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Chapter 1: Introduction
[bookmark: _Toc234006758]1.1 Introduction to the Dissertation
The COVID-19 pandemic put care homes in a challenging situation since the people in them were elderly, weak, either with dementia, or had long-term health issues. COVID-19 is a contagious condition caused by the SARS-CoV-2 virus, and individuals with underlying conditions and older adults have a higher risk of falling ill (World Health Organisation, 2023). Care homes have thus been among the worst environments for the infliction of harm in health and social care. This does not imply that all poor outcomes were due to the care home staff or an individual policy. There was more to the problem. Care homes were forced to balance the risks of infection, staffing shortages, personal protection, testing, isolation, hospital discharge, communication with family, and the emotional needs of residents simultaneously (Gordon et al., 2020; Moore et al., 2024).
This dissertation focuses on the impact of the COVID-19 pandemic on care homes in the UK, with attention to residents, staff and family contact. It is significant as care homes do not necessarily represent clinical risk environments. They are also residential areas for people. The pandemic posed a painful tension between the residents' safety from contracting the virus and safeguarding their dignity, relationships, and emotional well-being. This chapter provides an introduction to the topic, defines the key terms, describes the background and current situation, explains the rationale for the research, and outlines the aim and objectives. Wider background information and analysis are then provided in the succeeding chapter.
[bookmark: _Toc234006759]1.2 Key Definitions
A care home is a house where individuals are provided with accommodation with either personal care, nursing care, or both. According to the NHS, two primary types of care homes exist: residential and nursing homes, though some offer both (NHS, 2023). The term "care home" in this dissertation will be used to refer to residential and nursing care homes that assist older adults and adults with care needs.
COVID-19 is the coronavirus disease caused by SARS-CoV-2. It is very contagious and may result in grave diseases, particularly in the elderly and individuals with underlying health problems (World Health Organisation, 2023). Infection prevention and control refers to measures taken to minimise the spread of infection. This involves hand hygiene, PPE, cleaning, testing where necessary, isolation, staff training, and risk assessment/outbreak planning in care homes (Care Quality Commission, 2025).
Visiting restrictions are measures instituted on visits by family members and friends during the pandemic. To minimise transmission, these restrictions were put in place, although they minimised face-to-face contact. Staff well-being refers to the mental, emotional and physical well-being of care home workers. Family contact refers to how family members and friends can remain connected with residents, such as by visiting, making phone calls, and video calls.
[bookmark: _Toc234006760]1.3 Background and Current Context
Prior to COVID-19, the care home sector had been experiencing stress. Social care for adults in the UK has been affected by workforce shortages, inadequate pay, disjointed funding, and disparities between health care and social care. These weak points were important during the pandemic since the care homes would require rapid access to testing, PPE, clinical guidance, and safe staffing. The National Audit Office stated that the historic differences and divisions between the NHS and adult social care complicated the preparation of care homes to cope with COVID-19 (National Audit Office, 2020). This is crucial since not all the issues in care homes were caused by the pandemic. It revealed and aggravated issues which already existed.
The amount of damage was great. In the week ending 20 March 2020 to the week ending 21 January 2022, 274,063 registered deaths of care home residents in England and Wales occurred, of which 45,632 were related to COVID-19. COVID-19 was mentioned in 43,256 death certificates of care home residents in England, out of a total of 16.6% of care home resident deaths during the waves analysed (Office for National Statistics, 2022). These figures should be read keenly since they depict the death of care home residents, regardless of the place of death, not just in care homes. Despite such a warning, they indicate that there was an extremely high loss burden among care home residents.
The situation is no longer the same as in 2020, and the problem is still significant. All COVID-19 is now addressed as an aspect of broader infection prevention practice within care homes, but the CQC continues to anticipate that providers should facilitate visits where possible, control infection risks, provide personal protective equipment, assist with isolation where required and avoid harm to the staff and residents (Care Quality Commission, 2025). This implies that the topic remains relevant to future outbreaks, winter pressures and emergency planning.
[bookmark: _Toc234006761]1.4 Rationale for Research and Problem Statement
This study is needed since people were talking about COVID-19 in care homes early and primarily talked about the number of deaths and infection control. Those are critical issues, yet they are not quite able to describe the experienced pandemic effect. Studies indicate that the emotional health of care home residents was impacted by restrictions, with guilt, sadness, tears and burnout being reported throughout the care home experience (Giebel et al., 2022). Other significant alterations in the working practice were also reported by staff when working with individuals living with dementia, such as workload increase, anxiety about being infected, and making difficult decisions regarding safety (Hanna et al., 2022).
