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Introduction  

The COVID-19 Vaccine Allocation Strategy developed by the National Immunisation Advisory 

Committee (NIAC) and the Department of Health, was endorsed by the National Public Health 

Emergency Team (NPHET) and approved by Government on 8th December 2020 (see attached 

Appendix 1). Given that vaccine supplies were initially going to be limited, a number of groups 

were prioritised for receipt of vaccine on the basis of the epidemiology of COVID-19, 

preliminary information on vaccines, and in line with the ethical principles set out in the 

Department of Health Allocation Framework for Equitable Access to COVID-19 Vaccine(s). In 

line with the primary objective of the vaccination programme, to reduce mortality and 

morbidity as a consequence of COVID-19 and protect the healthcare service those aged 65 

and older in long-term residential care were prioritised, as were frontline healthcare workers. 

Increasing age is the clearest risk factor associated with hospitalisation, ICU admission and 

death. This risk is amplified for older persons living in long term residential care as they have 

a higher risk of exposure to infection. Frontline healthcare workers are also at high risk of 

exposure to SARS-CoV-2 and are vital to maintaining the delivery of healthcare services.  

 

Vaccination Programme 

Ireland’s vaccination programme began on 29th December 2020 with the initial rollout 

focusing on healthcare workers in frontline services and the 65 and older cohort in long term 

residential care facilities. Three vaccines are approved and in use in Ireland and approximately 

1.8% of the population (90,000 people) have been fully vaccinated. As of Sunday 14th February, 

a total of 271,942 vaccines have been administered (180,192 first doses and 91,750 second 

doses).  

From February 15th 2021, vaccine rollout moved into the community and those 70 years and 

older (beginning with those 85 years and older), will receive their vaccination over the next 

three weeks. The HSE has had extensive engagement with the Irish College of General 

Practitioners and the Irish Medical Organisation to agree the model to deliver mRNA vaccines 
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to the those aged 70 years and older in the community, in line with recent NIAC advice. 

Arrangements have been made to reach patients who are unable to travel to a vaccination 

location and need to receive a home visit. The intention is that all persons aged 70 years and 

over will have been fully vaccinated by mid-May, with the vaccination programme building 

incrementally and achieving significant scale and volume in the coming weeks to achieve this 

target. Significant work is also underway to create additional capacity to enable the most 

efficient vaccination of the broader population, including the establishment of mass 

vaccination centres across the country.  

 

Review of Vaccine Allocation  

The provisional vaccine allocation strategy contained a commitment that the priority groups 

would be kept under review and would be updated and adapted where necessary in light of 

any new evidence and/or a changing epidemiological situation.  Since the publication of the 

provisional priority listing at the beginning of December, Ireland has experienced increasing 

disease incidence with extremely elevated case counts reported from late December 2020 

onwards. The 14-day incidence rate peaked at 1534 on 15th January 2021, 395% and 624% 

greater than the highest levels observed in the second and first waves, respectively (noting 

that testing was limited in the earlier months of the pandemic). This third wave resulted in 

very significant impact across the health and social care system, with particularly intense 

pressure experienced by acute hospitals and critical care. During the current wave, the total 

number of patients with COVID-19 in hospitals peaked at 2020 on 18th  January, while the total 

number of COVID-19 patients in critical care recently peaked at 221 on 24th January 1, 402 % 

and 43% greater than the highest levels observed in the second and first waves, respectively. 

To date, the number of COVID-19 related deaths that have occurred since December 1st 2020 

is 1,928, which represents 48% of all mortality since the outset of the pandemic.  

 
1 It should be noted that a substantial amount of critical care outreach and non-invasive ventilation has been 
provided outside the intensive care unit setting during the current wave. 



0 | P A G E  

Concurrently, there has been the emergence of SARS-CoV-2 variants of concern, including the 

B.1.1.7 variant which is the predominant circulating strain in Ireland currently. The B.1.1.7 

variant appears to be more transmissible and may cause more severe infection, while there is 

still a good deal of uncertainty regarding severity estimates for other variants of concern 

B.1.351 and P.1.  The European Centre for Disease Control (ECDC) have observed that 

increased transmissibility will result in higher absolute numbers of infections, which in turn, 

”is likely to lead to higher hospitalisation and death rates across all age-groups, but particularly 

for those in older age groups or with co-morbidities”2.  

