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Background: The COVID-19 pandemic has presented unprecedented public health, economic and social challenges. 
Contact tracing technology has the potential to mitigate the effects of pandemics by helping individuals continue their 
activities in a socially responsible manner (Ferretti et al, 2020). 

The NHS launched a COVID-19 smartphone application (app) in England and Wales in September 2020.  By providing 
anonymous information on whether the user has come into contact with someone with COVID-19, the app is intended 
to assist the manual contact-tracing to slow the spread of the disease.  The app uses Bluetooth technology to detect 
other nearby app-users.  It also allows users to scan QR codes to register visits to public venues such as hospitality, 
alongside other features. 

Use of the app is voluntary, so public attitudes and uptake are key to its success. Surveys in the early stages of the 
pandemic identified willingness among adults to download the app, but also reported concerns about use of personal 
data and privacy. The app was downloaded 19 million times one month after its launch, constituting 40% of UK 
smartphone owners (DHSC, 2020). This study seeks to understand the views of those using and not using the app, 
and the factors that have influenced their decisions. Among app users we examine their experiences of using the app 
over six months when changes in the threat-level of the pandemic resulted in varying levels of restriction by the 
Governments in England and Wales. 

Methods: The longitudinal study used an online-representative panel of 2,031 smartphone users aged 18 to 79, with 
a boost sample of 684 people from Black, Asian and Minority Ethnic groups, to reflect their higher risk of pandemic 
harm, recruited through a major survey organisation. Sampling quotas were set on gender, age, socioeconomic status 
and region. 

Five surveys are being undertaken between October 2020 and March 2021. Survey questions explore attitudes towards 
and use of the app, views of, and behaviour changes in response to, the pandemic, as well as demographic information. 
Additional questions have been added as the pandemic evolves (e.g. on government handling of the pandemic, 
perception of risk). 

This presentation will comprise a repeated cross-sectional analysis with the possibility of some longitudinal analysis, 
time permitting. For each measure, per cent frequencies and 95%CIs will be calculated, weighted to be representative 
of smartphone owners in England and Wales. 

Results: The three waves so far completed show that the level of support for the app has remained similar over time 
(43% at wave 3, December 2020-January 2021).  Fifty-one percent of respondents were classified as app users at 
wave 3.  Among men, the oldest age group (76-79) were the most likely to have installed the app.  Among women, it 
was the youngest (18-29) and oldest (65-79) age groups.  The main reasons for installing the app were seeing this as 
their civic responsibility to do so or to access venues (using the QR code).  Among app users, the vast majority stated 
that they were likely or very likely to continue using the app after having had the vaccine (73%) and would be willing to 
record a vaccine certificate in the app (88%). 

Implications: The findings are assisting the app developers to refine the app and the media campaign to promote its 
use. The findings should shape plans to develop similar instruments in the future. 
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Background: Remote assessment of physical impairment is a challenging issue. Over the course of the Covid-19 
pandemic, many health and social care practitioners have dramatically increased their use of synchronous and 
asynchronous audio and video assessment of patients. This necessarily enforced rise in the use of remote assessment 
is set against a backdrop of relatively scant research evidence. There is little guidance available to design and deliver 
appropriate services. We aimed to explore practitioners’ and patients’ experiences of telephone and video-based 
assessments of physical impairment to inform the development of a toolkit of resources that shares current best 
practice in the UK. 

Methods: Informed by a scoping review of the literature, we undertook a national online survey of health and social 
care practitioners and a service evaluation with four NHS Trusts and one independent social enterprise in the UK. 
Survey responses were analysed using descriptive statistics and thematic analysis. Service evaluation discussions 
with practitioners and patients were guided by the Theoretical Domains Framework (Atkins et al. 2017) and analysed 
thematically. Findings from various components of the study will be triangulated and used to inform the development 
of the toolkit. 

