 
having large amounts of data—and disadvantages, for example challenges in connecting 
and using legacy systems.24 We asked NHS Digital what would help to identify patients 
earlier. NHS Digital told us this would require a technical solution, faster access to GP 
data would help, while ensuring that the general practice which collects the data is 
comfortable with how it will be used. NHS Digital also suggested that government invest 
in the digitisation of hospital records, noting that primary care data has been digitised, 
and is now a richer source of information than hospital data.25

Local variation in the extent to which people were added to the 
Shielded Patient List

13. NHSE&I asked GPs and hospital doctors to add or remove people from the list, based 
on their clinical judgement, and as their patients’ conditions or treatments changed over 
time.26 However, the extent to which the list grew between 12 April and 15 May 2020 
varied hugely in different areas, with increases in the list ranging from 15% in Carlisle to 
352% in Hounslow, with an average increase across local authorities of 73%. This was not 
a small number of authorities with variance from the average 73%: 33 authorities saw their 
list sizes more than double between these dates, whereas 17 saw their list sizes increase by 
less than a third over the same period.27

14. NHSE&I was not responsible for managing any local variations and did not challenge 
local clinical decisions.28 DHSC has told us that NHSE&I and NHS Digital considered 
that ultimately additions were a decision for local clinicians. It noted that the approach to 
local additions was endorsed by the UK Chief Medical Officer who provided guidance on 
18 Q 21; C&AG’s Report, paras 12, 2.5
19 Qq 21–22
20 Q 21; C&AG’s Report, para 2.6
21 C&AG’s Report paras 2.5, 2.10
22 SVL0002 - Written Evidence submitted by Asthma UK and the British Lung Foundation p.3
23 C&AG’s Report, para 2.6
24 Qq 23–24
25 Qq 21–22, 97–98
26 Qq 21, 23, 25; C&AG’s Report, para 2.6
27 C&AG’s Report, Figure 8, analysis of underlying data
28 C&AG’s Report, para 2.9, Figure 8
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the shielded patient list. DHSC also explained to us how NHSE&I and NHS Digital took 
steps to try to ensure this process was consistently applied across England. For example, 
it told us how on 12 April NHS Digital noticed that additions by GPs showed wider than 
expected variation and identified that GPs were adding patients in bulk using computer 
searches rather than assessing individual patients. In response, NHSE&I told GPs that 
there should be no automated process used to compliment or supplement individual 
clinical identification.29

15. NHS Digital told us that for the people whom it had identified and added centrally 
to the list, in line with the clinical criteria set by the chief medical officers, there is very 
little variation by area.30 DHSC acknowledged that it has seen variation in regions, and in 
local areas clinicians would have adjusted their approaches when adding people. DHSC 
explained that in a few cases it tried to understand whether variation reflected a genuine 
underlying illness, or different thresholds for adding people to the list.31

16. We asked DHSC if it had created a postcode lottery of support, and if people with 
certain conditions in some areas, would have different support to people in other areas 
with the same conditions.32 DHSC told us that it did everything possible to ensure that 
it had consistent application of the policy. NHS Digital and DHSC explained that where 
they saw areas that had high or low numbers of people being added, they had worked 
with NHS clinical directors to challenge these areas and followed some up directly.33 
As a result of such work, DHSC was confident that it had not identified any systematic 
differences in approach, and that were there was variation, there was no indication that 
guidance had not been consistently applied. DHSC told us that it also worked with the 
Royal College of General Practitioners, who had training modules to try and ensure that 
there was a consistent understanding and approach in adding people to the list.34 DHSC 
also provided us details of NHS Digital’s analysis of the variation of 11 February 2021 
which DHSC considered showed few local areas outside the normal expected range. 
Based on this analysis, DHSC concluded the level of variation in how local clinicians 
added people to the list to be acceptable. It contended that local variation in the number 
of people identified and added to the list could be explained by demographic variations 
in the English population and the “inevitable difference” in decision making arising from 
local clinical judgement.35