Moreover, in the initial vaccine allocation strategy, the NIAC listed several medical conditions 

associated with an increased risk of serious illness and death3. In the interim, additional 

national and international evidence has become available which enables a more detailed 

examination of specific underlying medical conditions which increase the risk of developing 

severe disease or dying following infection with SARS-CoV-2. This has allowed NIAC to include 

conditions and sub-divide those with specific medical conditions into those at very high-risk 

and those at increased risk of serious disease and death (see attached Appendix 2). Medical 

conditions and magnitude of risk from each of these underlying conditions will be monitored 

and periodically reviewed. 

In light of the changing context since December 2020 and in line with the procedural value of 

responsiveness, the NIAC and the Department of Health have been re-examining the 

provisional vaccine allocation priority groups4. Recommendations from NIAC were received by 

the Department of Health on 17th February 2021 (see attached Appendix 2). The NIAC have 

 

2 ECDC Risk Assessment: Risk related to the spread of new SARS-CoV-2 variants of concern in the EU/EEA – first 
update 21 Jan 2021, available at: https://www.ecdc.europa.eu/en/publications-data/covid-19-risk-assessment-
spread-new-variants-concern-eueea-first-update 

3 Chronic heart disease, including hypertension with cardiac involvement; chronic respiratory disease, including 
asthma requiring continuous or repeated use of systemic steroids or with previous exacerbations requiring 
hospital admission; Type 1 and 2 diabetes; chronic neurological disease; chronic kidney disease; body mass 
index >40; immunosuppression due to disease or treatment; chronic liver disease. 
 
4 Austria, Czechia, Croatia, France, Malta, The Netherlands, Portugal, Romania and Slovakia have all adjusted 
their priority groups as they have rolled out their vaccination programmes.  
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completed a review of the epidemiology of COVID-19 disease, as well as an extensive literature 

review, and deliberations have also been informed by submissions from HSE clinical 

programme as well as submissions from a wide variety of stakeholders. The NIAC 

recommendations have also been informed by the Department of Health Vaccine Allocation 

Framework for Equitable Access to COVID-19 vaccines.   

In summary, it is recommended that  

1. those aged 16-69 years with a medical condition(s) associated with a very high risk 

of serious illness and death should be vaccinated directly after the 70 and 

oldercohort, on the basis that they are at a similar risk of hospitalisation and death 

as those aged 70-74 years;  

2. the next group to be vaccinated should be those aged 65-69 years with an 

underlying condition which puts them at high risk of severe disease or death;.  

3. other healthcare workers not in direct patient contact and those deemed essential 

for delivering the immunisation programme should then be vaccinated in parallel 

with all others aged 65-69 years;.  

4. directly following this group, those aged 16-64 years with medical conditions which 

put them at high-risk of severe disease or death should be vaccinated.      

In addition, it is  recommended that those aged 16-69 years at very high or high risk of some 

specific conditions which may be associated with a less robust response to vaccines e.g. 

chronic kidney disease, immunocompromised patients, should preferentially receive an 

mRNA vaccine, if it does not result in a delay in vaccination of more than three weeks versus 

when they would otherwise receive a non-mRNA vaccine. All others in this cohort can 

receive any one of the three vaccines currently authorised for use in Ireland. 

The recommendations are consistent with the primary objective of the vaccination campaign 

to reduce morbidity and mortality which in turn will improve resilience of and protect the 

healthcare system from being overwhelmed. Targeting individuals with medical conditions 

known to be associated with severe COVID-19 disease for early vaccination should reduce 

hospital and ICU admissions as well as mortality. This is particularly relevant in the context of 

emerging variants of concern. An ECDC technical report published on December 22nd 2020, 
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using mathematical modelling found that the most effective and efficient approach is to 

prioritise the vaccination of those groups at highest risk of severe disease and death. 

Modelling suggested a strategy of vaccinating adults aged 60 years and over and younger 

adults with preconditions would be 98% as effective in preventing mortality as vaccinating all 

adults5. Accelerating the vaccination of those at very high and high risk of severe disease or 

death as a result of COVID-19 is also consistent with ECDC advice to Member States in its most 

recent rapid risk assessment, which recommends “rapidly and efficiently rolling out 

vaccination to the populations most at-risk of high morbidity and mortality from COVID-19”6.  

