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Introduction 
The arrival of COVID-19 was a major shock to health systems globally and had immediate and major effects on the Irish health system (WHO, 2020, Government of Ireland, 2020). COVID-19 highlighted pre-existing deficiencies and inequalities in the health care system and broader society and resulted in many agile health system responses (Burke et al., 2020, Department of Health, 2020a, Murray, 2020). The pandemic hit during the second year of implementation of a major Irish health reform programme, known as Sláintecare – a ten-year plan  to deliver universal access to timely, integrated care (Houses of the Oireachtas Committee on the Future of Healthcare, 2017, Department of Health, 2018b, Department of Health, 2019). 

As part of Ireland’s whole-of-Government coordinated approach, the National Public Health Emergency Team (NPHET) and HSE National Crisis Management Teams for COVID-19 were convened and commenced their work at the end of January 2020 within days of confirmation of Europe’s first cases (Department of Health, 2020b). NPHET was chaired by the Chief Medical Officer and advised by a Coronavirus Expert Advisory Group (CEAG) (Department of Health, 2020c). Its remit was to oversee and provide national direction, guidance, support and expert advice on the development and implementation of a strategy to contain COVID-19 in Ireland (Department of Health, 2020c). 

On 12 March 2020, the government announced immediate closure of schools, colleges and childcare facilities, cancelling of indoor mass gatherings of 100 people or more and outdoor mass gatherings of more than 500 people and a strong encouragement for people to work remotely (Department of the Taoiseach, 2020a; (Pierce, 2020, Nolan et al., 2021). On 16 March 2020, the government published 'Ireland's National Action Plan in response to COVID-19' (Department of the Taoiseach, 2020b). The Plan set out a whole-of-society response and the mobilisation of resources across Government and society to fight the spread of the virus (Department of the Taoiseach, 2020b). Delay phase measures were intensified on 27 March and Ireland moved into a mitigation phase through what are referred to as ‘Stay at Home’ measures, whereby people were advised to stay at home except for specific reasons including to shop for food, essential household goods, collect medical supplies or attend medical appointments, take care of essential family needs, and exercise within 2 kilometers of home. Only workers providing essential services could travel to work. People over 70 years of age and those at very high risk of severe illness from COVID-19 were advised to ‘cocoon’, advice that many older adults understood as a government directive to confine themselves to living indoors (Department of the Taoiseach, 2020a) (Pierce, 2020). 

While it is not feasible to give a detailed account of the pandemic measures that followed  during the rest of 2020 and in 2021, it is useful to note that the lockdowns in Ireland were more severe and lasted longer than in other EU countries (Nolan et al., 2021). A particularly noteworthy feature of the lockdowns in Ireland were the long-lasting and severe restrictions on freedom of movement which many older adults and their families interpreted as extending even to situations where there was a great need for care and support (Casey, 2021). Nursing homes experienced lockdowns for even longer stretches with the result that residents (and in some instances staff) were unable to see family members in person for extended periods of time. 

In part due to public pushback following the protracted and severe restrictions in 2020, the government decided in December 2020 to provide the people of Ireland with a so-called ‘meaningful Christmas’ (i.e. to ease restrictions for the festive season), with the result that COVID-19 cases increased rapidly in the early months of 2021, leading to many deaths, predominantly among the older population and in congregated settings. By February 2021, 1,543 COVID-19 deaths were recorded in care homes, comprising 40 per cent of all COVID-19 deaths (CSO, 2022). Of the total deaths recorded in care homes, 369 occurred in January 2021 at the height of the Delta wave (CSO, 2022). Ireland effectively went from having one of the lowest rates of cases in Europe in autumn 2020 to among the highest in January 2021. The surge in early 2021 led to further severe restrictions that lasted until summer 2021, by which time the vaccination programme had resulted in a very high proportion of the adult population being vaccinated. 

