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• SUMMMARY OF CURRENT RECOMMENDATIONS FOR NEUROLOGICAL SERVICES DURING THE 
COVID CRISIS 

• Face to face out-patient services have been discontinued at the majority of Neurology sites but will 
need to be reinstated for necessary consultations.  

This will require the provision of space that is COVID safe, appropriate to permit social distancing and 
appropriate PPE equipment will be required for staff. 
This will in turn need a significant change in how out- patient clinics are currently being delivered. 
The availability of off-site outpatient facilities will dictate that lower numbers of patients will be 
reviewed in person, and social distancing requirements will preclude large numbers congregating in 
waiting areas. 

 
•  Virtual clinics are currently being employed as a temporary measure by most neurologists. However, 

these vary in quality, and video linked consultations are not currently the norm. 
 
For longer term provision of care, and to maintain high quality safe services for those with serious 

neurological illness enhanced tele-linked services will be required. Significant engagement with both 
clinicians and  patient groups will be required to ensure that these operate to their maximum benefit. 

 
• Multidisciplinary clinics are currently suspended. These will need to be re-instated with adjusted 

safety measures. 
The multidisciplinary teams will need to be re-instated. 

For MDT clinics, video links are possible but will require multi-user facilities. 
For face to face clinics, pre-clinic triage may be helpful. In clinic consultations may require patients 

remaining in consultation rooms, and MDT moving from room to room. This will require adjusted 
logistics and forward planning 
Telemedicine should be explored and developed as a matter of urgency. 
Integration between hospital and community services will required additional investment 

 
• Neurorehabilitation 

Neurorehabilitation services have been curtailed within both hospital and community settings. 
Those clinical professionals who have been re-deployed should be re-instated with immediate effect. 
The COVID19 epidemic will also place added pressure on existing services, as those hospitalized will 
require extensive rehabilitation. Neurological consequences of COVID19 are also anticipated. 
Additional resourcing of rehabilitation services will be essential to maintain services . 
Links between hospital and community rehabilitation services will need to be enhanced. 
A joint working group between Neurology and Rehabilitation should work closely with the Integrated 
Care programme. 

 
• For new referrals, a telephone / video linked assessment might be suitable to reduce the need for 

unnecessary clinic visit. This will be labour intensive and will require careful monitoring to ensure that 
quality is preserved, and face to face meetings should be provided if a detailed neurological 
examination is required. 

 
• Essential day services (infusions, etc.) should continue in COVID free facilities, while observing 

appropriate social distancing etc. 
 

• Additional resourcing to address backlogs in waiting lists and access to essential diagnostics will be 
required. 
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GENERAL STATEMENTS 
Irish Neurologists are fully engaging with and acting upon the HSE emergency response to COVID19. 
As the delivery of care for those with neurological conditions must now adjust to longer term requirements of 
social distancing, the objective of the Neurology group is to ensure that Irish patients: 

• continue to have access to care in a timely manner 
• that diagnostics are appropriate and undertaken in a timely manner 
• that care is convenient for the patient and their families 
• that the risk of contagion is mitigated 

The HSE has already recognized the need for telemedicine and has licensed a new platform for directly funded 
HSE Hospitals (Attend Anywhere). Other hospitals have engaged directly with service providers (e.g T-PRO) 
These platforms provide confidential videoconferencing for remote consultations. 

 
Neurologists recognize that remote care by a neurologist via videoconferencing, under the correct 
circumstances, can be associated with outcomes comparable with regular outpatient visits, but with much 
greater efficiency. Telemedicine can also be used to deliver home-based interventions, such provision of 
neurorehabilitation. 

 
Post-COVID lockdown, Each Neurology service will continue to engage with colleagues within General Medicine, 
and has agreed to the following: 

• Provide ED support for neurology patients attending with non-COVID related neurological emergencies, 
including early triage and discharge where safe 

• Provide support to the acute stroke service where feasible 
• Provide support to those presenting with TIAs where necessary 
• Provide emergency in house consultations and expediate discharges 

 
However, the Neurology services also recognize the need to re-commence Neurology outpatient services to 
those with ongoing neurological conditions, and to encourage referrals from community services for those 
presenting with new neurological problems. 
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NEUROLOGICAL CAPACITY FOLLOWING LOCKDOWN 
 
 
The capacity across neurological services has been significantly curtailed due to: 

• illness (COVID19 related) 
• re-deployment of NCHD and nursing staff 
• re-deployment of clinical professionals in hospital and community 
• the requirement for social distancing within out patient settings 
• the requirement for space that is physically separated from areas of the Hospital that provide care for 

those with COVID-19. 
 
 
The services also anticipate significant backlogs in the availability of essential diagnostics e.g 

• Neurophysiological based investigations (EEG, EMG, NCS) 
• neuroimaging – diagnostic and surveillance 
• cardiovascular investigations 
• epilepsy monitoring 
• Neuropsychological assessments 

 
 
The service also anticipates significant backlog in provision of therapeutic interventions e.g. 

• Botulinum toxin treatment for spasticity, dystonia and headache. 
• insertion of gastrostomy tubes for those with ALS/MND. 
• programming and battery replacement of devices for Deep Brain Stimulation. 
• VNS management  

 
While neurologists recognize the need for re-deployment to ensure capacity for acute management of COVID 
related illness, it is vital that all frontline neurological services (doctors, nurses, clinical professionals) are re- 
constituted to provide delivery of essential neurological care, address the significant backlog in service 
provision, and ensure ongoing care for vulnerable populations. 

The need to reconstitute frontline neurological services particularly pertains to Specialist Nursing (MND, MS, 
Parkinsons Disease, Epilepsy and General Neurology nurses) , Specialist Registrars, and core Clinical 
Professionals (Physiotherapy, Occupational Therapy, SLT, Dietetics, Medical Social Work and Psychology) 
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VULNERABLE NEUROLOGY POPULATIONS 

Of the categories of particularly vulnerable patients identified during the COVID19 lockdown, continued 
provision will be required as follows: 

• VULNERABLE GROUPS WITH HIGH LEVELS OF DISABILITY requiring ongoing neurological support. 
These include secondary progressive multiple sclerosis, Parkinson’s disease, recent stroke and other 
acquired disabilities with high levels of burden. 
It will be important to re-establish outpatient clinics for these patients, although many will continue to cocoon. 
For those with chronic illness (e.g. SPMS) telehealth approaches could be initiated with support from local 
hospital IT systems. However, significant buy-in from patients and their families will be required, and given the 
limitations in broadband across the country, particularly in more rural settings and the relatively ‘novelty’ of 
telehealth in delivery of care in Ireland, a system  to ensure that the quality of care is not compromised must 
be intensely considered. 
Neurorehabilitation advice for these patients can be mediated in part by telelinks. However, this must be 
undertaken on a case by case basis with significant planning and integration between Hospital and Community 
based services. 
ASSESSMENT AND NEXT STEPS: This vulnerable group of patients are likely to be cocooning for the foreseeable 
future and may be reluctant to attend outpatients unless they can be assured of their safety. 

 
• Outpatients clinics will require reduced numbers, and multidisciplinary clinics, which require long 

periods in waiting areas, will increase risk of contagion. 
 