Vaccinating those most vulnerable to poor clinical outcomes as result of COVID-19 also 

upholds the principles of minimising harm and fairness as it seeks to address the 

disproportionate burden those with underlying conditions face in terms of adverse outcomes 

relative to the general population. In ensuring that healthcare workers and those essential to 

the immunisation effort are also vaccinated, the principles of minimising harm and reciprocity 

are maintained.  

 

 

 

 

 

 

 

 
5 ECDC. COVID-19 vaccination and prioritisation strategies in the EU/EEA. Technical Report. 22 December 2020. 
Available at: https://www.ecdc.europa.eu/en/publications-data/covid-19-vaccination-and-prioritisation-
strategies-eueea#:~:text=Technical report 22 Dec 2020 This document builds,COVID-19 vaccination in the 
EU/EEA and the UK’.  
6 ECDC. Rapid risk assessment: SARS-CoV-2 - increased circulation of variants of concern and vaccine rollout in 
the EU/EEA, 14th update. 15th February 2021. Available at: https://www.ecdc.europa.eu/en/publications-
data/covid-19-risk-assessment-variants-vaccine-fourteenth-update-february-2021 
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Appendix 1. Provisional Vaccine Allocation Groups December 2020 

 

Rank Group Rationale Ethical Principles 

1 Adults aged ≥65 years who 
are residents of long-term 
care facilities. Consider 
offering vaccination to all 
residents and staff on site. 

At greatest risk of severe 
illness and death. 
In Ireland, in the first wave 
of COVID-19, 56% of deaths 
occurred in this setting. 

In line with the principle of minimising 
harm, vaccination of this group would 
protect those at greatest risk of a poor 
outcome from infection. It adheres to 
the principle of moral equality and the 
principle of fairness in recognising the 
disproportionate burden this group has 
carried. 

2 Frontline healthcare workers 
(HCWs)* in direct patient 
contact roles (including 
vaccinators) or who risk 
exposure to bodily fluids or 
aerosols. 

At very high or high risk of 
exposure and/or 
transmission. In the first 
wave over 30% cases were 
in healthcare workers. 

The principle of minimising harm is 
realised, as benefit will accrue to 
healthcare workers and the patients 
they care for, producing a multiplier 
effect. Society also has a reciprocity-
based duty to protect those who bear 
additional risks to safeguard the 
welfare of others.  

3 Aged 70 and older in the 
following order:  
85 and older  
80-84  
75-79 
70-74 

At higher risk of 
hospitalisation and death. 

The principle of minimising harm, 
moral equality and fairness are relevant 
as this group are at greater risk of 
carrying disproportionate burdens from 
the pandemic. 

4 Other HCWs not in direct 
patient contact.  

Provide essential health 
services, protect patients. 

Maintenance of healthcare services, 
minimises harm by preventing injury, 
illness and death from causes other 
than COVID, and the principle of 
reciprocity is upheld.  

5 Aged 65-69. Prioritise those 
with medical conditions** 
which put them at high risk of 
severe disease. 

At higher risk of 
hospitalisation and death. 

By protecting those at greatest risk of 
poor outcomes from the disease the 
principle of minimising harm is upheld.  

6 Key workers (to be further 
refined). 

Providing services essential 
to the vaccination 
programme (e.g. logistical 
support) as well as 
maintaining societal and 
economic activity. 

Upholds principle of minimising harm 
by protecting the continuing 
functioning of essential services. The 
principle of reciprocity is upheld.  

7 Aged 18-64 years with 
medical conditions** which 
put them at high risk of 
severe disease. 

At higher risk of 
hospitalisation.  

By protecting those at greatest risk of 
poor outcomes from the disease the 
principle of minimising harm is upheld. 



0 | P A G E  

8 Residents of long-term care 
facilities aged 18-64  

High risk of transmission.  The principles of moral equality and 
fairness are applicable, given the higher 
risk of exposure to infection and the 
potential vulnerability of some who 
may not be able to adequately protect 
their own interests. 

9 Aged 18-64 years living 
working in crowded 
accommodation where self-
isolation and social distancing 
is difficult to maintain.  

Disadvantaged 
sociodemographic groups 
more likely to experience a 
higher burden of infection.  