The pandemic brought into sharp focus existing deficiencies and inequalities in the Irish health and social care system. These include a.) a failure to implement policies on the delivery of universal access to integrated healthcare; b.) the lack of coordination between levels and institutions of governance; c.) lack of State regulatory oversight of majority private/voluntary sector long-term care providers; d.) the inadequacies of the long-term care system, in particular the still strong emphasis on residential care and shortcoming within that sector; e.) the paternalistic discourses and practices that frame older adults as vulnerable to the point of erasing their personhood and existence as persons with social needs. 

The first and second features – failure to implement reform and the lack of coordination – in turn reflect the broader problem of policy non-implmentation and sectoral (mis)alignment in health and social care in Ireland whereby the lack of structured coordination between levels and sectors marks the health care system as a whole (Thomas et al., 2021, Barry et al., 2021). The residential care (nursing homes) sector in Ireland suffers from inadequacies in staffing and infrastructure - features that the pandemic accentuated (Pierce, 2020). The paternalistic management of the COVID-19 crisis in Irish residential care settings evinces the ongoing predominance of the ‘medical model’ in the care of older people. These features will be elaborated after a short overview of the residential care sector.

Residential care for older adults in Ireland 
Most older people in Ireland live independently at home and care for themselves. As the role of the family has changed with increasing numbers of women in the workforce, families in Ireland increasingly rely on the formal care sector (Timonen and Doyle, 2008). Similar to many welfare states across Europe, there has been a move since the 1980s to deinstitutionalise and to facilitate people to live in the community (Timonen and Doyle, 2008). However, this intent of deinstitutionalisation has not been properly implemented due to failure to invest in home and community care services that could enable more people to live in their own homes (Timonen et al., 2012). State-funded homecare is limited and hard to access, and many people pay private home care agencies out of pocket for formal care at home (McDonald et al. 2019). The bulk of public investment for formal care for older people is directed to residential (nursing home) care. 
The delivery of residential long-term care (LTC) in Ireland has been marred with controversy, from underfunding, to poor State provision historically supplemented by voluntary sector (often religious) providers, to more recent privatisation of nursing home care (Burke, 2009). The Nursing Home Support Scheme (NHSS) was introduced in 2009 in response to outcry about illegal fee charging practices, with the aim of providing consistency in how nursing home care is funded by the State and individuals (Department of Health and Children, 2009). While major improvements were achieved through the introduction of the NHSS and a statutory body tasked with monitoring standards (the Health Information and Quality Authority, HIQA), the stated ambition of moving away from emphasis on residential care (towards more home and community care) has not been achieved despite multiple political commitments over several decades (Timonen et al., 2012).
The introduction of the NHSS made residential care a statutory entitlement. There is no comparable entitlement to home care, despite political consenus on the need for same since at least 2017 when the State’s ten-year health and social care programme (Sláintecare) was published (Houses of the Oireachtas Committee on the Future of Healthcare, 2017). Universal home care is one of the programme’s recommendations. Amidst health officials’ preoccupation with the pandemic, the implementation of the Sláintecare programme has slowed. It has also been marked by interdepartmental conflicts, resulting in the resignation of the director of the programme and several members of the board in the second half of 2021, leading the Minister for Health to establish a new governance structure to oversee the quasi-governmental body. As a result, five years and halfway into the reform programme, State funding for home and community care continues to be subject to political will and annual availability rather than being needs-driven. Furthermore, the home care model being pursued by the current government (in 2022) deviates from Sláintecare’s recommendation of publicly funded universal access to home care, mimicking instead the NHSS’s contributory model. 
The executive arm of the health and social care systems, the Health Service Executive (HSE) administers the NHSS but the contract is between the older person and the nursing home. HIQA sets the standards, but has no role in setting the price and has no powers to investigate complaints. The price of private nursing home care is negotiated on a case-by-case basis by the National Treatment Purchase Fund, which was established in 2002 (Burke, 2019). Public nursing home care is delivered through HSE-run public LTC facilities, which are funded out of the exchequer through the overall HSE budget. These different funders, providers and regulators of care result in a complicated system that is hard for (prospective) residents and their families to navigate and also poses challenges for providers to deliver high quality care.