• Remote telephone-based clinics could provide a triage system for those who cannot avail of video 
linked services, and those requiring face to face review would be provided with spaced out 
appointments in an appropriate outpatient facility. 

 
• Multidisciplinary clinics could be re-designed in which the patient remains in a consultation room, while 

the team (in appropriate PPE) moves between rooms. 
 

• An important consideration for this group will be the availability of community-based services, 
particularly community OTs, Physio’s etc. who have been re-deployed / who are reluctant or advised 
against entering patients’ homes without the appropriate PPE. 
This will need to be addressed with the Integrated Care Lead programme and Health and Social Care 
Practitioner Division. 
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NEUROLOGICAL CONDITIONS REQUIRING IMMUNOMODULATORY THERAPIES (relapsing remitting 
multiple sclerosis, myasthenia gravis, inflammatory neuropathies, vasculitis etc.) 
Some of these patients will be engaging in some form of cocooning for the foreseeable future. 
Surveillance of disease activity must be prioritised – requiring appropriate access to imaging facilities (through 
NTPF if necessary). Advice regarding Disease Modifying Therapies (DMT)may require adjustment, as decision- 
making must now include a risk/benefit assessment over a 12 month rather than a 3-month period. 
This is likely to lead to modifications in the advice regarding drug sequencing for Multiple Sclerosis (e.g. 
decisions regarding commencing treatment with Cladribine/ Alemtuzumab etc). 

 
ASSESSMENT AND NEXT STEPS: 

• Outpatient facilities will require increased precautions- consider the use of PPE equipment for this 
vulnerable group. 

• While some of these patients can be managed by tele – or video- link, other will require face to face 
meetings. 

• Safe access to facilities providing infusions will be necessary 
• Adjustments may be required to the advice regarding DMT, with greater emphasis on risk /benefit over 

a longer (12-month period) 
 
INTELLECTUAL DISABILITIES AND COMPLEX NEEDS INCLUDING COMPLEX EPILEPSIES 
The Epilepsy programme benefits from an integrated network of centres and an electronic patient record (EPR). 
Most centres already provide outreach services to care facilities. Epilepsy services for existing patients are well 
suited to the development of video links and telehealth. Attendance at care facilities and institutions will need 
to be limited, and suitable PPE equipment should be provided where appropriate. 
Services such as VNS can be provided in an outpatient setting with appropriate triage and PPE equipment. 

 
ASSESSMENT AND NEXT STEPS: 

• The Epilepsy services are in excellent position to deliver a high quality telehealth service with 
appropriate triage for patients requiring face to face meeting 

 
MOTOR NEURON DISEASE AND RELATED NEURODEGENERATIVE CONDITIONS requiring Non 
Invasive Ventilation (NIV) (e.g. muscular dystrophies, SMA myotonic dystrophies etc), and 
/or rapidly progressive conditions requiring high levels of integrated care (e.g. CBD, FTD, 
FTD/ALS) 
An outreach service with home visits is now in place and functioning well for MND and related disorders . A 
Health Research Board COVID-19 funded project will explore the utility of telehealth to maximize delivery of 
efficient care, and engagement has been initiated with the HSE Telehealth group to progress and embed 
this initiative into ongoing delivery of care. 
However, new diagnoses will require face to face consultations, and diagnostic testing will be required – a 
significant backlog is anticipated for Neurophysiology / imaging. 
Multidisciplinary clinics are currently suspended and going forward will require adjustments to current clinic 
spaces 
ASSESSMENT AND NEXT STEPS: 

• There will be a backlog in diagnostics that will need to be addressed. 
• While the outreach service is working effectively, the multidisciplinary teams should be re-constituted. 

This will require that those deployed to address the crisis are re-deployed to their original posts. 
Adjustments to the clinic space – perhaps where patients remain in a consulting room and the team 
moves from room to room with appropriate PPE. 

• Neurorehabilitation could be provided in part by telelinks but face to face meeting will be required. 
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• As is the case for other patients with chronic neurological disorders, and important consideration for 
this group will be the availability of community-based services, particularly community OTs, physios etc 
who have been re-deployed / who are reluctant to enter patients’ homes without PPE. This is an urgent 
limitation that will need to be addressed at an Integrated Care level and with leaders in the Health and 
Social Care Practitioner area. 

 
• NEURODEGENERATIVE CONDITONS(not covered above) 
It will be important to re-establish outpatient clinics for these patients, although many will continue to cocoon. 
Yelehealth approaches could be initiated with support from local hospital IT systems. However, significant buy- 
in from patients and their families will be required, and given the nature of the patient cohort, limitations in 
broadband across the country, particularly in more rural settings and the relatively ‘novelty’ of telehealth in 
delivery of care in Ireland, a system to ensure that the quality of care is not compromised must be intensely 
considered. 
New diagnoses will require face to face consultations, and diagnostic testing will be required.  
Neuropsychology assessment for these patients could be mediated in part by telelinks but there is currently a 
shortage of appropriately qualified personnel. Moreover this must be undertaken on a case by case basis with 
significant planning and integration. 

 
Multidisciplinary clinics are currently suspended and going forward will require adjustments to current clinic 
spaces 
ASSESSMENT AND NEXT STEPS: 

• There will be a backlog in diagnostics that will need to be addressed. 
• The demand for neuropsychology services will increase, and there is an urgent requirement for 

additional personnel 
• While the outreach service is working effectively, the multidisciplinary teams should be re-constituted. 

This will require that those deployed to address the crisis are re-deployed to their original posts. 
Adjustments to the clinic space – perhaps where patients remain in a consulting room and the team 
moves from room to room with appropriate PPE. 

• Neurorehabilitation could be provided in part by telelinks but face to face meeting will be required. 
 

• HEADACHE & MIGRAINE 
Headache/ migraine represents 30% of all referrals to Neurology, and a significant proportion of those 
attending A+E. While these referrals have reduced during the crisis, and those with chronic headache /migraine 
have not been attending OPDs, these numbers are likely to increase once the lockdown has lifted. 
SlainteCare has funded a pilot programme for Headache- however this is currently suspended. 

 
Headache/Migraine management would be well suited to the provision of a telehealth provided service, and 
could be developed as a pilot programme that could integrate with the SlainteCare programme 

 
For those receiving botulinum toxin- continued treatment should be considered on a case by case basis. 

 
ASSESSMENT AND NEXT STEPS: 

• Ongoing headache management could be provided by tele-link, as could new referrals where clinical 
examination may not be essential. 

• Outpatient clinics for those requiring evaluation will require reduced numbers and social distancing 
measures. 
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• NEW REFERRALS TO NEUROLOGY 
General practitioners have had reduced footfall, and it is likely that a large number of patients with neurological 
symptoms have not yet been referred. 
A triage system will be required to mitigate a large expansion of existing waiting lists. This could be achieved by 
telephone based /tele linked consultation prior to face to face interview but will require additional resources. 

 
ASSESSMENT AND NEXT STEPS: 

• Provision of waiting list initiative clinics should be considered. 
However, this will have implications for the anticipated reduced access to outpatient space for some 
hospitals, for social distancing, and for access to diagnostic services for which there is already a 
considerable backlog. 