The principles of moral equality, 
minimising harm (especially in the 
context of multi-generational 
households) and fairness are relevant. 
Prioritising this group recognises that 
structural inequalities make some 
people more vulnerable than others to 
COVID-19 

10 Key workers in essential jobs 
who cannot avoid a high risk 
of exposure to COVID-19. 
They include workers in the 
food supply system, public 
and commercial transport and 
other vital services 

High risk of exposure as 
unable to work without 
physical distancing. 
 

The principle of minimising harm is 
upheld by reducing societal and 
economic disruption and the principle 
of reciprocity recognises the additional 
risk these groups bear in order to 
provide essential services  

11 Those who are essential to 
education and who face 
disease exposure -primary 
and second level school staff, 
special needs assistants, 
childcare workers, 
maintenance workers, school 
bus drivers etc.  

To maintain the opening of 
full-time education of all 
children who have been 
disproportionately impacted 
from the pandemic. 

Maintaining children’s educational and 
social development and facilitating 
parents’ employment adheres to the 
principle of minimising harm. The 
principle of reciprocity is also relevant 
given the potential additional risk being 
borne by such groups. 

12 Aged 55-64 years. Based on risk of 
hospitalisation. 

The principles of moral equality, 
minimising harm and fairness apply. 

13 Those in occupations 
important to the functioning 
of society, e.g., third level 
institutions, entertainment 
and goods-producing 
industries who work in 
settings where protective 
measures can be followed 
without much difficulty. 

Moderate risk of exposure.  The principle of minimising harm is 
upheld as protecting workers needed 
to maintain critical infrastructure and 
other important services will enable 
social and economic activity. The 
principle of fairness and moral equality 
also apply. 

14 Aged 18-54 years who did not 
have access to the vaccine in 
prior phases. 

If evidence demonstrates 
the vaccine(s) prevent 
transmission, those aged 
18-34 should be prioritised 
due to their increased level 
of social contact and role in 
transmission. 

The principle of minimising harm is 
relevant should it become clear that a 
vaccine can impact on transmission of 
the virus as this would indirectly 
protect the most vulnerable in society 
as well as restore social and economic 
activity. 

15 Children, adolescents up to 18 
years and pregnant women 
(to be refined). 

If evidence demonstrates 
safety and efficacy.  

The principles of moral equality, 
minimising harm (if vaccines are shown 
to be safe and effective in these 
groups) and fairness  

*Includes health care workers who work in and out of all healthcare settings  
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**Chronic heart disease, including hypertension with cardiac involvement; chronic respiratory 

disease, including asthma requiring continuous or repeated use of systemic steroids or with 

previous exacerbations requiring hospital admission; Type 1 and 2 diabetes; chronic 

neurological disease; chronic kidney disease; body mass index >40; immunosuppression due 

to disease or treatment; chronic liver disease. 
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National Immunisation Advisory Committee Interim 

Recommendations 

Priority groups for COVID-19 vaccines, February 2021 

 

NOTE: This guidance will be subject to ongoing review as more evidence becomes available about 

COVID-19 vaccines, their safety, efficacy, effectiveness, impact on virus transmission and 

population immunity and as new vaccines are authorised by the European Medicines Agency 

(EMA) and become available in Ireland. Different weighting may need to be given to different 

values and priority of ranking as more evidence emerges. 

 
 

BACKGROUND 

The National Immunisation Advisory Committee (NIAC) has continued to keep the priority group 

listing for COVID-19 vaccine under review, according to current and evolving understanding of the 

clinical, microbiological and epidemiological profile of COVID-19 internationally and in Ireland, 

with a focus on those at greatest risk from COVID-19. 
 

Most of the population are still at risk of COVID-19. However, certain groups are at increased risk 

of infection and disease and the highest proportion of hospitalisations and case fatality rates 

continue to be those aged 65 and older. 
 

Since the publication of Provisional Vaccine Allocation Groups on 8 December 2020, three COVID- 

19 vaccines have been authorised in Ireland (Comirnaty®, Pfizer/ BioNTech, COVID-19 Vaccine 

Moderna® and COVID-19 Vaccine AstraZeneca®). All three vaccines are currently being 

administered to complete vaccination of the first groups, those aged 65 and older living in long 

term care facilities and their staff and frontline healthcare workers. 
 

NIAC recently issued guidance for the vaccination of the next priority group, those aged 70 and 

older, which commenced this week. 
 