Current nursing home fees do not take into account dependency levels which has implications for care of residents with greater needs. Public nursing home costs are set out by the HSE and are largely determined by historic running costs (Department of Health, 2018a) whereas rates paid by the State to private nursing homes are negotiated by the National Treatment Purchase Fund (NTPF) without proper consideration of the range of needs. Private nursing homes are paid less than public ones, and residents in private nursing homes can find it difficult to access public services such as public health nursing, occupational therapy, and physiotherapy -  residents often have to pay additional fees for such services. 

In 2016, HIQA’s National Residential Care Standards for Older People gave until 2021 to refurbish, upgrade or replace public facilities in order to reach compliance with the standards (HIQA, 2012, HIQA, 2016). In 2019, there were plans for 400 new publicly provided beds in long stay, dementia and rehabilitation facilitates, with €265 million earmarked to spend on this by 2021 in Phase 1 of Project Ireland 2040 (Government of Ireland, 2018). This included the upgrade or replacement of over 58 Community Nursing Units (HSE, 2019). More public nursing home facilities have been promised, but refurbishment and replacement has not kept up with standards (HIQA, 2019). In 2019, a HIQA report detailed the reasons for the closure of nursing homes including 'the sustainability of the financial model underpinning smaller centres, financial implications of achieving regulatory compliance — particularly the requirement to provide improved living space for residents from 2021 (HIQA, 2019).

In 2020, there were 576 registered nursing homes in Ireland, with approximately 32,000 residential places; private entities have become, over time, by far the largest providers in the sector, managing eight out of ten beds nationally (HIQA, 2020b). While the average number of beds in nursing homes nationally in 2020 was 56, they ranged in size from as small as nine beds to the largest centre which had 184 beds. There is considerable variation in the type of nursing home accommodation available across the country. Many of the newer nursing homes provide single en suite bedrooms and have ample communal and outdoor spaces for residents. Some of the older facilities — many operated by the HSE and voluntary providers — are reliant on multi-occupancy rooms (where residents share bedrooms and bathrooms). It is easy to see how these features proved problematic during a pandemic that necessitated physical distancing and infection control measures (HIQA, 2020c).
Nursing Homes Ireland (NHI), the representative body of private and voluntary nursing homes, has requested annually that the Government should lead in establishing a forum on long-term care, in light of the requirement for a better and more integrated working relationship between the State and the entire nursing home sector (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020c). This lack of consistent coordination between sectors and levels of governance and provision is another feature of the Irish LTC system that proved problematic during the pandemic. The next section provides a summary of pandemic management in Ireland with a specific reference to the residential care sector.

Residential care in Ireland during the pandemic 
The pandemic exposed how reliant the Irish public health system is on the acute hospital system to deliver care. In 2017, occupancy rates for acute beds in Ireland were at 94.5 per cent, the highest of all OECD-28 countries reporting the metric (OECD-28 average = 75.2 per cent) (Organisation for Economic Cooperation and Development, 2019a). Despite increasing since 2012, the number of hospital beds remains low, at 2.9 per 1,000 population (compared to an EU average of 5.1) (Organisation for Economic Cooperation and Development, 2019b). 
In anticipation of the expected surge in hospitalisations, efforts in February and March 2020 focused on increasing bed capacity in the acute hospital sector. This involved freeing up capacity in public hospitals and reaching an agreement that made all private hospitals available to the public health system, at the cost of over €100 million a month (WHO Regional Office for Europe European Commission and European Observatory on Health Systems and Policies, 2020). Another intitative designed to free up hospital beds was the transfer of patients from the acute hospital system to nursing homes in March 2020. Approximately 800 people in hospital were discharged to nursing homes during this period without having been tested for COVID-19 unless they were symptomatic (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020c, Houses of the Oireachtas Special Committee on Covid-19 Response, 2020b). The large scale discharge of patients from the acute system to the nursing home sector, which does not have the clinical resources of the acute hospital system, was later heavily criticised (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020b). The Department of Health and the HSE stated that older people were discharged in adherence to guidelines published by the HSE on 10 March 2020, in which the testing of asymptomatic patients was not yet advised (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020b). Although follow-up data on each individual person who was transferred was never collected, there is consensus among experts that inadequate risk assessment protocols contributed to the subsequent proliferation of outbreaks in nursing homes.   