A centrally-directed system to support clinically extremely vulnerable 
people

17. Government quickly needed to ensure that those shielding had reliable access to food, 
medicines and care. It chose a national system of support run by central government.36 
MHCLG considered that a centralised offer was more likely to guarantee delivery of food 
boxes in every part of England at the start of the pandemic, when there was real concern 
about food shortages in supermarkets.37 MHCLG consulted with a small number of local 

29 Letter from DHSC to the Committee 10 March 2021
30 Qq 27, 32, 46
31 Qq 25–26, 28, 47
32 Qq 29–30
33 Qq 25, 28
34 Qq 30, 31
35 Letter from DHSC to the Committee 10 March 2021
36 C&AG’s Report, para 1.5
37 Q 73



 Covid 19: supporting the vulnerable during lockdown 12

authorities as to the best way to support people shielding, but acknowledged that it had 
not done a full assessment of local authority capacity in the way it would for a business-as-
usual programme, and had made a judgment based on the evidence available at the time.38 
MHCLG told us that it engaged with local authorities, and some reported they would not 
have been able to provide the food delivery service in the early months of the pandemic.39 
However, the NAO reported that some local authorities queried why government had 
chosen a centrally directed rather than a local system of support, particularly for food, 
and some authorities felt that they would have provided better quality support.40 MHCLG 
was confident that it had made the right decision to have a national system to provide food 
boxes, rather than a local one.41

18. Defra was chosen to lead on providing food to people shielding because, according to 
MHCLG, it had the expertise and relationships with the food industry.42 Defra consulted 
with supermarkets and wholesalers, to understand their capacity to provide people with 
food, nationally and quickly. Defra told us that it was very clear supermarkets did not 
have the capacity, and so it had used wholesalers direct.43 Food box deliveries started five 
days after the start of shielding, on 27 March, and went to 510,486 clinically extremely 
vulnerable people from then to 1 August, when the programme was paused. Overall, 
Defra spent £200.2 million on the food support service up to 1 August 2020.44 MHCLG 
told us that it had asked local authorities to provide those shielding with ‘supplementary 
food’ for people with dietary requirements.45

19. In August 2020, the government conducted an early lessons learned review of the 
programme which noted that, should shielding be needed again, a local support model 
could improve flexibility and potentially be more cost-effective.46 MHCLG told us how 
it started to move to a locally-led model over summer 2020 as it gained confidence in the 
food supply chain and in the capacity of local authorities.47

20. This locally-led model focused on providing eligible people with priority access to 
book supermarket deliveries, rather than Government providing standard food parcels.48 
Defra told us that almost everybody that signed up for food box support was matched 
and prioritised by a supermarket, and that these half a million people have continued to 
be prioritised by the supermarkets over the last months and for the foreseeable future. 
MHCLG observed that as the pandemic has progressed, fewer people have needed support 
through this programme, and felt confident that a locally led model, reinforced with the 
new registration system built over the summer, has proven an effective way of delivering 
the programme. MHCLG also reported that it now has good information about what 

38 Q 74
39 Q 80
40 C&AG’s Report, para 3.22
41 Q 80
42 Q 78; C&AG’s Report, para 1.7
43 Q 74; C&AG’s Report, para 3.7
44 C&AG’s Report, paras 19, 21, 27, Figure 1
45 Q 80
46 C&AG’s Report, para 4.10
47 Q 75
48 Qq 74, 75; C&AG’s Report, Figure 14
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local authority activity is on the ground, in terms of the delivery of the programme.49 
MHCLG calculates that is has provided local authorities some £4.6 billion in un-ring-
fenced funding in 2020–21 to help with COVID costs.50

49 Qq 74–76
50 Q 83
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2 Communicating with vulnerable 
people

Difficulties in gaining assurance that people’s needs were met

21. Government used a range of ways to engage with clinically vulnerable people, to 
advise them to shield and how to register to access support.51 Government wanted all 
affected to register whether they needed support or not. NHSE&I and DHSC were initially 
responsible for advising people to shield, and began sending letters and texts from 23 
March. The Government Digital Service developed a website and an automated telephone 
helpline for people to register for support.52 Government also commissioned a contact 
centre through the Department for Work & Pensions (DWP) to call around 1.8 million 
people who had not yet registered using the website or automated helpline, despite having 
been sent letters. The contact centre cost a total of £18.4 million. However, the contact 
centre was unable to get in touch with around 800,000 people despite MHCLG’s assessment 
that the centre was making hundreds of thousands of calls every day.53

