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In this paper we discuss the issue of non-COVID-19 healthcare, as requested by the 
Special Committee on COVID-19 Response in its correspondence of 22 June.  

Restarting non-COVID-19 care 

Non-COVID-19 care within the hospital setting must resume in a manner which 

optimises patient care while minimising risks to the public, to healthcare staff, and to 

the wider health service. HIQA’s Health Technology Assessment (HTA) Directorate 

conducted three reviews of international guidance and evidence on this topic to 

assist the National Public Health Emergency Team’s (NPHET) Expert Advisory Group 

(EAG) in its response to COVID-19.  

The reports were used to inform the development of interim guidance to support the 

continued delivery of non-COVID care. The guidance addressed pathways required 

across the acute sector, including outpatient clinics, management of day-case 

procedures, planned interventions and requirement for hospital stay. The 

development of the interim guidance, supported by a range of other measures, 

informed a decision by NPHET on 5 May 2020 with respect to the resumption of 

acute care, with the recommendation that the delivery of acute care should be 

determined by appropriate clinical and operational decision-making at local hospital 

level. This decision replaced the recommendation of 27 March 2020 with regard to 

pausing all non-essential health services. 

These three reports, grouped under the title of ‘Care Pathway Evidence Summaries’ 

can be found here at www.hiqa.ie. The findings of the three reviews are detailed 

below. 

Evidence summary for the resumption of scheduled hospital care in the context of 

COVID-19 

In this paper, we summarised international guidance on the resumption of scheduled 

hospital care following the mitigation phase of COVID-19. The review focused on 

guidance published by national ministries, agencies, and professional bodies up to 

and including 15 May 2020. 

The guidance came from a broad range of medical and surgical disciplines. Measures 

described were grouped under the headings of:  

1. organisational management, 

2. physical space, and  

3. patient flow. 

 

https://www.hiqa.ie/areas-we-work/health-technology-assessment/covid-19-publications
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1. Guidance relating to organisational management measures pointed to the 

necessity for an awareness of the state of the COVID-19 pandemic, including 

elements such as local incidence and prevalence of COVID-19, and local 

testing availability. A formal authorisation of the resumption of care was cited 

as being important at both local and regional levels. Organisational measures 

relating to capacity and policy were frequently highlighted, and primarily 

regarded the availability of PPE, bed space, and equipment or supplies. 

 

Furthermore, continuous consideration of the prioritisation of care and 

approaching resumption as a phased process were cited in a large number of 

documents. Several pieces of guidance emphasised the need for ongoing 

monitoring to assess the appropriateness of the escalation of activities, the 

need for de-escalation, or the appropriateness of the measures introduced. 

These monitoring approaches represent a practical and valuable step in the 

resumption of scheduled hospital care.  

 

2. Physical space measures included both patient and staff considerations, with 

physical distancing encouraged in waiting rooms and recommendations 

regarding the availability of sanitisation products. The cleaning and 

disinfection of treatment areas, and the time spent during treatment were 

cited; these measures were described in detail in operating theatres, as well 

as general clinical spaces.  

 

3. Under patient flow measures, the guidance recommended ongoing 

consideration of distant treatment where possible, and screening of both staff 

and patients. Testing (RT-PCR) for acute infection of SARS-CoV-2 and 

mandatory quarantine periods were discussed when considering elective 

surgeries. An emphasis was also placed on the need for adequate 

communication, education and reassurance of patients during the pathway of 

care.  

 

One guidance document specified that vulnerable populations, older adults, 

immunocompromised, and paediatric populations may require additional 

considerations, such as the availability and or appropriateness of telehealth, 

separate clinic hours or clinic spaces. A minority of documents considered a 

‘pathway’ for patients during scheduled procedures, such as surgery or 

endoscopy, that is, consideration of measures to take place prior to 

admission, during the procedure, and post-procedure through to discharge. 

As measures are put in place to resume care, monitoring, auditing and amending 

pathways as required will remain important. 
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Evidence summary for the effectiveness of pathways of hospital care after COVID-19 

In this review, evidence on the effectiveness of measures to support the resumption 

of non-urgent (scheduled) care was considered. From the 14 studies identified, it 

appears that there is currently a lack of formal research in this area. The reports 

included a variety of measures, most commonly involving detailed screening of 

patients and staff, triage, and use of PPE, but the studies were unsuitable for 

evaluation of the effectiveness of such measures.  

It is important to note that measures introduced often have many components and 

the scale of community transmission, local infrastructure and staffing levels, among 

other factors, has an impact on their effectiveness. Collection of local-level 

monitoring data will likely be required to assess the effectiveness of introduced 

measures and to inform decisions around their escalation or de-escalation. 