Coordination in health and social care is important at a number of different levels, and across sectors: among relevant government departments, between the policymakers and executive agency tasked with provision (the Health Services Executive), and between public and private actors involved in the provision of services. Responsibility for Ireland’s public health policy lies with the Office of the Chief Medical Officer in the Department of Health and the HSE’s public health departments. Whilst the HSE runs public nursing homes and largely funds private and voluntary homes, it does not have authority or a legislative basis for oversight of private and voluntary residential centres. The legal responsibility for care rests with the nursing home provider. Considering that 77 per cent of nursing homes (and 79 per cent of nursing home beds) are operated by private/voluntary providers, this lack of public sector oversight perpetuates a significant regulatory ‘black box’ at the heart of the State’s system of care for older people (Houses of the Oireheactas Special Committee on Covid-19 Response, 2020c). The disjointed structure of powers and responsibilities gave rise to great difficulties, especially in the early stages of responding to the pandemic in residential care settings. 
There is a lack of a specific national structure or clinical oversight of the care of residents in nursing homes with differences between types of provider (public, private and voluntary) and place of provider (e.g., some community geriatricians, who are often hospital based, have made links with local nursing homes but this is neither consistent nor nationwide). Individual homes have a system where they have GPs or medical officers assigned who take responsibility for clinical governance. The lack of statutory clinical oversight of care for residents in private nursing homes was one of the biggest weaknesses highligted by COVID-19. The current model of private residential care for older persons has no formal clinical governance links with the HSE, i.e. there is no national clinical oversight of nursing home care (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020d). As a consequence, the infrastructure required by the HSE to support the private sector was under-resourced and became increasingly challenged at the start of the pandemic (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020c). 
Nursing Homes Ireland reported a lack of enagagement and poor communication on the part of the HSE and the Department of Health in the crucial first weeks of the pandemic (Houses of the Oireheactas Special Committee on Covid-19 Response, 2020b). Private nursing home providers responded to public criticism and lack of direction from health officials by asserting their own proactive stance in infection control and other measures. For instance, on 6 March 2020, Nursing Homes Ireland advised a blanket ban on visitors in its member nursing homes. Despite Nursing Homes Ireland’s evident concerns about transmission of the virus in nursing homes, the NPHET delayed recommending visitor restrictions in all nursing homes in the State (public, private and voluntary) for another week, and not before first directly contradicting Nursing Homes Ireland’s advisory (Department of Health, 2020b). 
Following initial stumbles, the HSE in coordination with Nursing Homes Ireland and the network of regional healthcare authorities (Community Healthcare Organisations) set up Crisis Management Teams to support nursing homes, especially those dealing with outbreaks of the virus. The Crisis Management Teams provided management support, procurement of personal protective equipment (PPE) and other supplies, support with staffing, including in some cases the deployment of HSE staff (Department of Health, 2020b). 
At the level of the management of residents with COVID-19 and the protection of residents exposed to the virus, the inadequacy of physical infrastructure and staffing featured prominently. The current design and layout of many facilities acted as a barrier to ensuring adequate infection prevention and control (COVID-19 Nursing Homes Expert Panel, 2020). The public health emergency threw into sharp relief the need for nursing homes to meet new physical environment regulations aimed at providing residents with more living space, dignity, comfort and safety (HIQA, 2020b). 