Results: In our survey, 207 out of 247 practitioners (84%) reported having used video-based consultations, typically 
supported by telephone and e-mail. Of these, 71% had experienced practical problems with seeing or hearing patients 
remotely in order to conduct an effective assessment. Additional obstacles commonly experienced included 
technology-related issues such as poor internet connection (87%), lack of patients’ access to technology (73%) and 
low digital literacy in patients (72%). Practitioners reported that family members and carers played an important role in 
helping to overcome these obstacles, by providing technological or physical support during assessments. Of the 247 
respondents, only 46 (19%) had received formal training in conducting remote consultations. 

Service evaluation discussions with 34 practitioners suggested that the “chaos” experienced in the earliest days of the 
pandemic subsided relatively quickly and practitioners adapted services to conduct remote appointments in a matter 
of weeks. Practitioners have since continued to learn by experience and improve how remote services are run. 
Practitioners expressed some concerns about the effectiveness of remote physical assessment, particularly the 
reliability of outcome measures, but acknowledged that the uptake of remote working was a long-needed change. Many 
reported that patient non-attendance rates had fallen as they increased their remote appointments. Patients recognised 
the necessity of remote appointments and saw them as a useful part of a larger treatment package, particularly in the 
long-term management of chronic conditions. The convenience of not needing to leave one’s home for an appointment 
was helpful particularly in rural areas where long travel times were seen as a barrier to treatment. Practitioners and 
patients were concerned about remote appointments being seen as inferior to face-to-face appointments but this 
concern was usually (but not always) rendered moot after a successful remote appointment. 

Implications: Although practitioners and patients identified obstacles to remote assessment, particularly when directly 
compared with face-to-face assessments, there was general agreement that it is a useful, convenient way to offer 
patients assessment and treatment. It is paramount that practitioners and patients have commensurate training to 
adapt to this shift and that patients are reassured that remote assessments can provide a convenient, reliable service 
that offers some benefits over face-to-face options such as joint consultations with multiple practitioners. In the longer 
term, research and policy should concentrate on developing a hybrid approach that combines the advantages of face-
to-face and remote appointments. In sharing the best practice gathered in this study, our toolkit will contribute to this 
ongoing discussion. 
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Background: The first outbreak of Covid-19 has had an enormous impact on people who use and provide long-term 
care in England, with substantial excess mortality, compared to previous years, both for people who use home care 
and who live in care homes, and wider impacts on mental and physical health. It has also had a major impact financial 
impact on care providers.   

As England continues to experience further outbreaks and considers the recovery of the sector, there is an opportunity 
to learn more in-depth from relevant experiences of other countries in implementing measures to prevent and mitigate 
these impacts in care settings and through taking a systematic and rigorous approach to synthesizing emerging 
scientific evidence about which measures have worked well or not. 

It is in this context that the NIHR commissioned the London School of Economics & Political Science and the Nuffield 
Trust to investigate: “What can we learn from international evidence and experiences in order to support the recovery 
of the social care sector and to inform the development of policies to prevent and manage future outbreaks in social 
care settings in England?”.  

The project is being conducted between January 2021 and Summer 2022 and aims to:  
  

• Assess the impacts of the COVID-19 pandemic on those who use and provide social care in England 

• Gather evidence of the effectiveness of the policy and practice measures adopted in England to mitigate the 
impacts of COVID-19 in the social care sector 

• Gather evidence on the barriers and facilitators that have affected the implementation of policy and practice 
measures that aimed to mitigate the impacts of COVID-19 in the social care sector in England 

• Map the contextual and system factors that have affected and will affect the sector’s response to the pandemic 
and its recovery 

• Identify key priorities and points of international learning to be addressed by the second and third phases of 
the project in order to support policy and practice 

 

Methods: Four work packages comprising:  

• Rapid desk-review of documents, stakeholder interviews, Theory of Change (ToC) workshop, and SWOT 
analysis. We will use situational analysis and Theory of Change (ToC) to establish a framework from which to 
assess the relevance of international experiences and evidence to the social care system in England; 

• Scoping reviews to map and synthesise empirical evidence on measures that can support the social care 
sector in preventing and mitigating the negative impact of Covid; 

• Case studies including document analysis and interviews, to review in detail the experiences and learnings 
from 4 countries; 

• Synthesis of findings across these packages, using the framework developed through ToC.  