 
 

• EMERGENCY NEUROLOGICAL PRESENTATION – COVID19 RELATED 
There is emerging evidence that COVID19 can present with neurological symptoms, and that neurological 
complications can occur. 
ASSESSMENT AND NEXT STEPS 

• Colleagues should be encouraged to consult Neurology in atypical COVID presentations. 
• There will be a significant demand for neurorehabilitation and neuropsychology services – this will 

require additional investment in staffing to meet the increased demand. 
 
 

• RAPID ACCESS NEUROVASCULAR MEDICINE CLINICS  
Stroke is covered by a different Clinical Lead programme. However, Neurologists also clinical leadership in the 
delivery of rapid access neurovascular clinics, and in acute stroke management. 
Neurology staff redeployed to other services should be re-instated to these services where appropriate, and as 
noted above, neurorehabilitation services will require additional resourcing 
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RECOMMENDED ESSENTIAL SERVICES PROVIDED BY SPECIALIST NURSES THAT SHOULD BE FULLY 
RE-INSTATED. 

 
Specialist nurses who have been deployed to a COVID response should return to their Neurology duties. 
Essential activities include the following: 

• Nurse led Specialist clinics 
• Nurse Prescribing and troubleshooting/ medication adjustments 
• Phone based advice & crisis management including liaison with community services 
• Nurse led Emergency triage to avoid A+E attendance 
• Outreach /Community based / domiciliary care 

RECOMMENDED ESSENTIAL SERVICES PROVIDE BY CORE CLINICAL PROFESSIONALS 

A FULL COMPLEMENT OF Clinical professional staff should be re-established retained where feasible to support: 

• Rehabilitation following acute neurological deterioration 
• Ongoing rehabilitation of those with neurological disability 
• Cognitive assessment by Neuropsychology 
• Management of respiratory decline  
• Management of acute deterioration in swallowing & communication 
• Management of nutritional decline 



 

 

 

ANALYSIS BY HOSPITAL OF THE IMPACT OF COVID19  AND CHALLENGES  TO 
NEUROLOGICAL SERVICES 

 

TABLE1: NEUROLOGY WAITING LIST FOR NEW PATIENTS AND BACKLOG SINCE COVID-19 

Hospital       WAITING LIST 
NEW PATIENTS  

BACKLOG SINCE 
COVID19  

MITIGATION PLAN  BARRIERS  

St. Vincent’s University 
Hospital   

2023 300+ From 1st June 4 new 
patient clinics per 
week with 10 – 12 
patients per clinic 

Insufficient Consultant staff to 
accommodate numbers on 
waiting list prior to COVID 
pandemic, will continue to get 
worse. 

Reduced NCHD staff as not 
allocated full SpR quota from 
July 2020 

Specialist nurses redeployed 
since onset of COVID pandemic 

Outpatient space requires 
modifications to ensure social 
distancing and staff safety can 
be maintained. 

St. James University 
Hospital 

580 4 weeks clinics 
followed by 1 
month of reduced 
clinics. Covid 
Backlog growing- 
referral surge 
anticipated 300 + 
patients though 
this hasn’t 
materialised yet. 
However since 
then have 
successfully kept 
our clinical care 
going with tele-
health and we 
have not 
cancelled clinics 
but converted 
them to tele-
health clinics. 
Following a tele-
health 
consultation – we 

From 15th June OPD 
will re-open with 
social distancing 
restrictions. 
In order to allow for 
reduced clinic size, we 
are reviewing clinic 
lists and triaging, 
offering telephone 
and video consultation 
(Blue Eye) to those we 
deem suitable and 
only seeing pts face-to 
face when needed. 
We anticipate we will 
be able to reduce 
clinic size by using 
tele-health by a 
significant percentage 
depending on the sub-
specialty clinic. 
 
Back-log in MRI 
imaging and 

Reviewing and triaging clinic 
lists, and combining tele- health 
and face to face clinics is taking 
us more time than the 
traditional model. This time is 
undoubtedly taking from other 
activities at this time and 
resources may need to be 
reviewed when teaching and 
other clinical duties increase in 
capacity. 
 
Tele-health requires access to 
space and technology. We have 
coped to date but anticipate 
that we will need regular access 
to  private, quiet space to allow 
consultants and NCHDs to 
continue tel-health side by side 
to allow for on-going 
supervision and teaching. 
 



 

 

have continued to 
see out-patient 
assessments that 
we deem urgent. 
 

Nuerophysiology. 

Tallaght University 
Hospital  
 
Naas General Hospital 

2686 
 
 
 
222 
 
 
 

300+ 
(Usually approx. 
150 new referrals 
per month) 

Clinics running in 
Simms building 
(except for RASP) most 
returns being done by 
phone, except for 
botox etc. Limited new 
pts being seen, some 
by phone, some in 
person. Currently have 
2.75 additional temp 
consultants which has 
helped throughput in 
short term but 
duration unknown. 

Phlebotomy not available in 
Simms building since March 
2020, limited slots available 
require online booking and pts 
have to walk to main hospital. 
Slow turnaround of face to face 
appointments due to 
PPE/cleaning, waiting room 
space. Very limited access to 
neurophysiology/radiology 
/diagnostics. No access to video 
clinics in Simms. 

Mater University 
Hospital  
 
Cavan General  
 
Mullingar Regional  

3937(Pre-Covid: 
Approx. 2 year 
waiting list for all 
new referrals) 
+77 +133  

200+ (50 new 
approx across all 
clinics per month) 

OPD clinics ongoing at 
near 85-90% capacity 
there was a straight 
switch from face to 
face to telephone 
encounter. First 
seizure and TIA clinics 
have continued. 
Where appropriate if 
patient is deemed to 
need face to face 
review- space with 
social distancing is 
found in the DNI. 
Approximately 10-15% 
of patients needing 
face to face review per 
week (ER GON blocks, 
MS relapses, DBS PD 
etc). 

Growing OPD waiting list for 
outpatient appointments with 
increase in staffing and clinical 
space required to meet the 
demand.   

Beaumont University 
Hospital 

2013 +39 4 weeks 
clinics cancelled 
followed by 1 
month of reduced 
clinics. Covid 
Backlog growing- 
referral surge 
anticipated of 
+400 

Return Patients have 
been facilitated as 
part of Virtual Clinics. 
New patients have 
recommenced face to 
face consultations in 
Main OPD & OMNI 
OPD for social 
distancing 

• Lack of dedicated 
Outpatient space to 
manage patient flow 
and social distancing 
for vulnerable service 
users. Service.  

• Capacity for new 
patient & return face 
to face consultations 
has reduced as 
competing for space 



 

 

with all other services 
in hospital in main OPD 
block.  

• Phlebotomy not 
available in OMNI 

• No cameras for virtual 
clinics or dedicated 
space  

• Lack of access to 
Neurophysiology, 
capacity reduced due 
to lack of space, 
PPE/cleaning 
requirements, 
significant capacity 
reduction, lab rooms 
too small for social 
distancing and no area 
for donning and 
doffing PEE  within 
department 

NCHDs covering ED & Stroke 
service to be brought back to 
Neurology Service 

James Connolly Hospital  570 +72 4weeks clinics 
cancelled 
followed by 1 
month of reduced 
clinics. Covid 
Backlog growing- 
referral surge 
anticipated  

Almost all returns are 
now changed to 
virtual telephone clinic 
unless has significant 
issues.  