22. DHSC and MHCLG explained that for the 800,000 vulnerable people that the 
contact centre could not reach, their contact details were passed to local authorities, as it 
was thought local authorities might be better placed to contact these people and identify 
their need for support.54 These details were given by the contact centre to local authorities 
starting from 28 April, over one month after the start of shielding. MHCLG told us that 
local authorities had, before 28 April, received the full shielded patient list and the details 
of those who had registered for support by then and that they had started contacting 
people before receiving the details of the 800,000 ‘uncontactables’.55

23. We asked MHCLG how many extra people took up the offer of support after being 
contacted by local authorities. MHCLG confirmed that it did not collect this information 
and explained that it is difficult to disentangle how many people registered support needs 
via contact with local authorities from those who registered from central government 
contact. MHCLG has no knowledge of whether local authorities reached the 800,000 
people that the contact centre could not.56

Missing or inaccurate telephone numbers

24. The DWP contact centre relied on telephone numbers in NHS patient records to call 
clinically vulnerable people who had not yet registered their needs. In some 375,000 cases 
out of the 800,000 people that the contact centre could not get hold of, or over 20% of the 
1.8 million people the centre attempted to contact, it was because of missing or inaccurate 
phone numbers. While government knew that a proportion of telephone numbers in NHS 
records were missing or inaccurate, the Programme agreed to use telephone numbers 
from NHS records to follow-up hard-copy letters.57

51 Qq 60–64
52 C&AG’s Report, paras 2.10, 3.2
53 Q 65; C&AG’s Report, paras 17, 3.4–3.5
54 Qq 64–65
55 Q 68; C&AG’s Report, para 17
56 Qq 66–69
57 C&AG’s report, para 2.8, 3.6, 3.24
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25. MHCLG considered that it established a communication strategy that took all 
reasonable steps to reach people.58 DHSC explained how it used a ‘multi-channel’ 
approach to communicate with clinically vulnerable people: its preference was to contact 
people using letters first as it considered letters used the highest-quality contact records, 
followed by email, and then a telephone call. DHSC highlighted that it also relied on GPs 
to make sure that the necessary contact was made.59 We asked DHSC why such a large 
proportion of vulnerable people have incomplete patient records. DHSC responded that it 
is difficult to make sure phone numbers are up to date, as a ‘surprisingly large number’ of 
people change their phone numbers quite often. It said that NHS records are ‘only as good 
as what patients provide’.60 The NAO also reported how local authorities struggled with 
inaccurate contact data which created additional work and potentially delayed getting 
support to those who needed it.61

26. DHSC told us it is trying to improve contact information by asking clinically 
extremely vulnerable people to ensure their GP records are up to date and will continue 
to update the records as patients improve their record keeping with their doctor. DHSC 
also noted that increasing numbers of patients are adding their email addresses to their 
GP records.62

58 Q 65
59 Qq 56, 60–62, 64
60 Qq 56, 61
61 C&AG’s report, para 3.24.
62 Q 60
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Formal minutes
Thursday 15 April 2021

Virtual meeting

Members present:

Meg Hillier, in the Chair

Sir Geoffrey Clifton-Brown
Barry Gardiner
Peter Grant

Mr Richard Holden
Nick Smith
James Wild

Draft Report (Covid 19: supporting the vulnerable during lockdown), proposed by the 
Chair, brought up and read.

Ordered, That the draft Report be read a second time, paragraph by paragraph.

Paragraphs 1 to 26 read and agreed to.

Summary agreed to.

Introduction agreed to.

Conclusions and recommendations agreed to.

Resolved, That the Report be the Fifty-third of the Committee to the House.