  

Results: The project is currently underway. This talk will present the findings from work package 1 and emerging 
findings from work packages 2 and 3.  

We anticipate that: 

• Work package 1 will shed light on key priorities for prevention, management of future outbreaks and recovery 
in social care in England.  

• Work package 2 will shed light on the latest available scientific evidence (eg. identification of potential targets 
for policy interventions, such as care home quality, staffing levels and occupancy rates as predictors of 
outbreaks and their outcomes).  



• Work package 3 will provide understanding of how various countries responded to the pandemic in social care; 
what measures were considered, developed and adopted and why; what contextual factors and governance 
structures influenced implementation and success (or otherwise); and how sector recovery is being supported. 

Implications: In learning from abroad, we anticipate that this research will facilitate improved decision-making at 
national and local level. The recommendations will impact the workforce delivering care, unpaid carers and service 
users.  
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Background: Video consulting has been used by some NHS clinicians for several years.  However, spreading and 
scaling-up video consulting has proved challenging. Concerns about the security of patient data, incompatibility of video 
technology with NHS infrastructure, and challenges of implementing this new service model in existing care pathways 
were common problems. While patients were typically positive about video consulting, NHS staff struggled with 
incorporating video into existing routines.      

In 2020, measures aimed at controlling the COVID-19 pandemic included restriction of face-to-face contact. Video 
consulting (alongside phone and email) offered a crucial means of sustaining treatment and assessment of patients 
remotely, and rapidly shifted from being a niche service model used by a small group of clinicians and patients to one 
that was commonly used across specialities. Our study set out to examine implications of these changes for the scale 
up and sustainability of video consulting during and beyond the pandemic. 

Method: We carried out a UK-wide survey of video consulting. Of 809 respondents across the four nations we 
interviewed 10 from each nation (40 in total), with follow up interviews of sub-sample of 20, ensuring variation in clinical 
setting, specialty, location, technology used and experience of video consulting. We combined this with analysis of 
activity data, two public and patient involvement groups and interviews with 20 patients (in progress). Analysis was 
guided by the NASSS framework, focusing on Non Adoption, Abandonment and challenges to the Scale-Up, Spread 
and Sustainability of video consulting. 

Results: Different narratives are unfolding about experiences of video consultation in different settings and over 
time.  The single biggest reported factor enabling rapid spread of video consulting was the cancellation of face-to-face 
appointments at the start of the pandemic. Changes in staff, patient and clinician motivation, video consulting 
infrastructure (e.g. updated equipment, national procurement of platforms), information governance and executive 
support further aided spread. Speed of set up and spread was linked with national coordination of video services (varied 
across the four nations) and procurement of video platforms. 

Video consultations were commonly used in general practice for acute presentations and in hospitals for active 
management of on-going conditions. Other uses included patient assessments, provision of therapies, advice and 
support to patients and ‘home’ visits.  

As the pandemic progressed we found changes in levels of video consulting activity. The first few months saw a rapid 
growth in activity. Six months in saw a levelling off, particularly in primary care where although video proved helpful to 
‘eyeball’ certain patients (e.g. children), phone calls and face-to-face were often preferred (in part due to ease of use). 
Following the initial crisis response, questions are starting to form about what video consultation means for healthcare 
provision and clinician-patient relationships in the longer-term. 

Commonly, NHS staff and patients reported significant concerns about digital inequalities. NHS staff singled out the 
need for increased support for patients to use video consulting in order to enable further spread of video consulting 
across the UK. 