Less space in OPD. Due to social 
distancing issues, NEW patients 
are seen 50% by virtual clinic 
and 50% face to face. This 
impacts the capacity to see 
NEW patients by 50%. Those 
seen by VC needs to be 
reviewed in person at a later 
stage to complete work up 
(increases further work OPD 
workload further) and brings 
safety concerns. 

Cork University Hospital  1350 (new 
patients wait 
about 13 
months) 
50 rapid access, 
100 subspecialty 
clinics 

3-week period of 
no clinics followed 
by 1 month of 
reduced clinics. 
Covid Backlog 
growing.  300+ 

Neurology clinics re-
established in new 
locations; running at 
75% capacity 
compared to pre-
Covid-19. Initially 
assessing new patients 
by phone but since 
late-May, new 
referrals are being 
seen in person (unless 
patient requests 
phone assessment); 
majority of return 
patients managed by 

Old clinic space in CUH now 
used to screen ED/AMAU 
patients for Covid-19; new OPD 
location does not have 
wheelchair access for 2nd floor 
rooms; limited car parking; 
exacerbation of previously very 
long waiting lists for diagnostics 
(MRI and EDX in particular) 
 
All in all, in final analysis Covid-
19 will probably reduce OPD 
workflow by roughly 30-40%; 
additional staff and dedicated 
OPD space  



 

 

phone but approx 25% 
seen in person, 
especially if they are in 
crisis 

University Hospital 
Limerick  

1960 +63 (these are the 
‘new’ patients 
whose 
appointments 
have been 
cancelled). This 
number is 
growing weekly. 

Limited outpatient 
clinics in Barrington’s 
Hospital. This is for 
urgent patients, and 
does not address the 
increasing waiting 
lists, nor the backlog 
of cancelled review 
patients. 

Limited outpatient clinic 
appointments, lots of 
paperwork and administration 
to get off-site clinics, lack of 
access to IT and reports / 
results. 

Sligo/Letterkenny 
University Hospital  

757 Sligo 

580 Letterkenny 

92 scheduled new 
patients have not 
been seen in Sligo 
since covid 

65 new referrals 
received since 
covid but large 
influx expected.  

757 patients on 
Sligo WL with 
longest waiter 
23/03/2016 

LUH: 

42 scheduled new 
patients not seen 
since covid 

24 new referrals 
received.  Again, 
large influx 
expected. 

580 on combined 
W/L. Longest 
waiter 
19/01/2016 

  

Galway University 
Hospital  

2826 This cannot be 
calculated except 
to note that on 
28th Feb the 
waiting list was 
2068. This shows 
that we got less 
100 referrals in 2 
months.  

NTPF application sent 
through for additional 
consultant support as 
we have been down 
1.4 WTEs though this 
whole time, we have 
taken over much of 
Stroke service to cover 
COVID losses and the 

 



 

 

We have 40-80+ 
referrals in 
normal months. 
Therefore, this 
takes no account 
of the profound 
rate of referral 
expected when 
the GPs reopen. 

waiting lists have only 
extended significantly. 
It is not clear if the 
NTPF application will 
succeed. 

Kilkenny/Waterford 
University Hospitals  

581 +1759  +50 new patients  Almost all returns now 
changed to telephone 
clinic, some face to 
face reviews for 
urgent issues. Limited 
injection clinic 
numbers still on-going. 
First Seizure Clinic now 
reviewing new 
patients by phone but 
overall capacity 
significantly decreased 

 

University Hospital Kerry  177    
 

INPATIENT SERVICES    

Hospital       WAITING LIST 
FOR PATIENT 
SERVICES   

MITIGATION PLAN    BARRIERS  

St. Vincents University 
Hospital   

>6-9 months None available  No elective admissions permitted for >3-4 
months 

St. James University 
Hospital 

Elective 
admissions 
cancelled. 
Continuation of 
consult service to 
covid and non-
covid wards 
throughout this 
time. 
 

No elective admissions 
planned. 
Urgent care through 
ED. 
Care that may have 
needed elective 
admission in past has 
been dealt with using 
out-patient facilities to 
date. 
Urgent care through 
ED and we have seen 
as liaison service, as 
per preferred method 
of care delivery in this 
time. 

Increase in consult service with reduced 
NCHD numbers (as had been moved to gen 
medical rota). NCHD numbers now returning 
to normal. 
NCHDs underwent significant stressors – 
front-line work, distanced from speciality 
community, mentors and teaching. 

Tallaght University 
Hospital  
 
Naas General Hospital  

Non covid input 
numbers reduced 
significantly but 
are increasing 
again now. 

Unclear whether we 
are reverting to prior 
role or continuing 
AMU role in the short-
medium term. 

Long WL pre-covid for elective admissions. 
This will be worse going forward due to 
covid, infection control issues etc. Previous 
Neurology ward Ruttle, location of our 
elective bed, NARU (Neurology Assessment 



 

 

Neurology have 
taken all ED 
neuro 
presentations 
directly in TUH 
AMU from March. 
No elective 
admissions since 
March. Only 3 on 
current WL, less 
than usual due to 
reduced OPD NP 
activity. 

Awaiting meeting with 
management. 

and Research Unit), registrar office, 
secretary office and consultant office is 
designated Covid ward which has restricted 
access. 

Elective EMU bed on Ruttle ward was closed 
even pre-Covid due to neurophysiology 
staffing issues. 

Mater Hospital  
 
Cavan General Hospital  

+20 inpatient 
active acute cases 
at any one time. 
Acute neurology 
admissions now 
continue at same 
rate as previously. 
 
Approx 20 pts 
avaiting 
admission. 
Waiting time for 
urgent admission 
or transfer is 2 
weeks. Non-
urgent/elective 6-
9 months.  

No specific mitigation About 20 urgent waiters at any given time. 
Barriers higher due to Covid pathway, ID 
regulations etc. In practice have to push very 
hard to get anyone in of the waiting list. 
NCHDs : interns, SHOs and Regs  drafted to 
frontline medical services initially,  hence 
research registrars drafted in to help with 
clinical neurology consult and OPD services. 
 

Beaumont Hospital 19  Bed Availability remains a significant issue. 
Wards not designed for social distancing of 
patients 
NCHD 

James Connolly Hospital  N/A 
No Inpatients for neurology 

Cork University Hospital  Elective 
admissions  
- routine approx 6 
months 
- urgent approx 2 
months 
Acute admissions 
continue at same 
rate as before 
(initial lull in May-
April but number 
of acute 
neurology 
presentations has 
normalised again  

We are in discussions 
with Mercy University 
Hospital about 
possibility of 
developing integrated 
CUH-MUH Neurology 
service where acute 
neurology is managed 
in CUH while elective 
work managed in 
MUH. This is a work in 
progress. 7th 
Neurologist post 
recently approved for 
this.  

