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1 Introduction

The coronavirus disease 2019 (COVID-19) pandemic, 
caused by the severe acute respiratory syndrome coronavi-
rus 2 (SARS-CoV-2), has—at the time of writing—affected 
218 countries, with more than 77 million cases and over 1.7 
million deaths; nearly 55 million patients have recovered [1]. 
As of 20 December 2020, 34 cases (5 active, 29 recovered) 
had been reported in the Vatican City State [1]; Figure 1 
shows details of active cases during the first and second 
waves.

As well as affecting the health, life, education, econom-
ics, and social lives of many individuals [2], the pandemic 
disrupted healthcare systems worldwide, leading to unprec-
edented changes in the way patients are assisted, diagnosed, 
and treated [3].

COVID-19 also impacted the Vatican City State. In 
this article, we review for the first time the response of the 
internal healthcare system of the Vatican City State to the 

COVID-19 pandemic, focusing on organizational efforts to 
guarantee uninterrupted health services and on prevention 
strategies to avoid contagion among patients, employees, 
and healthcare workers.

2  Internal Healthcare System of the Vatican 
City State

Health assistance within the Vatican City State is provided 
by the Directorate of Health and Hygiene [4], through both 
dedicated buildings within the State and mobile facilities, 
to nearly 12,000 residents, workers, retirees, and their fami-
lies, both priests and laypersons, and is extended to offices 
administratively managed by the Vatican, even if located 
outside the State. The service also assists external patients in 
emergency situations occurring within the Vatican City State 
territory during celebrations and visits. The internal health-
care system in the Vatican City State currently employs 
80 general and specialty medical doctors on a consultancy 
basis; 13 nurses; 3 physiotherapists; 11 dental, radiologic, 
and laboratory technicians; 7 paramedics; and 13 administra-
tive employees. The system is funded by the State through 
mutual individual contributions to the Healthcare Fund.

In 2019, nearly 85,000 medical procedures were per-
formed, including about  54,000 general  medicine  and 
emergency procedures and 31,000 specialty consultations 
in over 20 medical specialties. Furthermore, about 220,000 
laboratory tests, 5000 radiological exams, and 4000 nursing 
procedures were recorded. The internal healthcare service 
of the Vatican City State also provides occupational health 
and safety services to employees, with over 6000 procedures 
performed every year.
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3  Changes in the Internal Healthcare System 
During the COVID‑19 Pandemic

Like other countries [5, 6], the internal healthcare system 
of the Vatican City State was impacted by the COVID-19 
pandemic and underwent several changes under the guid-
ance of the Directorate of Health and Hygiene.

Dur ing the  f i rs t  months  of  the  pandemic 
(March–May 2020), diagnostic and therapeutic proce-
dures were limited to emergency cases and unpostpon-
able acute or chronic  conditions, whereas non-urgent 
and elective specialty procedures were temporarily sus-
pended in accordance with international recommenda-
tions to minimize the risk of contagion among patients 
and healthcare workers [2]. Non-urgent and specialty con-
sultations decreased by about 70% in March, 80% in April 
and 55% in May compared to the same period of 2019, 
whereas urgent procedures decreased by nearly 15%. Non-
urgent and specialty services were restored in May 2020 
with increased time between appointments, longer shifts, 
new protocols, and strict hygiene rules. This allowed the 
number of scheduled and delayed consultations to return 
to near the average pre-COVID-19 volume for both non-
urgent and urgent procedures from June 2020.

Separate routes to access healthcare facilities were 
developed: the pre-admission waiting area was moved 
outside the healthcare buildings and a checkpoint was 
installed at the main building entrance. Here, before being 
granted access, all visitors seeking healthcare assistance 
(1) had their body temperature measured with a contact-
free thermometer; (2) were asked about COVID-19 symp-
tom onset in the previous 14 days; and (3) were asked 
about potential contact with positive cases or travel to 

areas with a high COVID-19 prevalence. Symptomatic 
cases or those suspected of potential contact with positive 
cases were redirected to an external mobile clinic facility 
for further investigations, including serological and naso-
pharyngeal swab testing to diagnose positive cases and 
prevent their admission to the clinical buildings (Fig. 2).

Inside the healthcare buildings, the waiting rooms, con-
sultation rooms, and internal diagnostic areas were reor-
ganized to guarantee adequate interpersonal distance. Only 
necessary personnel correctly wearing adequate personal 
protective equipment (PPE) were present during adminis-
trative and clinical procedures [7]. Frequent cleaning and 
disinfecting procedures were performed in all areas of the 
healthcare facilities.