Most nursing homes have limited or inequitable access to the expertise of consultant geriatricians, old age psychiatrists, gerontological nursing, and allied health professional expertise (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020c). End-of-life care / palliative care and expertise is not universally available in care settings. There is long-standing unanimity on the need for adequate staffing/minimum staffing requirements, contingency plans and training of staff, and the persistent failure to address these was showcased during the pandemic. The Department of Health-commissioned COVID-19 Nursing Homes Expert Panel, which consulted stakeholders as part of its review of the national and international response to wave 1 of the pandemic in nursing homes, highlighted the need to support healthcare assistants at work and in their living standards. It also highlighted the importance of utilising qualified nursing staff to their full potential and optimising their scope of practice and role of the nurse in the care of the older person (COVID-19 Nursing Homes Expert Panel, 2020). 
Despite the Expert Panel’s exhortations to improve practice across these and other domains, the management of COVID-19 in nursing homes was strongly marked by inadequacy of staff, lack of training for some, not to mention periodic shortages of PPE in the earlier stages of the pandemic. The Expert Panel’s findings reinforced prior independent and government-commissioned reports citing inadequate numbers and skill mix of staff in nursing homes (Browne, 2016, Houses of the Oireachtas Committee on the Future of Healthcare, 2017, Health Information and Quality Authority (HIQA), 21 April 2020). The Expert Panel’s report called on government actors to use the lessons of the pandemic as an opportunity to address long-standing staffing issues. 
The major difficulties in obtaining adequate PPE and testing capacity reflect the general weaknesses of health sector procurement processes and inadequate infrastructural investment. In many cases the solutions were short-termist and relied on outsourcing, for instance, sending COVID-19 tests to foreign companies, with the result that at several stages (especially in 2020), obtaining test results took over ten days (effectively negating any rationale for testing). While waiting for their (often negative) test results, nursing home residents were kept in maximum feasible isolation, an arrangement that especially those with cognitive impairments found impossible to understand and hard to bear (Hennelly N and Cahill S, 2020 ). There is consensus that a more comprehensive and rapid testing strategy should have been in place in nursing homes and particularly for the transfer of patients from the acute hospital system (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020d).
The pandemic exposed shortages in staff and staff skills mix in Ireland's nursing homes. Many nursing homes were significantly challenged in maintaining safe staffing levels and managing enhanced infection prevention measures (HIQA, 2020a). This was especially problematic in terms of enabling staffing to be organised to care for residents in separate, self-contained groups; and maintaining staffing levels in the event of sudden and unplanned absences. Many nursing homes were hampered in their response to the virus due to the impact of senior staff and management falling ill with COVID-19 (HIQA, 2020b). Tensions arose early between Nursing Homes Ireland and the HSE at what was seen as the poaching of staff from the  nursing home sector to work in the acute hospital sector during the HSE recruitment campaign 'Be on Call for Ireland’, launched on 17 March 2020 (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020c). Nursing Homes Ireland  followed by launching a separate recruitment campaign for private and voluntary nursing homes (Nursing Homes Ireland, 2020).
The impact of the pandemic and the pandemic response on the Irish care workforce has been heavily gendered (Wickhan, 2022). As in most countries, women make up the majority of care staff, and while no official national data is available on the subject, research by advocacy groups points to a significant percentage of the workforce in the private sector coming from migrant backgrounds (MRCI, 2012, MRCI, 2015). Care staff with families and with young children in particular found themselves under profound strain for many reasons. These included having to self-isolate away from family members in order to comply with nursing homes’ infection control guidelines, trying to arrange childcare while crèches across the country were closed and alternatives were slow to be provided by the State, and coping with often inadequate sick leave benefits and overwork due to colleagues’ absences (Houses of the Oireheactas Special Committee on Covid-19 Response, 2020a). Despite their alacrity in imposing many rigid restrictions, the NPHET were slow to recommend mandatory face masks and there were high numbers of cases and deaths in nursing homes as the early focus of the crisis was on public health measures and freeing up beds in the acute sector in anticipation of the health system being overwhelmed by COVID-19 cases. The advice to over 70-year-olds and vulnerable groups to ‘cocoon’ resulted in increased fragility, decreased mobility, feelings of isolation and loneliness, and poor quality of life (Ward, O’Mahoney and Kenny, 2021; Costello et al., 2021). The paternalism of the cocooning measures and the failure to address the crisis in nursing homes reflect broader societal ageism.