CUH inpatient footprint has reduced after 
loss of 2 wards (AMAU and MSSU) due to 
beds being too close together; other 
‘specialty’ wards including Neurology ward 
have become general medical wards; need 
to regain dedicated Neurology ward/space 
to normalise the acute service again but this 
is very challenging for hospital as 
multiple/all services in same boat 
 
Elective video-EEG monitoring in 2-bed EMU 
temporarily suspected 
 



 

 

 
Outside of that, no 
specific Covid-19 
orientated plan or 
resource in place; 
access to timely 
diagnostics remain 
very challenging 

University Hospital 
Limerick  

Numerous 
patients waiting 
for elective or 
semi-urgent 
admission 

None. We cannot 
admit patients to 
Barrington’s, and there 
is no on-site Neurology 
at other ULHG 
hospitals to enable 
safe and efficient care 
of Neurology 
inpatients 

We have been told that currently there are 
no elective or semi-urgent admissions 
allowed. The only admissions are for urgent 
patients, to be admitted via presentation to 
ED. 

Sligo University Hospital  
 
Letterkenny University 
Hospital 

   

Galway University 
Hospital  

Some elective 
bookings now 
coming through 

There is none possible 
given pre-existing 
infrastructure. 

 

Kilkenny/Waterford 
University Hospitals  

No dedicated in-patient Neurology beds. Neurology team were assisting cover of Stroke 
service (in-patient care, consults, thrombolysis) during initial weeks, now reverted to 
normal role. 

 

 

DAY CASES AND INFUSION SUITES  

Hospital       AVAILABILITY   BACKLOG  MITIGATION  BARRIERS  
St. Vincent’s Hospital   Infusion suite 

remains open but 
with reduced 
capacity 

Approx. 20 
people waiting to 
start MS therapy  

MS nurse have been 
infusing treatments in 
OPD rooms to maintain 
service, but this is short 
term and cannot 
continue when face to 
face clinics recommence 

Lack of infusion suite 
capacity due to social 
distancing requirements 
and relocation of IVT 
suite. 

 
St. James Hospital Some non-urgent 

day-cases 
cancelled x 3/12. 
MS infusions 
continued. 

25 day-unit cases Day unit now re-opened No space or nursing time 
to allow us to deal with 
back-log currently. 

Tallaght University 
Hospital  
 
Naas General 

Infusion suite has 
continued 
running 
throughout. Day 
ward closed since 
March but 

20+ LPs on list 

Nerve/muscle 
biopsies on 
surgical WL on 
hold 

Day ward reopened in 
last week, currently 
booking in outstanding 
LPs 

Clinical risk/benefit 

Loss of nurses due to 
redeployment means MS 
nurse is temporarily 
helping with LPs 

All patients to be pre-



 

 

recently 
reopened with 
restrictions. 

Most Rituximab 
/ocrelizumab on 
hold  

analysis will determine 
re restarting 
rituximab/ocrelizumab 
in individual cases 

screened will reduce 
throughput 

Mater Hospital  
 
Cavan General 
Hospital  

Neurology access 
to the infusion 
unit reduced by 
approximately 
50% due to 
facilitation of 
oncology, 
rheumatology, 
and nephrology 
patients within 
the neurology 
space in the DNI. 
Numbers to be 
accommodated 
in the infusion 
suite have 
increased overall 
due to the 
accommodation 
of other 
specialties.  
 

Waiting has 
increased to 
several weeks 
due to 50 per 
cent loss of 
capacity. 
About ten 
patients waiting 
for first infusion 
of highly active 
MS DMT and 20 
patients for 
other infusion 
treatments that 
were deferred. 
Does not include 
apomorphine 
etc. Day case LPs 
cancelled 
March/April and 
most of May with 
increase in 
waiting list for 
same. At present 
approx. 60 day 
case LPs on 
waiting list 

At present we are trying 
to prioritise those who 
can safely be 
accommodated for 
infusion.  
 
We have had to 
increase the number of 
patients we can 
accommodate safely (ie 
roughly a 40-50% 
increase due to decant 
from the hospital day 
infusion unit). To 
facilitate Extended 
opening hours in the 
infusion suite from 
07:30-18:00 (previously 
08:00-16:00). This has 
been in operation for 11 
weeks. 
 
 Over the last week we 
have re-commenced 
day case LPS at 
approximately 30% 
capacity.  
 

Shortage of dedicated 
infusion unit staff at 
present the neurology 
infusion unit is being run 
by one specialist nurse 
who is also covering the 
headache and MS service 
due to staff 
redeployment.  
 
Initially short Registrars 
and SpRs for daycase LPs 
due to redeployment to 
acute stroke and other 
services.  

Beaumont Hospital 27 daycases & 
approx. 50 
Infusions 

50 Infusion 
patients 

Infusions for Neurology 
were transferred to St 
Joseph’s Hospital, 
Raheny to facilitate the 
service. Capacity in St 
Joseph’s is potentially 
an issue – number of 
patients, configuration 
of facility and social 
distancing 

Physical Space is 
inadequate in both St 
Joseph’s hospital and 
Beaumont Hospital, even 
on return, to ensure 
sufficient social distancing 
of patients and staff. 
 

James Connolly 
Hospital  

  As the previous AMAU 
has been extended to 
the part of ED, difficulty 
to get space for patients 
for elective LP and MRI 
under sedation or other 
procedures. 

Needs to liaise with ED 
team for each patient to 
admit these patients for 
few hours in AMAU as has 
no dedicated day unit for 
the same. 

Cork University 
Hospital  

Reduced by 
approx 25% over 
and over normal 

Approx. 120 
patients with 
unacceptable (>3 

No specific or definite 
plans in place 
 

Finding suitable 
space/place within or 
outside hospital campus 



 

 

delays 
 
delays for 
rituximab 
infusions 
particularly bad- 
approx 120 
patients; most 
infusions delayed 
by at least 3 
months; some >6 
months 
  

months) delays 
in receiving MAb 
infusions; 
particularly bad 
for rituximab  

Hospital management 
recognise inadequate 
infusion space as a 
major problem (for GI 
service as well) 

 
Finances required to staff 
and run additional 
infusions 

University Hospital 
Limerick  

Nenagh infusion 
unit has reached 
capacity. LPs can 
be done at 
Barrington’s 

About 10 
patients needing 
rituximab, 
ocrelizumab, 
steroids or IVIg. 

We are going to ask the 
Medicine Directorate to 
allow us to bring 
patients into the 
Medical Day Ward at 
UHL, or otherwise they 
will need to increase 
capacity at Nenagh 
Hospital. 

Lack of capacity in Nenagh 
infusion unit, Lack of 
access to UHL Medical 
Day Ward, complexity of 
accessing infusions at 
Barrington’s. 

Sligo University 
Hospital  
 
Letterkenny University 
Hospital 

Readmissions for 
infusions, 
assessments only 
beginning again 
and very limited. 
Previously 
admissions 3-4 
times weekly via 
AAU approx. 8 
admissions per 
week. AAU 
currently closed 
to these 
admissions.  

   

Galway University 
Hospital  

 Ongoing at Bon 
Secours Hospital 
under private 
Hospitals 
contract for now. 
Expected to be 
switched back to 
MPUHG when/if 
contract ends 

Not expected to 
be significant 

N/A N/A 

Kilkenny/Waterford 
University Hospitals  

    

 

OUT-PATIENT SERVICES  

Hospital       AVAILABLE AVAILABLE MITIGATION  PLAN  BARRIERS  



 

 

OUTPATIENT 
SPACE WITH 
SOCIAL 
DISTANCING   

VIDEOLINK 
FACILITIES  

St. Vincent’s Hospital   Yes No Review all clinics by 
consultants and 
triage to ongoing 
virtual versus 
attendance 

Insufficient 
space/rooms to see 
people safely 

St. James Hospital No Under exploration, 
Epilepsy outreach  

  

Tallaght University 
Hospital  
 
Naas General 

Yes, in Simms 
building.  
A) limited waiting 
room area 
b) Shared OPD space 
with other 
specialties/clinics 
running concurrently 

Awaiting Attend 
Anywhere rollout. 
Need hardware and 
training. Neurology 
was not selected for 
initial rollout. 