In January 2021, the NIAC commenced this rolling review of priority group listing which 

examines the next four priority groups: 
 

• Other healthcare workers not in direct patient contact 

• Those aged 65-69 - prioritise those with medical conditions which put them at high 

risk of severe disease 

• Key workers essential to the vaccination programme 

• Those aged 18-64 years with medical conditions that put them at high risk of severe 

disease 

https://www.gov.ie/en/publication/39038-provisional-vaccine-allocation-groups/
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Vaccination Programme Aims 

 

The aims of the vaccination programme are to ensure equitable access to safe and effective 

vaccines with the goals of limiting severe disease and death from COVID-19, protecting healthcare 

capacity and enabling social and economic activity. 
 

The general approach taken by NIAC for prioritisation to help with planning for vaccine 

implementation is based on: 
 

• disease burden and severity in risk groups 

• impact on society 

• vaccine specific information 

• moral equality of the person, minimising harm, fairness, and reciprocity 

 

 

PRIORITISATION REVIEW METHODOLOGY 

The NIAC deliberations on the review of the priority groups have been wide ranging, considering 

the risks of disease and the benefits afforded by the vaccines and assessing national and 

international evidence. 
 

The NIAC undertook a comprehensive review of the epidemiology of COVID-19 disease 

(hospitalisations, ICU admission, death) in Ireland, literature reviews of national and international 

evidence and bioethical consultation. Each of the HSE National Clinical Programme Leads was 

invited to define and provide evidence to identify groups at high risk of severe disease. In addition, 

the Committee considered over one hundred unsolicited submissions from clinical and patient 

advocacy groups, Oireachtas members and individuals. 

 
 
 

PRIORITISATION REVISION 

NIAC previously identified a number of medical conditions associated with an increased risk of 

serious disease and death as outlined in the current priority list. There is now further national and 

international evidence to include additional conditions to this list. 
 

These at-risk medical conditions can be further subdivided into those at high and very high risk 

for severe COVID-19 disease. International systematic reviews show that those with specific 

medical conditions are at similar very high risk of severe COVID-19 disease and death as those 

aged 70-74 years. As the vaccination of those aged 70 and older is already underway, those aged 

16-69 at very high-risk should be next to be vaccinated. 
 

By age, the next cohort to be vaccinated are those 65-69. As previously stated, those at high risk 

should be vaccinated first (see Table 1). 
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Table 1 Stratification of very high risk and high-risk medical conditions 

 

We recognise that the majority of frontline healthcare workers (HCW) have been vaccinated. NIAC 

suggests that all other HCW and those providing services essential to the vaccination programme 

should be vaccinated in parallel with those aged 65-69 (see prioritisation table below). 
 

This list is not exhaustive. It may also include other people who have been classed as at very high 

risk, based on clinical judgement and an assessment of their needs. Pregnant women with any of 

these high-risk conditions should not be excluded from timely vaccination. 

 

 

Medical condition Very high risk of severe COVID- 
19 disease 

High risk of severe COVID-19 
disease 

Cancer All cancer patients actively 
receiving (and/or within 6 weeks 
of receiving) systemic therapy 
with cytotoxic chemotherapy, 
targeted therapy, monoclonal 
antibodies or immunotherapies 

All patients with 
advanced/metastatic cancers 

Haematological - within 1 year 

Haematological - within 1 - 5 
years 

Non-haematological - within 1 
year 

All other cancers on non- 
hormonal treatment 

Chronic heart (and 
vascular) disease 

 
Chronic heart disease e.g. heart 
failure, hypertensive cardiac 
disease 

Chronic kidney disease Chronic kidney disease, on 

dialysis, or eGFR <15 ml/min 

Chronic kidney disease with 
eGFR <30ml/min 

Chronic liver disease 
 

Chronic liver disease e.g. 
cirrhosis or fibrosis 

Chronic neurological 
disease or condition 

Chronic neurological disease or 
condition with evolving 
ventilatory failure (requiring non- 
invasive ventilation) e.g. motor 
neurone disease, spinal muscular 
atrophy 

Chronic neurological disease or 
condition significantly 
compromising respiratory 
function and/or the ability to 
clear secretions e.g. Parkinson's 
disease, cerebral palsy 

Chronic respiratory 
disease 

Chronic severe respiratory 
disease e.g. severe cystic fibrosis, 
severe COPD, severe pulmonary 
fibrosis 

Other chronic respiratory 
disease e.g. stable cystic 
fibrosis, severe asthma 
(continuous or repeated use of 
systemic corticosteroids), 
moderate COPD 
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Diabetes Uncontrolled diabetes e.g. 
HbA1C ≥58mmol/mol 

All other diabetes (Type 1 and 2) 

Immunocompromise Severe immunocompromise due 

to disease or treatment e.g. 