The key issue is that there were two types of harm that care homes had to misrepresent. One of them was infection damage, which might result in epidemics and fatalities. The other was relational and emotional damage, which occurred when the residents were divorced from their families and usual routines. There is a risk of a narrow approach to infection control that would result in more physical safety of residents, but at the same time, a lonelier and less person-centred life. This study thus looks into safety and quality of life. It is aware of a weakness as well. Secondary research is employed in the project, so it relies on the quality and the focus of the available sources instead of data being gathered among the residents, family members or employees.
[bookmark: _Toc234006762]1.5 Research Aim and Objectives
The aim of this project is to investigate the impact of the COVID-19 pandemic on residents, staff and family contact in care homes in the UK. The project concentrates on infection risk, visiting restrictions, pressure on staff, emotional health and what can be learned to help care homes prepare for future health emergencies.
· To define and examine the main effects of COVID-19 on care home residents in the UK. 
· To analyse how infection control, testing, PPE and visiting restrictions changed daily care. 
· To evaluate the impact of the pandemic on care home staff workload, stress and well-being. 
· To provide recommendations to improve safety, communication and emotional support during future outbreaks.
[bookmark: _Toc234006763]1.6 Chapter Conclusion
This chapter has introduced the topic of the research and discussed why the effect of COVID-19 on care homes is an important issue to be studied. It has demonstrated that nursing homes were exposed to a grave danger of infection, yet there is a grave danger of loneliness, stress and strain among the workers. The objectives and purpose give the project a sense of purpose. The following chapter presents some background information and analysis by delving into the historical, theoretical, international, national and local context of COVID-19 and care homes.


[bookmark: _Toc234006764]Chapter 2: Background Information and Analysis
[bookmark: _Toc234006765]2.1 Introduction
This chapter provides background knowledge and research that will help you appreciate the impact of COVID-19 on care homes. It has discussed how the problem of care homes evolved, the theory and concepts that can be used to explain the problem, the international evidence as compared to the UK and how national and local policy informed practice. It takes care homes as caring and risky areas and how policy decisions impacted residents, staff and relatives.
[bookmark: _Toc234006766]2.2 Historical Background
The history of COVID-19 in the care homes cannot be perceived as a sudden health crisis in 2020. There were already care homes that were providing care to individuals who needed high levels of care. There were a large number of residents who were dementia, frail and disabled or had multiple health conditions. The ONS later published that dementia and Alzheimer's disease were the largest cause of death among care home residents during all waves of the study (except male care home residents in England during the first wave of the study), and COVID-19 became the most common cause of death (Office for National Statistics, 2022). This is important in that it demonstrates that the entry of COVID-19 into an environment with already clinically vulnerable residents took place.
The initial significant historical agenda was the disconnection between the NHS and adult social care. Hospitals played a key role in the initial response to the emergency, but care homes had to receive the same consideration as they were treating individuals who are at very high risk. The National Audit Office discovered that the planning of both sectors (adult social care and the NHS) to address COVID-19 was complicated by historical separations between the two (National Audit Office, 2020). The vulnerability was manifested via issues of hospital discharge, PPE, testing and clinical support. At the beginning of the pandemic, Gordon et al. (2020) claimed that care homes were struggling with major difficulties due to the constantly evolving guidelines, lack of testing, wearing personal protective equipment, seclusion, and health services support. Their article was helpful as it cautioned that care facilities could not be considered a continuation of the hospital system. They were diverse in terms of the environment, staffing models and needs of the resident.
One of the most controversial historical points was the topic of hospital discharge. This necessitated a quick transfer into care facilities due to the necessity of preserving hospital capacity, yet the test and isolation facilities were insecure during the initial phases. Dyer (2022) has said that the policy of releasing vulnerable patients to care homes without advising them on proper isolation was later termed irrational by judges. This matters when it comes to critical analysis since it implies that it was not only an unpredictable virus that led to the care home crisis. It was also influenced by the choices regarding the visibility of the risks of whom. The pressure in hospitals was seen as an emergency, whereas the danger in care homes was not addressed with the same vigour.
The visiting restrictions were another turning point in history. Limiting visits was reasonable as there were scarce vaccines, testing and treatment opportunities. But it also transformed the definition of life in care homes. Those residents who had been used to seeing family on a regular basis were now deprived of this contact with their family; relatives were unable to observe changes and offer comfort, and staff had to become their carers, as well as emotional substitutes. Giebel et al. (2022) demonstrate that restrictions had an emotional impact on the residents, relatives and staff, as it has been reported that people experience guilt, tears and burnout. This fact baffles a naive safety story. It demonstrates that even a care home can be closed and still not meet some significant social and emotional needs to minimise risks of infection.