Ireland's preparation for the pandemic between January and March 2020 was heavily criticised as being too focused on public health measures and acute hospitals, with little emphasis placed on the nursing home sector. As a response to the high number of deaths in nursing homes in the early months of the pandemic, between May and June 2020, there were three sittings of the Irish government's Special Committee on COVID-19 focussed on nursing homes. The Committee set out to examine the response to the pandemic in the nursing home sector and whether nursing home residents were adequately protected. An interim report summarising the oral testimonials of representatives of the HSE, HIQA, Department of Health, among other stakeholders, as well as written submissions to the Committee, was published in July 2020 (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020d), followed by the committee’s final report and recommendations in October 2020 (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020a). It found that at the start of the pandemic, there was a lack of substantial engagement, guidance, and two-way dialogue between nursing homes, the HSE and the Department of Health. It also found that the guidance issued to nursing homes from January was inadequate, lacking a coherent overarching response. Specifically, it found that visitation protocols were incoherent, contradictory, and initially lagging behind the sector’s own sentiments and recommendations, which led to further confusion. The work of the Special Committee on  COVID-19 Response, which sat between May and October 2020, was the only State-sanctioned effort to date to investigate and assess the success of the government’s response to the pandemic. To some extent, the parliamentary Joint Committee on Health, which held its first session on 1 October 2020, continued the work of the Special Committee, holding hearings on the evolving situation in nursing homes, on testing/tracing capacity, vaccine rollout, workforce planning, progress on implementation of Sláintecare, and so on, but its mandate has not been explicitly to examine the government’s response to the pandemic but rather to hold hearings on issues affecting the healthcare sector more generally (Houses of the Oireachtas Committee on Health, 2020 onwards). So while the crisis in nursing homes in the first months of the pandemic contributed to the formation of the Special Committee and a degree of introspection among officials and members of parliament, the State’s handling of (later stages of) the pandemic has not been subject to any official, comprehensive critical analysis since.  
Very early in the pandemic, on 13 March 2020, NPHET recommended visitor restrictions in LTC settings. One of the immediate concerns following the announcement of these restrictions was the impact of social isolation and separation from their families on residents. The HIQA report on the impact of  COVID-19 on nursing homes, together with the Alliance of Age Sector NGOs report “Telling It Like It Is” provided a comprehensive account of the human impact of the virus and of the restrictions on residents, relatives and staff of nursing homes (HIQA, 2020b, Gilbert, 2021). Many residents spoke about missing the human touch of a family member or staff. While some limited visits were permitted in some nursing homes on ‘compassionate grounds’, such as for families of those residents who were facing the end of their lives, there were strict controls around physical distancing, the use of screens and the number of people that were permitted to visit. The facilitation of such visits was also often constrained by staff shortages. This was extremely challenging for residents who may have been accustomed to seeing people every day and who looked forward to these social occasions. During the summer of 2020, there was much media and public attention on those whose loved ones died in nursing homes during the height of the COVID-19 pandemic in spring/summer 2020 and the impact this had on those dying as well as on their family and friends. There was innovation in trying to ameliorate the impact of isolation measures, such as the use of tablet computers to talk to family and friends, not to mention the exceptional efforts by care home staff and carers to provide comfort, but nothing could replace the time spent with loved ones in person during their last hours. There was a very public depiction in the media of people visiting and seeing their loved ones for the last time through nursing home windows. 
The HIQA report also highlighted that heightened measures around infection prevention and control meant that nursing homes became more clinical in nature, with significant changes to the overall environment (HIQA, 2020b). For example, bright yellow signage warned people of infection risks, staff had to wear PPE, and clinical waste bins were much more prevalent throughout centres. After years of moving towards a more homely, social model of care, the pandemic measures brought strong reinforcement of the medical model of care. These infection controls involved many residents being largely confined to their own bedrooms, which meant that in addition to being externally cut off from family and loved ones, they were also internally restricted and cut off from their friends in the nursing home. 