4  Strategies to Prevent Contagion Within 
the Healthcare Facilities

Information on SARS-CoV-2 transmission routes and 
instructions to prevent contagion according to European 
Centre for Disease Prevention and Control guidelines [8] 
were made available to patients, employees, and healthcare 
personnel. Automated body temperature measurement tools 

Fig. 1  Timeline of active cases in the Vatican City State during the 
first and second waves. Data show number of infected people

Fig. 2  A schematic of routes and procedures to access internal health-
care services in the Vatican City State. PCR polymerase chain reac-
tion
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and hand-sanitizing gel distributors were installed outside all 
healthcare buildings.

All personnel and visitors were instructed to use face 
masks both inside and outside the buildings; other recom-
mendations included to frequently wash hands with soap 
and water for at least 20 s or, if not possible, to use hand-
sanitizing gels with at least 70% alcohol concentration; to 
maintain interpersonal distance; to avoid personal contact 
and gatherings; to frequently disinfect surfaces and objects; 
to be aware of COVID-19 symptoms; and to measure body 
temperature should symptoms develop [9].

Following international guidelines [10], healthcare work-
ers were required to wear PPE during their work shift [11]; 
PPE included single-use filtering facepiece face masks, face 
shields, or goggles; gloves; disposable gowns; and shoe 
covers.

Symptomatic employees or close contacts of positive 
cases were required to self-quarantine for 14 days after last 
exposure and follow public health authority recommenda-
tions. Remote working was implemented when possible.

5  Screening and Management 
of SASR‑CoV‑2‑Positive Cases

Antigen and polymerase chain reaction (PCR) tests were 
routinely performed in healthcare workers using naso-
pharyngeal swabs to identify asymptomatic or paucisymp-
tomatic cases. Tests were performed every 15 or 30 days, 
depending on the type of employment, and in every case of 
potential or suspected contact with a positive case or at the 
onset of symptoms suggestive of COVID-19.

In addition, during the first months of the pandemic, a 
serological analysis of capillary blood was performed on 
healthcare workers and employees in contact with external 
visitors to evaluate the prevalence of SARS-CoV-2 immu-
noglobulin M (IgM) and G (IgG) in these groups; analysis 
showed a very low SARS-CoV-2 seroprevalence, with only 
a few cases testing positive for IgG and none for IgM.

When a case was positive for SARS-CoV-2, protocols 
included (1) immediate home isolation or, if clinically 
indicated, hospitalization; (2) communication of the posi-
tive case to the Italian local public health authority (Italian 
Azienda Sanitaria Locale of the patient); and (3) screening 
of contacts using rapid nasopharyngeal swabs. For Italian 
employees, readmission to work was allowed only once a 
discharge certificate had been issued by the Italian public 
health service.

Cases with a positive SARS-CoV-2 PCR test more than 
21 days after the first positive test, depending on individual 
role and clinical condition, were allowed to return to work 
but only remotely.

6  Future Directions

The Vatican City State internal healthcare system rapidly 
adapted to the new scenarios and protocols to guarantee con-
tinued health assistance while maintaining high protective 
measures among patients, healthcare workers, and employ-
ees. As such, contagion and infection spread were avoided, 
and—in the second half of the year—medical procedures 
that had been delayed during the first wave of the pandemic 
were rescheduled [12].

In addition to continued routine SARS-CoV-2 testing 
and the application of prevention and control measures, 
serological screening programs will be in place to evaluate 
seroprevalence over time among employees.

The development of a safe and efficacious vaccine against 
SARS-CoV-2 will allow the execution of a widespread vac-
cination campaign for residents, retirees, employees, and 
their families as soon as it is authorized and commercially 
available. Although side effects may occur after adminis-
tration of the vaccine [13], it is crucial that high vaccina-
tion rates are achieved among the population [14, 15] in the 
direction of a collective interest [16].

7  Conclusions

Like other countries, the Vatican City State internal health-
care system was impacted by the COVID-19 pandemic. 
However, the experience accumulated so far, ongoing pre-
vention measures, organizational efforts to maintain the 
availability of healthcare assistance, and efforts to quickly 
identify new cases have combined to minimize the impact 
of the pandemic on the State and will be of utmost impor-
tance in the coming months, as will a widespread vaccina-
tion campaign.
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