Phone clinics 
happening daily for 
returns and some 
selected news. 

Face to face new 
consultations 
currently ~50% of 
precovid. 
Management have 
specified only 
consultants to see 
face to face patients. 
Majority of returns 
via telephone, 
although can be seen 
if in crisis. Phone 
clinics inefficient as 
reduced access to 
registrars. 

Waiting area only 
seats 4 with 
distancing. Still not 
seeing cocooning 
individuals. 
Phlebotomy not 
currently available in 
Simms. 

Access to dedicated 
neurophysiology 
slots for neuropathy 
clinic closed at 
present. 

Mater Hospital  
 
Cavan General Hospital  

DNI – Eccles Street.  
a. Infusion 

suite 
available  

b. Shared 
space with 
patients 
accessing 
cancer 
treatment 
during 
COVID crisis 

c. 2 additional 
rooms 
available in 
lung 
institute on 
need by 
need basis 

Not currently.  
 
OPDs via telephone 
visit.  
 
Being explored. 
 
Epilepsy, MS, PD and 
headache telephone 
service operating 
with nursing cross 
coverage/. 
 
 

OPD continuing at 
80-90%. 
TIA and First Seizure 
Clinics ongoing. 
10-15% require 
switching to face to 
face encounter. 
 
SpRs, registrars and 
ANPs sequestered to 
wards OPD is largely 
consultant driven 
service at present. 
 
Some OPD new cases 
(30-40%) have had to 
be deferred. 
 
All reviews by 
telephone encounter 
as video review not 
available and 
switched to face to 
face if necessary. 

 
Access to all 
outpatient 
neuroimaging has 
been cancelled 
except for 
exceptional 
circumstances. 
 
OPD phlebotomy has 
been curtailed- 
logistically requires 
more organization 
and sometimes 
facilitation through 
our day ward.  
 
EMG/NCS 
cancelled/deferred. 
 
OPD EEGs initially all 
cancelled some now 
being facilitated 
through MMPH at 



 

 

 30% capacity.  
Beaumont Hospital Limited outpatient 

space available. 
Competing for space 
with all other 
services in Beaumont 
Hospital. OMNI 
centre with 
individual treatment 
rooms 

In progress (TPRO)- 
successful trial runs 
but computer 
hardware required. 

 Neurology Service & 
Consultants 
scattered across 
three sites, 
Beaumont Hospital, 
OMNI & St Josephs 
Raheny. Lack of 
single dedicated 
appropriately spaced 
facility to run a 
structured neurology 
service 

James Connolly 
Hospital  

No dedicated area. 
Share the space with 
other specialities  

None currently. 
Recommended 
Attend Anywhere. 
Need hardware and 
installation.  

Restarted face to 
face consultations 6 
patients/clinic.  

90% returns are 
managed by 
telephone clinics 

Common waiting 
area for all 
specialities causes 
challenges. 

Needs more staff to 
address backlog. 

Cork University 
Hospital  

St Catherine’s 
Convent (not 
previously used for 
clinic purposes).  3 
clinic rooms 
available.  Reduced 
capacity by 25% for 
all clinics 

Cork has a 
temporary 
arrangement on a 
videolink solution 
but PC’s in new 
clinic location have 
no camera access.   

Recently started 
seeing new patients 
in person 
 
Return patients 
mostly consulted by 
telephone but 
patients in crisis seen 
in person 
 
Epilepsy nurses 
continue to provide 
phone support to 
active epilepsy 
patients 
 
 

No wheelchair access 
to upstairs rooms in 
temporary OPD 
space 
 
Waiting room in 
clinic too small 
 
Space shared with 
other specialties 
including oncology, 
haematology 
 
Need more 
consultants as 
efficiency in clinics 
reduced as phone 
consultations not 
efficient  

University Hospital 
Limerick  

16 patients per week 
available space 

Not currently 
available. ‘Attend 
anywhere’ has been 
proposed by 
hospital 
management but 
not yet 
implemented.  

  

Sligo University 
Hospital  
 
Letterkenny University 

No  No   



 

 

Hospital 
Galway University 
Hospital  

6-8 patients (not 
including carers who 
frequently 
accompany patients) 
24 seats available at 
baseline.   

Not available   

Kilkenny/Waterford 
University Hospitals  

Yes, but shared with 
other discipline and 
access limited 

Not available at this 
time – rollout of 
TPRO system 
planned in coming 
months 

UHW management in 
process of sourcing 
further OPD space on 
site, further details 
on same awaited 

 

 

OUTPATIENT DIAGNOSTICS REQUIRED FOR NEUROGICAL CARE  

1. NEUROIMAGING  
Hospital       Number of 

required scans per 
month  

Rationale  
(JC Virus 
Surveillance, 
Disease Activity, 
other) 

COVID BACKLOG  MITIGATION  

St. Vincents Hospital   50 Tysabri safety scans 
and disease 
surveillance / relapse 
assessment scans 
Diagnostics other 
conditions  

Approximately 300 Trying to 
outsource Scans 

St. James Hospital 60 (15 per week) MS Surveillance and 
urgent scans; 
Diagnostics other 
conditions 

12 weeks of 
scanning cancelled 
– approx. 180 

Have been 
added to wait 
list in SJH – 
current routine 
W/L is 2 yrs and 
urgent is 2/12 

Tallaght University Hospital  50 JC virus surveillance 
and assessing for new 
lesions in patients on 
DMTs; Diagnostics 
other conditions 

Almost no OPD 
imaging done since 
mid-March. In last 
week some limited 
OPD imaging has 
started. Even pre-
covid ?1yr WL for 
routine MRI. 
Reduced 
throughput will 
mean longer WL. 

Have asked 
management to 
consider 
outsourcing. 

Mater Hospital  65 JC virus surveillance 
and assessing for new 
lesions in patients on 
DMTs 
Diagnostics other 

>1 year waiting list 
for MRI which is 
likely to grow after 
Covid.  
Other waiting lists 

Unclear if NTPF 
for imaging will 
restart post-
Covid. 



 

 

conditions: epilepsy 
evaluation, headache 
etc 
DAT and PET scans also 
cancelled as well as all 
outpatient CT scans.  

for PET, DAT and CT 
also likely to 
increase.  
 

Beaumont Hospital 50  JC virus surveillance 
and assessing for new 
lesions in patients on 
DMTs, Diagnostics 
other conditions 

  

James Connolly Hospital  10  Disease Surveillance; 
Diagnostics other 
conditions 

The MRI backlog 
has been addressed 
by radiology Dept 
and imaging is 
outsourced. 