Implications: Our findings show that video consulting is now part and parcel of the NHS albeit with variation in uptake 
and use across settings and specialities. Support for patients, as well as staff, availability of a range of platforms 
suitable for different kinds of consulting, national coordination and infrastructure support, and clarity over when to use 
remote and face-to-face consulting will be critical in enabling sustainable video consulting services in the future. Future 
scale up must be accompanied by consideration of the implications of incorporating video into mainstream healthcare 
provision and by work to support patients who cannot, for a wide range of reasons, make use of this mode of 
consultation. 
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Background: As part of the COVID-19 pandemic response, Directors of Public Health in upper tier and unitary local 
authorities have a duty to prepare for and lead the public health response to incidents that present a threat to the public’s 
health.  Rapidly implementing effective communicable disease control measures within communities forms a critical part.  

The enhanced self-isolation support project forms a component part of the Norfolk Local Outbreak Control Plan and 
supports individuals and households in local communities to fulfil their roles in self-isolating when identified as a case or 
contact.  Local teams speak to residents (Contacts) to ensure they understand the rules of self-isolation, check 
compliance, and provide support and guidance to help them isolate. 

Title: Norfolk Enhanced Self-Isolation Support Project - COVID-19 Pandemic 

Aim: To support local communities in their role to prevent the transmission of SARS-CoV-2, through a locally enhanced 
self-isolation support service in Norfolk communities via County Hub and District, City and Borough spoke structures. 

 

Objectives:   

• Develop data and information systems to translate national outbreak surveillance into local intelligence for action 

• Train and deploy a network of local staff supporting seven communities 

• Develop and produce targeted awareness raising information and resources to support behaviours 

• Pilot, evaluate and extend an enhanced self-isolation support services across Norfolk 

  

Method: Working collaboratively, the project was set up at pace with key partners and stakeholders across Norfolk via 
the existing sector structures.  An assets-based approach across Norfolk communities identified the existing strengths 
of the local operational workforce and their knowledge and experience of the local environment to enhance effectiveness 
and speed of roll-out.  Capacity gaps were outlined and development opportunities ascertained. 



Using a pragmatic project management approach, the project initiation processes developed and agreed standard 
operating procedures, guiding the pilot intervention and early adopter areas. 

Data Surveillance and Intervention Information: Information support systems were designed and set up to extract, 
filter and transfer contact data from national to local.  Interrogation and analysis were conducted on intervention activity 
to monitor uptake.  Breakdown of coverage by area provided insight into the efficacy of support and outputs across 
selected KPIs. 

Local Contact Teams: A training package was developed, reviewed and piloted to enable local ‘on the ground’ teams 
to conduct calls and visits to identified ‘contacts’ to help people understand the support on offer to them when self-
isolating. 

Improvement Methodology was used to work through understandings and ideas. ‘Plan, Do Study Act’ (PDSA) cycles 
were set out testing local changes on a small scale in one District area, reviewing it, building upon the learning from 
previous cycles in a structured way before widening the implementation to the early adopters. 

Behavioural science approaches to encouraging and empowering local individuals and communities underpinned the 
approach.  These intended to support and facilitate behaviour change and address barriers to self-isolating. This included 
development of a Self-Isolation Guide.  Being told to start self-isolating can be upsetting and worrying for many people, 
especially if the news comes very unexpectedly. The guide was developed to address common questions and concerns. 

Results: Early results from the pilot intervention evaluation feedback suggest the project has enabled local teams to 
make effective and timely contact with local individuals and households. This has led to tailored support to encourage 
and support self-isolation. 

Implications: During an intense period of pandemic control measure across the UK from November 2020 to March 
2021, this project sought to engage local communities and empower them to adopt fully compliant self-isolation 
practices.  It emerges that community communicable disease control approaches which encourage engagement and 
support may be more effective in enabling compliance than national dictates. 

 