Ordered, That the Chair make the Report to the House.

Ordered, That embargoed copies of the Report be made available, in accordance with the 
provisions of Standing Order No. 134.

[Adjourned till Monday 19 April at 1:45pm
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Witnesses
The following witnesses gave evidence. Transcripts can be viewed on the inquiry publications 
page of the Committee’s website.

Monday 22 February 2021

David Kennedy, Director General responsible for the shielding programme, The 
Department for Environment, Food and Rural Affairs; Jeremy Pocklington CB, 
Permanent Secretary, Ministry of Housing, Communities and Local Government; 
Ben Llewelyn, Director, Shielding Programme, Ministry of Housing, Communities 
and Local Government; Sir Chris Wormald, Permanent Secretary, Department 
for Health and Social Care; Lee McDonough, Director General, Department 
for Health and Social Care; Dr Jenny Harries OBE, Deputy Chief Medical 
Officer, Department for Health and Social Care; Mark Reynolds, Interim Chief 
Technology Officer, NHS Digital Q1–98

https://committees.parliament.uk/work/1003/default/publications/oral-evidence/
https://committees.parliament.uk/work/1003/default/publications/oral-evidence/
https://committees.parliament.uk/oralevidence/1724/default/
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Published written evidence
The following written evidence was received and can be viewed on the inquiry publications 
page of the Committee’s website.

SVL numbers are generated by the evidence processing system and so may not be complete.

1 Armstrong, Dr Miranda (Lecturer in Physical Activity in Adults, University of Bristol) 
(SVL0006)

2 Asthma UK and British Lung Foundation (SVL0002)

3 BMA (British Medical Association) (SVL0012)

4 British Red Cross (SVL0020)

5 Cameron, Professor Ailsa (Professor of Health and Social Care, University of Bristol) 
(SVL0006)

6 COVID-19 Review Observatory, Birmingham Law School, University of Birmingham 
(SVL0011)

7 Cystic Fibrosis Trust (SVL0001)

8 de Londras, Professor Fiona (SVL0011)

9 Diabetes UK (SVL0019)

10 Good Things Foundation (SVL0016)

11 Grez Hidalgo, Dr Pablo (SVL0011)

12 The Health Foundation (SVL0014)

13 Independent Age (SVL0008)

14 Knight, Mr John (SVL0004)

15 Kong, Dr Sui-Ting (Assistant Professor, Department of Sociology, Durham University) 
(SVL0007)

16 Local Government Association (SVL0010)

17 Lock, Daniella (SVL0011)

18 MS Society (SVL0013)

19 Noone, Catrin (PhD Researcher, Department of Sociology, Durham University) 
(SVL0007)

20 Papadaki, Dr Angeliki (Senior Lecturer in Public Health Nutrition, University of 
Bristol) (SVL0006)

21 Royal College of Midwives (SVL0003)

22 Royal Mencap Society (SVL0018)

23 Royal National Institute of Blind People (RNIB) (SVL0015)

24 Sense (SVL0017)

25 Shears, Dr Jane (Head of Professional Development and Education, The British 
Association of Social Workers) (SVL0007)