 

Cork University Hospital  170 Tysabri safety scans, 
MS surveillance scans; 
Diagnostics other 
conditions 

Hard to judge 
exactly but 
reasonable to 
estimate a 30-40% 
reduction in 
throughput since 
Covid19  
While the hospital 
may allocate MRI 
slots for the MS 
cohort, other 
patients will wait 
even longer 
 
Non-MRI scan 
times significantly 
delayed e.g. 
outpatient CT 
imaging; DAT scans; 
PET studies; 
admittedly these 
are usually not as 
urgent  

Only solution is 
to purchase MRI 
slots in private 
sector as CUH 
MRI service 
(private vendor) 
seems saturated 

University Hospital Limerick  50 Tysabri safety scans / 
disease surveillance, 
relapse assessment; 
Diagnostics other 
conditions 

20 per month Not sure. We 
haven’t been 
told about any 
additional 
capacity at the 
Barrington’s 
scanner. 

Sligo/Letterkenny University 
Hospital  

50 Significant backlog 
anticipated, 
particularly I 
Letterkenny 

  

Galway University Hospital  40 JC virus surveillance 
and assessing for new 

  



 

 

lesions in patients on 
DMD treatment. 
Diagnostics other 
conditions 

Kilkenny/Waterford University 
Hospitals  

25 JC virus surveillance 
and assessing for new 
lesions in patients on 
DMD treatment. 
Diagnostics other 
conditions 

45-50  

 
 

2. NEUROPHYSIOLOGY BACKLOG 

Hospital       WAITING LIST 
EMG /NCS  

WAITING 
LIST EEG  

BACKLOG SINCE 
COVID19  

MITIGATION  COMMENTS 

St. Vincents Hospital   Unknown at the time of completion of the report  
St. James Hospital 96 82 6 EP cancelled  

45 EEG; 120 EMG 
and 7EP awaiting 
appointment. 
Sleep Lab – 24 
PSGs per month;  
4 MSLTs per 
month 
 

  

Tallaght University 
Hospital  
 
Naas General Hospital  

1271 194 280 (as of 
30.4.2020) 

Currently 
reconfiguring 
workflow & 
workspace to 
recommence 
OPD EMG, EP 
and EEG clinics 
in June, incl. 
pre-OPD 
triage. 

Expected 
throughput to 
be diminished 
to cater for 
social 
distancing, 
cleaning of 
workspaces and 
use of PPE. 

Mater Hospital  Unknown at the time of completion of the report  
Beaumont Hospital Not available in validated format  at the time of completion of this report  
James Connolly 
Hospital  

Referrals generally 
sent to BH and also 
sent to private 
hospitals.  No data 
available 

Referrals 
generally 
sent to BH.  
No data 
available. 

Unknown NA NA 

Cork University 
Hospital  

CUH has maintained an in-patient and urgent out-patient service and have resumed out-
patient services since May 8th. There has been a physical disruption to the service (location 
change) and alterations to clinics, the full impact of the Covid 19 is not yet known. Data is 
being gathered as a matter of priority but not available at this time.  

 
University Hospital 
Limerick  

40 NCS 113 Adult 
EEG  

Total of 307 on 
waiting list.  

We are 
allowed to do 

We need to be 
able to do a few 



 

 

 
150 
Paediatric 
EEG 

Routine EEG and 
NCS cancelled for 
the past 7 or 8 
weeks. Only a 
limited number of 
urgent EEG 
service is 
currently 
available. In 
normal 
circumstances 
e.g. January: 
Limerick did 5 
visuals; 15 NCS; 
105 EEGs i.e.125 
patients.  
Averaging 24-25 
EEG per week.  

5 urgent EEGs 
per week. We 
are not 
allowed to do 
nerve 
conduction 
studies 

more EEGs, and 
to re-start a 
small number of 
routine NCS 

Sligo/Letterkenny 
University Hospital  

48- however all 
Neurophysiology 
currently is 
performed in the 
Hermitage private 
hospital with order 
numbers being 
obtained from 
management. 

    

Galway University 
Hospital  

1256 (28th April 
2020) 

342 (28th 
April 2020) 

1182 (28th Feb 
2020) 

  

Kilkenny/Waterford 
University Hospitals  

Service not 
available in UHW 

Service not 
available in 
UHW 

n/a   

 
OTHER INTERVENTIONS 

EPILEPSY MONITORING UNITS  

Hospital Number of Patients Procedure Waiting Time 
Beaumont Hospital 176 Phase I (surface) cEEG 11-12 months 

27 Phase II (intracranial) cEEG >24 months wait period 
Galway University hospital 27 (oldest request 

16.7.2016) 
 24 months (allocated 1 

per month) 
Cork University Hospital 52 Phase I (surface) cEEG 10 months 
 

EPILEPSY MONITORING UNITS SINCE ONSET OF COVID 19 

Hospital Number of Patients Referred Procedure 
Beaumont Hospital 10  Phase I 

2 Phase II 
Cork University Hospital 55 (total now 57) Phase I 
 



 

 

INTELLECTUAL DISABILITY & EPILEPSY SERVICES  

Hospital Number of Patients SINCE COVID19  
Cork 240 per annum approx. 15- 

20 per month 
Outpatient Stopped  

   
 
 
 
 
NEUROPSYCHOLOGY  
 
Hospital       WAITING LIST  BACKLOG 

SINCE 
COVID19  

MITIGATION  COMMENTS 

St. Vincent’s University 
Hospital   

Unknown at the time of 
completion of this report 

   

St. James University 
Hospital 

No Access to Neuropsychology  

Tallaght University 
Hospital  
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

138 (outpatient – combining 
intervention/therapy and 
neuropsychological 
assessment) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

29 
(outpatient) 

Essential-only 
inpatient service 
provided 
throughout covid-
period. No referrals 
for first month. 
Steady increase 
since.  

 

Outpatient clinics 
running in Simms 
building. All 
outpatient contact 
by phone. All return 
therapy/ 
intervention 
patients offered 
ongoing 
appointments as 
normal. Initially all 
new outpatient 
appointments 
suspended but 
limited service has 
re-commenced by 
phone with plan to 
expand.  

All 

Lack of 
appropriate 
permanent office 
and assessment 
space in the 
hospital limits 
breadth of 
inpatient work 
and is inefficient.  

No access to video 
clinics in Simms 
limits options for 
outpatient 
therapy and for 
developing tele-
neuropsychology 
clinic. Insufficient 
hardware.  

Some 
neuropsychology 
time necessarily 
allotted to 
hospital-wide staff 
support service. 
This is reducing.  

Understaffed 
service. Further 
permanent 



 

 

 

Naas General Hospital  

 

 

No Neuropsychology service 
in NGH 

Neuropsychological/ 
cognitive 
assessments placed 
on hold. Plan to trial 
tele-
neuropsychology 
assessment when 
possible but will not 
meet all needs. 
Dependent on ICT.  