Evidence summary for surgical outcomes in patients with COVID-19 

As routine and non-urgent procedures increase in Irish hospitals, the likelihood of 

such procedures being performed on patients who may be asymptomatic, or in the 

pre-symptomatic phase of SARS-CoV-2 infection, increases. In this review we sought 

to identify whether there is evidence of increased risk of adverse outcomes of 

surgical procedures in patients with COVID-19 (confirmed either pre- or immediately 

post-surgery). 

Of the nineteen studies reviewed, ten reported on outcomes of caesarean sections 

and in all but one of these, maternal and neonatal outcomes were generally very 

good. Among the nine remaining studies, the largest included a study, performed by 

the COVIDSurg Collaborative, which reported that postoperative pulmonary 

complications occurred in half of patients with perioperative SARS-CoV-2 infection, 

and were associated with high mortality; both the rate of mortality and pulmonary 

complications were higher than expected. Overall, the quality of the evidence was 

low and mostly limited to small case series. A higher-quality study published on 12 

June 2020, following the completion of our review, compared outcomes for COVID-

19 positive and COVID-19 negative patients who underwent surgery. Thirty-day 

mortality and complications were found to be significantly higher for surgical patients 

with COVID-19. 

Considering all of the above studies there appears to be growing evidence of 

adverse surgical outcomes for patients who test positive for SARS-CoV-2 in the 

perioperative period. Careful testing of patients and approaches involving quarantine 

prior to scheduled surgery are likely to be warranted. Where such measures cannot 

be performed, postponement of surgery may need to be considered where possible. 
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Provision for people with disabilities 

Due to their close relationship with the HSE and the higher level of decongregated 

facilities, disability services have seen lower levels of COVID-19 infection and deaths 

than other long-term residential care facilities.  

There are currently 1,300 registered designated centres for people with disabilities in 

Ireland, providing 9,106 residential places. In addition there are four centres 

operated by the HSE under Section 64 of the Health Act 2007 (as amended), 

providing seven residential places. Centres are generally provided by the HSE 

directly or funded by the HSE through Section 38 or Section 39 of the Health Act 

2004. 

Community-based centres are configured as stand-alone houses or a group of 

houses together, while congregated settings have ten or more residents living in 

them and may be a standalone premise, or consist of a number of centres on a 

campus.  

There are a number of risks relating to the management of COVID-19 in residential 

services for people with disabilities:  

1. The risk of infection in congregated settings is higher due to: 

 large groups of people living in close proximity  

 the significant levels of care and support required by many people 

living in these centres 

 the advanced age of many residents 

 the fact that some residents do not understand the importance of 

personal hygiene and or social distancing  

 the large numbers of staff required to manage such facilities. 

 

2. Small, community houses tend to be based in ordinary houses in the 

community. Generally, people with disabilities in these centres require care 

and support and are therefore particularly vulnerable to the risk of infection. 

Furthermore, such houses generally do not have the capacity to isolate 

individuals in the event of infection. Community services are dependent on 

smaller groups of staff, which can present challenges if staff are on sick leave.  

 

3. Some providers are large organisations with significant resources that can be 

deployed to assist with managing the crisis. However, there are also 52 

providers with less than ten designated centres each. These providers can 

find it difficult to deploy additional resources to assist with infection 

prevention and control, and to respond to an outbreak of infection.  
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Actions taken to date to deal with the COVID-19 emergency  

The Chief Inspector of Social Services within HIQA has undertaken a number of key 

actions to respond to the COVID-19 emergency:  

1) On 13 March, a decision was taken to temporarily cease all routine regulation 

and monitoring inspections due to the national public health emergency. 

However, inspections to register and open new designated centres continued. 

To that end, standard processes were adapted to respond to applications to 

register emergency designated centres (before or within 24 hours of these 

centres opening) and the prompt processing of same. 

 

2) The Chief Inspector was in regular contact with registered providers between 

20 March 2020 and 21 April 2020, issuing seven communications during this 

time on changes to the regulatory process to reduce the administrative 

burden on providers.   

3) HIQA established an Infection Prevention and Control Hub to provide support, 

advice and practical guidance to providers and staff on the prevention and 

management of an outbreak in disability services (among other residential 

services). 

4) A fortnightly telephone quality assurance assessment was introduced to 

determine the preparedness and sufficiency of each provider’s arrangements 

to prepare for and or manage an outbreak of COVID-19, and to isolate any 

residents who contracted the disease. 

5) Guidance on preparing for an outbreak of COVID-19 was issued to each 

registered provided in the form of a self-assessment framework.  

6) The frequency of engagement with the HSE’s national office for people with 

disabilities was increased from quarterly to fortnightly. 

7) The frequency of engagement with senior representatives from provider-led 

umbrella organisations, including the National Federation of Voluntary Bodies, 

the Not For Profit Association, the Disability Federation of Ireland and the 

HSE, increased from quarterly to every three weeks. 

Could anything have been done differently, and, if so, what?  