The Oireachtas Special Committee set up to examine the government response to COVID-19 heard witness testimony and received written submissions from those in the nursing home sector in relation to the profound impact the virus and the restrictions put in place in the homes had on residents and relatives. The CEO of Nursing Homes Ireland told the Special Committee that the impact of an outbreak was frightening for many residents, and that for those with dementia, the arrival of people in full PPE was terrifying. Serious shortages of staff meant that there was little, if any, time to provide psychological support to residents in facilities where many had died. For families with relatives who were extremely ill or dying, the inability to visit or even to talk to their loved ones by phone was a source of considerable distress and frustration. The Irish Hospice Foundation told the Oireahctas Committee that many of the experiences of dying, death and bereavement during the COVID-19 pandemic fell short of people’s expressed wishes in relation to what they want for themselves or their loved ones at end-of-life (Houses of the Oireachtas Special Committee on Covid-19 Response, 2020d).
Despite the failings of pandemic management in residential care, it is important to acknowledge the evident drive by many actors and institutions to respond quickly, attempts at thoroughness and ‘learnings’ from mistakes. For example, Ireland is one of the few countries that undertook a mass testing programme in LTC. Following a recommendation of the NPHET on 17 April 2020, all staff in long-term residential facilities was tested; 95,900 tests were completed with a positivity rate of 5.5 per cent (Department of Health, 2020c). This was followed by a mass testing strategy which commenced 21 April 2020, with testing in all long-term care facilities completed by 15 May 2020. The HSE introduced a weekly rolling programme of testing staff in nursing homes for a four-week period to track and target any emerging infection which continued into Autumn 2020 (WHO Regional Office for Europe European Commission and European Observatory on Health Systems and Policies, 2020). Such measures speak to attempts to follow good practices, albeit they were hampered by various inefficiencies and deficits in testing capacity. 
Comparative data on COVID-19 related deaths are fraught with difficulties due to differences in testing and categorisation of what is included in a ‘COVID-19 death’, as well as in the timeliness of reporting (Unruh et al., 2021). For example, did the person die of or with COVID-19? How does one know if testing was not in place? Data from the Central Statistics Offices show that by February 2021 there were 1,543 COVID-19 deaths recorded in care homes (40 per cent of all COVID-19 deaths), 369 of which, nearly one quarter, occurred in January 2021 at the height of the Delta wave (Central Statistics Office, 2022). HIQA reported a huge spike in unexpected deaths in nursing homes compared to previous years (HIQA, 2020c). Despite the challenges of reporting comparative data, multiple sources compiling mortality data show Ireland with a relatively modest excess mortality rate due to COVID-19, with the result that average life expectancy did not decline greatly compared to some other European countries (Ritchie, et al., 2020). Overall, these data indicate that the relatively strict and lengthy social distancing measures enacted in Ireland succeeded to a great extent in protecting people from dying from the virus, in keeping people alive. The question that remains is, at what cost? Older people, particularly those living in nursing homes, were stripped of their autonomy and did not have a say in how they wished to live out the months and years of the pandemic (a period of time that constitutes a very large share of their likely remaining lifespan). Arguably, there is a particularly strong moral imperative to allow older persons in their very final years and months much greater latitude in autonomous decisionmaking than was granted during the pandemic in Ireland. As it was, older persons were not allowed any such latitude in an environment of medically imposed restrictions that always put ‘safety’ (against the virus) first vis-à-vis any other priority, even if it was the last wish of a person to be allowed a degree of ‘risk’ in how they spent their remaining time.