Transplantation: 

- Listed for solid organ or 

haematopoietic 

stem cell transplant (HSCT) 

- Post solid organ transplant at 

any time 

- Post HSCT within 12 months 

Genetic diseases: 

- APECED** 

- Inborn errors in the interferon 

pathway 

Treatment: 

- included but not limited to 

Cyclophosphamide, Rituximab, 

Alemtuzumab, Cladribine or 

Ocrelizumab in the last 6 months 

Immunocompromise due to 

disease or treatment e.g. 

high dose systemic steroids (as 

defined in Immunisation 

Guidelines for Ireland Chapter 

3), persons living with HIV 

Inherited metabolic 
diseases* 

Disorders of intermediary 
metabolism/at risk of acute 
decompensation e.g. Maple 
Syrup Urine Disease 

Disorders of intermediary 
metabolism not fulfilling criteria 
for very high risk 

Intellectual disability* Down Syndrome Intellectual disability excluding 
Down Syndrome 

Obesity BMI >40 Kg/m2 BMI >35 Kg/m2 

Severe mental illness* 
 

Severe mental illness e.g. 
schizophrenia, bipolar disorder, 
severe depression 

Sickle cell disease Sickle cell disease 
 

*additional or updated medical conditions 

** APECED - autoimmune polyendocrinopathy candidiasis ecto- dermal dystrophy 

https://www.hse.ie/eng/health/immunisation/hcpinfo/guidelines/chapter3.pdf
https://www.hse.ie/eng/health/immunisation/hcpinfo/guidelines/chapter3.pdf
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VACCINE SELECTION 

All high-risk groups include some specific conditions which may be associated with a suboptimal 

response to vaccines, e.g., chronic kidney disease or immunocompromise (see highlighted cells in 

Table 1). Results from efficacy studies suggest that the mRNA vaccines might induce protective 

immunity more reliably than COVID-19 Vaccine AstraZeneca®. Use of these vaccines might 

therefore be preferable for patients who are immunocompromised. However, if preferential 

selection of an mRNA vaccine will result in delayed vaccination for more than 3 weeks, any 

benefit of using a higher efficacy vaccine may be lost. 

PRIORITISATION FOR VACCINATION 

NOTE: The order of further groups/individuals may change as more information becomes 

available. The timeframe of vaccination will depend on several factors, e.g., availability of vaccine 

and vaccine characteristics. 

Prioritisation has been determined based on risk of severe COVID-19 disease and mortality risk, 

maintaining the healthcare service and protecting patients. 

The ongoing review process will continue to look at the other priority groups yet to be vaccinated, 

along with the competing needs of those working or living in high-risk situations, carers who 

deliver essential services to highly dependent individuals in the home setting and those who are 

socially vulnerable/disadvantaged. 
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HSE National Clinical Programme (NCP) submissions to this prioritisation review process 
 

• National Heart Programme 

• NCP Acute Medicine 

• NCP Children 

• NCP Cystic Fibrosis 

• NCP Dermatology 

• NCP Diabetes 

• NCP Disability 

• NCP Early Intervention in Psychosis 

• NCP Eating Disorders 

• NCP Emergency Medicine 

• NCP Infectious Diseases 

• NCP Mental Health 
• NCP Neurology 

• NCP Obesity 

• NCP Ophthalmology 

• NCP Palliative Care 
• NCP Rehabilitation Medicine 

• NCP Renal 

• NCP Respiratory 

• NCP Rheumatology 

• NCP Surgery 

• NCP Older Persons 

• National Women & Infants Health Programme 

 
 

Other submissions 
 

• Adult Inherited Metabolic Disorders 

• National Centre of Expertise for AATD 

• EURORDIS – Rare Diseases Europe 

• European Reference Networks for Rare Diseases 

• National Rare Diseases Office 

• Irish Platform for Patient Organisations, Science and Industry 

• Department of Paediatric Immunology, CHI @ Crumlin 

• Executive Committee of the Irish Association of Allergy and Immunology 

• VINE network 

 

 