This harm started to be better acknowledged by policy by 2022 and beyond. The guidance on visiting provided by the government indicated that visiting its care homes was not directly restricted nationally and outlined visiting as a crucial activity to health, well-being and quality of life (Department of Health and Social Care, 2022). Such a change in history is important as it demonstrates lessons learned during the initial period of the pandemic. It also poses a challenging question in case of emergencies in the future. Infection control is required in care homes, yet the emergency regulations should not consider family contact an option.
[bookmark: _Toc234006767]2.3 Theoretical Background
The experience of the care home during COVID-19 can be explained by two key concepts. The initial one is the biomedical infection control strategy. This strategy emphasises preventing transmission by testing, PPE, isolation, cleaning, vaccination, staff cohorting, as well as outbreak management. This was necessary at the time of the pandemic since the care homes are a communal place where the infection can spread rapidly. In their study, Shallcross et al. (2021) discovered that lower staff-to-patient transmission was associated with workforce practices that were found to be practical, including ample sick pay, the utilisation of fewer agency staff, increased staff-to-bed ratios and staff cohorting. This renders the theory handy since it demonstrates that infection control does not solely relate to masks and handwashing. It is also regarding working conditions and personnel security.
The limits of using the infection control approach alone are, however, limited. Provided that the primary outcome of success is reduced infections, the emotional and relational life of residents may be disregarded. General isolation and visiting restrictions can help minimise certain risks of contact, but can also limit mobility, social affiliation, family control and quality of life. Both the study by Giebel et al. (2022) and the one by Hanna et al. (2022) demonstrate that the restrictions in the care home were an emotional burden and altered the everyday work. This implies that wider outcomes must be used to evaluate infection control as opposed to the number of outbreaks. A technically protective policy can bring loneliness, distress or unwarranted decline, and thus be harmful.
The second concept is person-centred care. Person-centred care in care homes entails seeing the residents as individuals with individual histories, relationships, preferences and emotional needs. It is applicable as care homes are locations where individuals reside and not just locations where health hazards can be controlled. The balance of the current CQC infection prevention guidance is reflected in the statement about the need to enable visits wherever possible, to conduct individual risk assessments, and to incorporate visitor plans in care plans to ensure that the needs related to social contact are fulfilled (Care Quality Commission, 2025). It is a more vigorous strategy than the initial blanket prohibitions since it acknowledges that safety and relations are to be dealt with concurrently.
It is also important whether it is a rights-based approach. The following government action in regard to visiting consultation added that no one needs to be deprived of any reasonable access to visitors when staying in a care home, hospital or hospice (Department of Health and Social Care, 2023). This is significant as it rebrands visiting as an element of care, rather than an additional advantage. This development, as critically observed, reveals a weakness in the early pandemic thought. Family contact was usually considered a risk entering the house; however, family relatives also assist with identity, advocacy, comfort and protection. The elimination of that contact will help diminish one risk and augment the other.
There are also systems perspectives. The staffing, payment, policy direction, clinical associations, local infection rates, building planning and social care financing influenced the care home outcomes. Schultze et al. (2022) have also determined that the age-standardised risks of mortality in care home residents were already much higher than those of older individuals in private housing, even in the pre-COVID-19 period and indicate that resident vulnerability existed prior to the pandemic. But this does not imply that there were no deaths that could have been avoided. Shallcross et al. (2021) are able to conclude that transmission was influenced by staffing and admission practices. Theoretical analysis must thus not tend to two extremes. It must not fault individual care homes for all the results, but neither may it absolve system failures along the lines of residents being already frail. Person-centred care and system responsibility should be linked to infection science and good care home pandemic planning.
[bookmark: _Toc234006768]2.4 International Context
The experience in the UK was a greater problem on a global basis. The long-term care homes suffered greatly in most countries as they congregated the elderly people, coexistence, close intimate personal care and movement of personnel. According to the OECD, the long-term care sector was especially hard hit by COVID-19, as the number of care recipients became significantly ill, and the number of care workers exposed to the virus was high (OECD, 2021). This evidence is international in nature as it demonstrates that the UK was not alone. But this should not be applied to absolve the UK policy. Risk could be best explained by a global trend; however, national choices still influenced the results.
The global analysis shows that similar widespread stress was observed in most of the countries, such as a short supply of PPE, slow testing, workforce shortage, isolation and balancing safety and living standards. Lessons in OECD policy work involved testing strategies, lessening isolation, labour protection and enhanced coordination with health care services (OECD, 2021). Henriques et al. (2023) also discovered that long-term care outbreak measures had to incorporate infection control measures with staff, visitor and resident factors. This is important since infection control measures will not be effective when they do not take into consideration the individuals who will implement them.