Although the response of the regulator (HIQA) to the pandemic was delayed, HIQA wrote to the providers and asked them to review the contingency plans they had in place to manage an outbreak. It then acted quite quickly undertaking a programme of inspections to assess the preparedness and contingency planning for outbreaks in those nursing homes that had not yet had a suspected or confirmed case of the disease. This was followed by a separate targeted programme of risk-based inspections focusing on those nursing homes that were most impacted by COVID-19. As part of its response, a quality assurance process was set up, whereby all nursing homes were phoned on a fortnightly basis by an inspector of social services. These calls were to assess the welfare of the residents, how nursing homes were coping, any concerns they had and any deficiencies identified in their ability to sustain a safe, high-quality service. It was through these interactions that inspectors were able to determine where nursing homes were struggling, for example, in relation to access to equipment such as PPE or advice. HIQA escalated all risks to the HSE for their support. The Infection Prevention and Control Hub, also established by HIQA, provided a direct line for staff to offer guidance on infection control and the frequent revisions to the HSPC guidance, as well as escalating high-risk centres to the HSE (HIQA, 2020b). In short, although greatly hampered by broader structural problems, several examples can be identified of actors and agencies who ‘tried their best’ in the midst of an unprecedented crisis within what is generally acknowledged to be a health and social care system with many challenges. 
Lessons and challenges for the future
A failure to implement long-promised health system reforms including timely, universal access to care in the community pre-COVID-19 contributed to many of the difficulties encountered during the COVID-19 pandemic. The fragmented nature of the structural relationship between key State actors and the residential care sector also led to delays in response to the crisis in nursing homes. A key learning from the response to the crisis is that nursing homes should be prioritised early on in public health emergency planning, and that clearer lines of communication between the different organisations are needed.  

The pandemic highlighted key weaknesses in the nursing home setting, especially in terms of deficits in clinical governance. Private nursing homes are generally clinically supported by local GPs and therefore do not have a formalised clinical governance relationship in place with the HSE. Other weaknesses exposed include the lack of skilled staffing, the lack of minimum staffing requirements, and inadequate premises especially in terms of ability to isolate suspected cases. The State’s responsibility to respond to the public health emergency created the need for the HSE to set up a structured support system in line with NPHET recommendations to build sector resilience. From the end of March 2020, the HSE agreed to provide substantial support for the private nursing home sector. Supports provided included new HSE national and regional governance structures,  the setting up of a variety of systems to provide immediate practical support such as PPE and oxygen logistics, and the deployment of crisis management teams to oversee the response where outbreaks occurred (Department of Health, 2020c). 

Against this backdrop of decision-making and structures of provision, it is perhaps not surprising that the management of COVID-19 in nursing homes became distinctly paternalistic and medicalised in character. The overwhelming prerogative was protection of residents’ physical health against the virus, to the point where all other needs of older persons were negated. This led to scenes such as people spending the last days of their lives in isolation, and ‘interacting’ with relatives through windows and screens.
While there appears to have been a degree of ‘learnings’ and adaptation in some regards, question marks remain about the degree of reform and meaningful improvements for older persons and for people working in residential care settings. In the absence of universal access to a statutory scheme for homecare, it remains the case in 2022 that there is no formal legislative basis for support and care in the community, despite several decades of policy commitments and recommendations to remove perverse incentives that de facto incentivise entry into residential care. The NHSS means that the State continues to provide more support to older people who live in residential care than those who want to live in the community where infection control would be more feasible and more humane in the event of similar future pandemics. 

Current financing arrangements continue to ‘push’ people into nursing home care as there is an absence of an adequate state funded home care scheme and the continuum of integrated care required to care for older people towards the end of their live. Sláintecare, Ireland’s ten year plan for health reform – which outlines a path to universal access to timely, quality care with a very strong emphasis on prevention, public health and providing as much care as possible in the home or close to the home - is yet to be implemented (Houses of the Oireachtas Committee on the Future of Healthcare, 2017) (Department of Health, 2019, Thomas et al., 2021). The implementation of a high-quality continuum of care for older people which prioritises enabling people to live at home requires political will and significant public resources to deliver changes in how care for older people is provided. Despite some lessons learned, many of the challenges in the care of the older population experienced during COVID-19 are likely to be repeated during future crises due to the persistent problems in the structure and organisation of health and social services provision in Ireland, including the failure to resource properly alternatives to residential care in the form of home and community care.
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