26 Willis, Dr Paul (Associate Professor in Social Work and Social Gerontology, University 
of Bristol) (SVL0006)

27 Understanding Society, University of Essex (SVL0005)

https://committees.parliament.uk/work/1003/default/publications/written-evidence/
https://committees.parliament.uk/work/1003/default/publications/written-evidence/
https://committees.parliament.uk/writtenevidence/22695/html/
https://committees.parliament.uk/writtenevidence/22584/html/
https://committees.parliament.uk/writtenevidence/22717/html/
https://committees.parliament.uk/writtenevidence/22909/html/
https://committees.parliament.uk/writtenevidence/22695/html/
https://committees.parliament.uk/writtenevidence/22711/html/
https://committees.parliament.uk/writtenevidence/22274/html/
https://committees.parliament.uk/writtenevidence/22711/html/
https://committees.parliament.uk/writtenevidence/22725/html/
https://committees.parliament.uk/writtenevidence/22722/html/
https://committees.parliament.uk/writtenevidence/22711/html/
https://committees.parliament.uk/writtenevidence/22719/html/
https://committees.parliament.uk/writtenevidence/22703/html/
https://committees.parliament.uk/writtenevidence/22602/html/
https://committees.parliament.uk/writtenevidence/22700/html/
https://committees.parliament.uk/writtenevidence/22709/html/
https://committees.parliament.uk/writtenevidence/22711/html/
https://committees.parliament.uk/writtenevidence/22718/html/
https://committees.parliament.uk/writtenevidence/22700/html/
https://committees.parliament.uk/writtenevidence/22695/html/
https://committees.parliament.uk/writtenevidence/22596/html/
https://committees.parliament.uk/writtenevidence/22724/html/
https://committees.parliament.uk/writtenevidence/22721/html/
https://committees.parliament.uk/writtenevidence/22723/html/
https://committees.parliament.uk/writtenevidence/22700/html/
https://committees.parliament.uk/writtenevidence/22695/html/
https://committees.parliament.uk/writtenevidence/22682/html/
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List of Reports from the Committee 
during the current Parliament
All publications from the Committee are available on the publications page of the 
Committee’s website.

Session 2019–21

Number Title Reference

1st Support for children with special educational needs and 
disabilities

HC 85

2nd Defence Nuclear Infrastructure HC 86

3rd High Speed 2: Spring 2020 Update HC 84

4th EU Exit: Get ready for Brexit Campaign HC 131

5th University technical colleges HC 87

6th Excess votes 2018–19 HC 243

7th Gambling regulation: problem gambling and protecting 
vulnerable people

HC 134

8th NHS capital expenditure and financial management HC 344

9th Water supply and demand management HC 378

10th Defence capability and the Equipment Plan HC 247

11th Local authority investment in commercial property HC 312

12th Management of tax reliefs HC 379

13th Whole of Government Response to COVID-19 HC 404

14th Readying the NHS and social care for the COVID-19 peak HC 405
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17th Immigration enforcement HC 407

18th NHS nursing workforce HC 408

19th Restoration and renewal of the Palace of Westminster HC 549

20th Tackling the tax gap HC 650

21st Government support for UK exporters HC 679

22nd Digital transformation in the NHS HC 680

23rd Delivering carrier strike HC 684

24th Selecting towns for the Towns Fund HC 651

25th Asylum accommodation and support transformation 
programme

HC 683

26th Department of Work and Pensions Accounts 2019–20 HC 681

27th Covid-19: Supply of ventilators HC 685

https://committees.parliament.uk/committee/127/public-accounts-committee/publications/


 Covid 19: supporting the vulnerable during lockdown 20

Number Title Reference

28th The Nuclear Decommissioning Authority’s management of 
the Magnox contract

HC 653

29th Whitehall preparations for EU Exit HC 682

30th The production and distribution of cash HC 654

31st Starter Homes HC 88

32nd Specialist Skills in the civil service HC 686

33rd Covid-19: Bounce Back Loan Scheme HC 687

34th Covid-19: Support for jobs HC 920

35th Improving Broadband HC 688

36th HMRC performance 2019–20 HC 690

37th Whole of Government Accounts 2018–19 HC 655

38th Managing colleges’ financial sustainability HC 692

39th Lessons from major projects and programmes HC 694

40th Achieving government’s long-term environmental goals HC 927

41st COVID 19: the free school meals voucher scheme HC 689

42nd COVID-19: Government procurement and supply of Personal 
Protective Equipment

HC 928

43rd COVID-19: Planning for a vaccine Part 1 HC 930

44th Excess Votes 2019–20 HC 1205

45th Managing flood risk HC 931

46th Achieving Net Zero HC 935

47th COVID-19: Test, track and trace (part 1) HC 932

48th Digital Services at the Border HC 936
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50th Defence Equipment Plan 2020–2030 HC 693

51st Managing the expiry of PFI contracts HC 1114

52nd Key challenges facing the Ministry of Justice HC 1190
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