An example of why straightforward comparisons may be deceptive is also found in the international setting. Countries varied in the definition of a care home, various ways of counting deaths and varied social care systems. Countries tend to have more publicly funded long-term care than those that rely more on that provided by a family or even private care. Thus, a direct juxtaposition of death rates may mask disparities in reporting, as well as in the fabric of care systems. It is more productive to compare what has been learned by countries. The more powerful teachings are similar across the international literature. Early testing, adequate PPE, generous sick pay, consistent staffing, clear instructions, prompt clinical care and safe visiting strategies are needed in care homes.
This broader evidence can inform the UK, but it needs to implement lessons in its own social care environment. In England, Scotland, Wales and Northern Ireland, there is devolution and variation in how social care is organised for adults. The bulk of the best published evidence is directed towards England. This leaves a loophole to a study that was written in the UK, as it is not a singular system of care home policy in the UK. In this dissertation, international evidence would argue that care homes are structurally vulnerable in the case of a pandemic. The key thing is that the critical vulnerability must result in protection earlier, rather than later.
[bookmark: _Toc234006769]2.5 National and Local UK Context
The situation in the UK is not easy, as adult social care is devolved. Each region, England, Scotland, Wales and Northern Ireland, was at various times guided by its unique rules. The majority of evidence utilised in this dissertation is based in England due to the greater number of publications that the ONS, CQC, Skills for Care and government guidelines have issued in England. It is a weakness, but it is a strength in that England boasts a substantial sector of care homes and much of the public discussion on discharge, testing and visiting has taken place in that sector.
The ONS has notified 45,632 deaths involving COVID-19 in the care homes between March 2020 and January 2022 in England and Wales (Office for National Statistics, 2022). COVID-19 was mentioned on the care home resident death certificates 43,256 times in England alone. These numbers demonstrate the amount of the loss, yet they are not able to describe the entire experience. Death statistics do not include the survivors who were unable to move, lost confidence or connection with relatives. Nor does it record staff trauma, fatigue or moral distress. Such is the importance of qualitative studies. Hanna et al. (2022) demonstrated altered working practices and huge pressure on care home staff. Giebel et al. (2022) demonstrated that the limitations and recurring uncertainty emotionally impacted the residents, family carers and staff.
The current national and local practice has changed towards risk-managed living with COVID-19. According to the CQC, COVID-19 is no longer an active pandemic management task but a general practice of infection prevention and control; however, the risk of spreading an infection is still present, and providers should still identify risks and practice good use (Care Quality Commission, 2025). This is an improved standpoint than blanket restrictions since it offers an opportunity to make a more personal judgment of risk. Nevertheless, it puts a lot of responsibility on local providers and managers, as well. Care homes are required to make inferences, regulate visitors, provide staff assistance, deal with outbreaks and contact families, frequently under workforce strains.
One of the largest local issues is workforce pressure. According to Skills for Care, the total number of adult social care posts in England was 1.71 million in 2024/25, 111,000 of which were vacant, and the vacancy rate was 7.0%. It also announced a turnover rate of 23.1%, which is approximately 335,000 leavers in one year (Skills for Care, 2025). This represents an improvement to the high vacancy rate of 10.5% in 2021/22, though it is indicative of a weak workforce. This is important to pandemic preparedness since people are important in controlling infections. When employees are exhausted, undercompensated, moving out of the job or working in a variety of environments, mentoring will not safeguard the patients.
The relationship among care homes, families, GPs, hospitals, local authorities and infection control teams also constitutes the local context. In the case of an outbreak in the future, a care home will require more than the written instructions. It will require expedited testing guidance, good communication, the provision of PPE, staff sickness support, and feasible visiting strategies. Providers are now required by the CQC to maintain visitor plans in care plans, utilise outbreak plans and support staff wellness (Care Quality Commission, 2025). This is good, but it depends on local capability. The most important message is that care home safety is not something that care homes can provide. It demands that health and social care systems put care homes at the heart of their partnership and not as an add-on.
[bookmark: _Toc234006770]2.6 Chapter Conclusion
This chapter has demonstrated that the influence of COVID-19 on care homes was mediated by the historical, theoretical, international trends, and the UK policy. The pandemic has revealed the long-standing vulnerabilities of adult social care, such as staffing pressure, the lack of integration with health services and a lack of understanding of the balance between infection control and person-centred care. Safety cannot be defined solely as the absence of infection, as well, which is also evidenced. Dignity, family connectedness, emotional support and effective communication are also part of the safety of the residents. The second chapter will outline the method of secondary research that was employed to select and critically analyse sources in this dissertation.
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