 

neuropsychology 
posts required. 
Additional whole 
time staff grade 
(or equivalent 
Senior) 
Psychologist 
would help clear 
backlog, improve 
waiting list and 
manage 
anticipated surge 
in post-covid 
referrals 

Mater Hospital  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Pre-COVID: longest waiter for 
cognitive assessment was 
around 11 weeks and for 
therapy was around 9 weeks 
 
Post COVID:   Longest waiter 
for cognitive assessment is 
around 26 weeks (outpatient 
cognitive assessment not 
possible under current 
circumstances) 
Longest waiter for therapy is 
around 4 weeks  
  
 

18 DBS 
17 General  
 
35 Total 

Telephone / webex 
appointments 
ongoing for 
therapeutic input 
 
Likely to transition 
to another platform 
soon 
 
 

National DBS 
service, with 2 
sessions per week 
of general 
neuropsychology 
input. DBS 
assessments will 
not restart until a 
timeline is clear to 
resume surgeries 
(assessment must 
be carried out 
within ~6 months 
of surgical date to 
be valid) 

Beaumont Hospital Service covers Neurology, Neurosurgery & Stroke. Chronic understaffing with 1.5 wte for 
entire service. Should have 2.0wte for stroke alone. 
Services has grown 3 fold with no commensurate increment is staff numbers.  
Waiting lists for neuropsychology assessment is current  2 years, although urgent cases can 
be prioritized.  
Service now  further limited by COVID – barriers  include absence of facilities for face to 
face assessment  with appropriate social distancing.  Possibility of online assessment is 
being actively explored.  Additional facilities are being explored at OMNI but this 
challenges existing staffing numbers.  But main barriers are critical staffing shortages – 
service is at breaking point 

James Connolly Hospital  NO NEUROPSYCHOLOGY 
SERVICE IN PLACE 

  Need access: 
increasing 
functional 
neurological 
disorders. 
Referring 
suspected 
dementia patients 
to St James’s 
memory clinic to 



 

 

access the same. 

Cork University Hospital  NO NEUROPSYCHOLOGY SERVICE IN PLACE  
University Hospital 
Limerick  

Clinical Neuropsychology is 
limited to inpatients, and a 
few outpatients. Very limited 
access to outpatient service 
due to Covid-19. The 
outpatient waiting time was 
already >12 months pre-
Covid. 

.    

Sligo/Letterkenny 
University Hospital  

No access to Neuropsychology  

Galway University 
Hospital  

Not available at baseline 
 

Kilkenny/Waterford 
University Hospitals  

Service not available in UHW 

 
 
 
SPECIFIC ISSUES RELATING TO INDIVIDUAL CENTRES  
 
Hospital       DESCRIPTION OF SPECIFIC ISSUES /BARRIERS TO RE-ESTABLISHMENT OF 

NEUROLOGICAL CARE   
St. Vincent’s University 
Hospital   

Lack of third SpR means more patients will have to be cancelled.  

Requested Covid locum consultant and denied same. 

Nurses redeployed to wards for ‘Covid work’ and reduced neurology services 

No elective admissions allowed so inevitable backlog building. 
St. James University  Hospital Space remains significant problem. 

As regards barriers - inequality of access to resources across country, regions and hospitals 
only high-lighted by Covid19. Many changing practice to continue to provide care but 
significant strain is highlighting the need for appropriate staffing, for which the support of 
the NCP would be greatly appreciated. 

Tallaght University Hospital  Not all members of the MDT have been re-instated (eg dietician, redeployed neurology 
CNS). Significant difficulties in delivering high quality multidisciplinary care due to 
inadequate staff e.g. dietetics, PT, OT.  

1.5 Neurology CNS are externally funded yet provide significant clinical service. 

Limited Neuropsychology and Neurophysiology OPD availability at present. 

Reduced access to OPD neurophysiology impacts particularly on neuropathy and 
neuromuscular specialty clinics. 

Neurology Ruttle ward designated as Covid ward will have significant impact on access to 
elective bed, NARU, neurology staff office space. 



 

 

Mater Hospital  We will not be able to provide similar service to before C19 without return of 2 x 1.0 WTN 
redeployed nurses (MS and Movment).  
Significant backlog for neuroimaging is expected given the cancellation of outpatient 
testing. 
Backlog of infusion/day unit services from cancellations due to Covid will be significant. 
Reduced available space due to 2m social distancing requirement within the infusion suite 
so less patients can be accommodated safely at any one time.  

Beaumont Hospital Clinic space remains a major challenge.  OMNI facilities available for some services (e.g. 
headache/migraine) but not for others (e.g multidisciplinary MND service) 
Not all members of the MDT have been re-instated. 
 Significant difficulties in delivering high quality multidisciplinary care due to staffing 
shortages – particularly in SLT & OT.  As ward activities increase,  out patient services are 
increasingly curtailed, leading to challenges in providing high quality  community outreach 
by MDT. 
Significant backlog of Neurophysiology waiting lists pre COVID  and physical size of 
department inadequate to establish same level of service given need for social distancing 
of patients and staff. 
Significant backlog in Neuropsychology  
 

James Connolly Hospital  Availability of dedicated Neurology Team 
No dedicated inpatient Neurology beds.  
No Neuropsychology access.  

Cork University Hospital  Outreach epilepsy clinic service has ceased since pandemic 
Inpatient video-EEG monitoring service has ceased (patients referred from Munster region 
including Limerick) 

University Hospital Limerick  Ideally there is a need to start clinics again on-site at UHL. All other mitigation options are 
time consuming and inefficient, and drastically reduce numbers of patients seen. 

Sligo/Letterkenny University 
Hospital  

Very limited numbers of new patients can now be reviewed which will massively increase 
waiting lists which are already up to 4 years long.  

Staffing of two Neurologists grossly inadequate to cover population served. 

Galway University Hospital  NTPF application sent through for additional consultant support as we have been down 1.4 
WTEs though this whole COVID period time, we have taken over much of Stroke service to 
cover COVID losses and the waiting lists have only extended significantly. It is not clear if 
the NTPF application will succeed. There is no progression on this. 
 
We have suggested to the Hospital that Portacabin builds are emergently needed to create 
larger clinic spaces with more appropriate waiting areas onsite at UHG where car pars 
adjacent to the main building could be taken over. This is not for neurology alone but for 
all the hospital. These are urgently needed now, likely at all sites. 
 
We have suggested to the Hospital that for inpatients the 2 metre rule has to be applied 
on open wards but this would massively reduce capacity for inpatients. 4 Medical wards 
have long wards with wherein beds are no more than 1 metres apart. Accordingly we have 
suggested portacabin temporary wards to manage this and to be ready for a second wave - 
- - but also as a larger investment for other social distancing for Infection control. Much 



 

 

has been learned in our Hospital Group about the challenges in MUH Castlebar  where the 
whole hospital had only a very limited number of single rooms. This change is urgently 
needed across all hospitals and all sites to protect patients from infection in hospital – not 
just for COVID but for all disorders. 
 
At best we project new patient visits will be reduced to 50-60% current capacity which was 
already inadequate at just 4.4 WTEs at consultant level. Therefore 2-3 WTE Neurologists 
are needed urgently , but also in an appropriate physical environment to manage our 
patients needs. 
 
Finally we have lost an SpR this year and as of today it isn’t clear that we will be able to fill 
all NCHD posts. 

Kilkenny/Waterford University 
Hospitals  

• Lack of staff – No dedicated Multidisciplinary Team for Neurology. No Nurses etc.  
• Space issues – management in UHW seem to have identified dedicated spaces 

where some face to face clinics might safely restart, but no official word yet 
• Diagnostics –MRI access too little and often too late, lack of neurophysiology 

makes dedicated in-patient care under Neurology impossible. 
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