Providers reported to HIQA that they were required to submit the same information 

to multiple agencies in various formats. To reduce the burden on providers during 

any future outbreaks, emergency arrangements should be put in place to support 

the submission of a single, comprehensive response. 
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Guidance issued to long-term residential care facilities was generic and tended to 

focus on large-scale institutions. However, the vast majority of people with 

disabilities live in smaller, community dwellings. Future guidance should take 

account of the variety of settings and enable providers to adapt their approaches to 

the management and control of infection. 

What further actions may be necessary?  

People with disabilities adapted well to the national crisis. An unintended but positive 

outcome of the pandemic, reported to HIQA by the sector, is that for many 

residents, the closure of traditional day services enabled them to access support on 

a more individualised basis. This was possible due to the fact that many staff who 

usually work in day services were redeployed to residential care facilities to support 

residents. This personalisation has provided increased opportunities for day support 

to be provided in different, often more innovative ways and many residents have 

indicated that they would prefer their future supports to be designed along these 

lines. It would be opportune to explore how this step towards personalisation can be 

retained and enhanced. 

As regards managing an outbreak in a disability service now into the future, the 

following elements are critical: 

 public health support 

 infection control guidance 

 palliative care (where required)  

 support from local crisis management teams  

 access to personal protective equipment (PPE)  

 isolation and or controlled cohorting of residents  

 timely access to testing  

 timely reporting of results 

 the availability of professional healthcare and support staff. 

Poor access to any of the above can contribute to the inability of a provider to 

recognise, respond to, and or adequately staff their centre and contain the spread of 

COVID-19 or infectious diseases. 

Finally, as regards legislative change, a redrafting of the Health Act 2007 (as 

amended) and associated regulations is required. This model should include, for 

example, homecare and allowing joint/cross regulatory inspections by HIQA and the 

Mental Health Commission and the Health and Safety Authority. 
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Vaccination programmes — seasonal influenza vaccination in children 

HIQA’s HTA Directorate conducted a review of seasonal influenza vaccination in 

children. The purpose of the report was to inform consideration by the Minister for 

Health of the inclusion of universal influenza vaccination of children in the national 

immunisation schedule. On 18 May 2020, the Minister for Health announced that 

influenza vaccination will be provided to children aged 2 to 12 years ahead of winter 

2020/2021. The report can be found here at www.hiqa.ie.  

Seasonal influenza is associated with a significant burden of illness and health 

resource utilisation in children. Currently-available influenza vaccines can reduce the 

proportion of children who have influenza and influenza-like illness compared with 

no vaccination or a placebo, although the effectiveness of the vaccines is known to 

vary across influenza seasons. Influenza vaccines have been shown to be very safe 

and well-tolerated in children. Vaccination of children is considered to confer indirect 

protection against influenza-related morbidity and mortality to household members 

and older adults, among other groups.  

International evidence suggests that universal influenza vaccination of children is 

likely cost-effective. Indirect protection, arising from herd immunity, appears to 

make a significant contribution to the cost-effectiveness of universal influenza 

vaccination of children. Therefore, based on clinical- and cost-effectiveness data, it 

has been suggested that children should be considered a priority for influenza 

vaccination due to their role in the transmission of the virus and the high healthcare 

resource use for influenza-associated episodes in this group.  

Consideration must also be given to the potential budget impact as this addresses 

the question of affordability. Given the requirement for multi-annual vaccination, and 

the cohort size (approximately 60,000 children for each birth year), the combined 

cost of the vaccine plus its administration will be substantial. While cost offsets in 

terms of reduced hospitalisations and other healthcare utilisation may be anticipated, 

decision-making needs to consider competing priorities in the context of a finite 

healthcare budget. 

It has been acknowledged that the health system and wider society should prepare 

for the potential for co-epidemics of COVID-19 and seasonal influenza in 2020/2021. 

Current data suggest that the burden of COVID-19 in children is low and that, based 

on limited evidence, children do not substantially contribute to SARS-CoV-2 

transmission. As noted, however, seasonal influenza is associated with a significant 

burden of illness and health resource utilisation in children. Expansion of influenza 

vaccine coverage for children would reduce the overall burden of influenza in the 

entire population, thereby reducing pressure on the health and social care systems 

in the 2020/2021 influenza season.  

https://www.hiqa.ie/reports-and-publications/health-technology-assessment/scoping-report-universal-influenza
http://www.hiqa.ie/
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Current indications for SARS-CoV-2 testing include onset of symptoms common to 

both influenza and SARS-CoV-2, thus individuals with influenza are likely to present 

for SARS-CoV-2 testing. A reduction in the incidence of influenza would likely reduce 

the resource requirements for SARS-CoV-2 testing as well as reducing the 

organisational and economic challenges arising from a requirement for self-isolation 

or restriction of movement pending test results. 

ENDS 
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