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This chapter reviews the impact of the COVID-19 crisis in disrupting care for non-COVID patients, 
focusing on primary care, mental health care, cancer care, chronic care and elective surgery during 
the first year of the pandemic. While the rapid development of teleconsultations played an important 
role in maintaining continuity of care, disruptions in cancer screening programmes resulted in delays 
in diagnoses and led to increased number of cancer patients diagnosed at later stages. The 
pandemic also impacted the mental health of EU citizens, disproportionately affecting young people, 
women and the unemployed. One in five EU citizens reported unmet mental health care needs in 
2021 and 2022. The suspension of activities during the first year of the pandemic resulted in one in 
six elective surgery being missed. Many countries provided additional funding to address the backlog 
of patients, but the biggest constraint to increasing surgical activities has been workforce availability. 
This chapter draws lessons from the pandemic to build more resilient health systems. 

2 Dealing with backlogs: Disruptions 

in non-COVID care during the 

pandemic 
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2.1. Introduction 

The COVID-19 pandemic has had a dramatic impact on people’s lives in Europe and around the world. It has led to a 
reduction of more than a year in life expectancy in the EU in 2021 compared with 2019. These were the largest 
reductions in life expectancy since World War II in most EU countries. By the end of October 2022, more than 
1.1 million COVID-19 deaths (or 17.5% of world’s total deaths) had been reported across the 27 EU countries, but 
data on excess mortality suggests this is an under-estimation and that an additional 300 000 people died from either 
the direct or indirect effect of the pandemic (see indicator “COVID-19 mortality and excess mortality” in Chapter 3). 

The pandemic has had a huge impact on most people’s lives also through the disruptions of educational, economic 
and social activities. In health, the pandemic led to major disruptions in many health services. The overall impact of 
these disruptions is hard to quantify precisely because they have affected most of the population and because several 
of these effects will last for many years to come. For example, disruptions in cancer screening and early detection 
programmes will result in increased number of cancer cases being diagnosed at a later stage, and with lower survival 
probabilities. Increased levels of psychological distress experienced during the pandemic are also expected to have a 
long-lasting impact on the mental health condition and trajectory of many EU citizens. 

A large proportion of EU citizens reported high unmet health care needs from the start of the pandemic as countries 
mobilised health care resources to respond to the pandemic urgency and as the population was encouraged to reduce 
physical and social contacts to contain virus transmission. According to Eurofound’s Living, working and COVID-19 
e-survey (Eurofound, 2022[1]), more than one in five people across EU countries reported having forgone medical care 
(i.e. a medical examination or treatment) during the first 12 months of the pandemic, and nearly one in five people 
reported that they were still having current unmet medical care needs in spring 2021 and spring 2022 (Figure 2.1). 

Figure 2.1. Unmet health care needs have remained high during the first two years of the pandemic 

 
Note: The survey question refers to current unmet needs at the time of the survey. The EU average is weighted. 

Source: Eurofound (2022[1]), Living, working and COVID-19 e-survey, http://eurofound.link/covid19data. 

StatLink 2 https://stat.link/6map3j 

Unmet health care needs have varied for different types of care since the beginning of the pandemic but their extent 
has been dramatic. Overall problems with access to hospital or specialist care were reported by nearly half of the EU 
population in 2020 and more than two fifths in 2021. Unmet needs in the EU in 2020 and 2021 have also been high 
for dental care, screening, and mental health care. Compared to spring 2021, fewer unmet care needs were reported 
in spring 2022 for screening and for hospital and specialist care, but the situation remained unchanged for dental care 
and deteriorated for mental health care (Figure 2.2). 
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Figure 2.2. Unmet health care needs in the EU remained high in spring 2022 for most types of care and 

increased further for mental health care 

 
Note: Data relate to all EU countries. The data relate to the population who reported current unmet healthcare needs. 

Source: Eurofound (2022[1]), Living, working and COVID-19 e-survey, http://eurofound.link/covid19data. 

StatLink 2 https://stat.link/ekfpgw 

This chapter reviews the impact of the pandemic in disrupting primary care services, mental health care, cancer care, 
chronic care and elective surgery in European countries, and some of the measures that countries have taken to 
minimise these disruptions and resume activities as quickly as possible. 

Box 2.1 provides a general definition of health system resilience and illustrates the different stages of responses to a 
shock like the COVID-19 pandemic. 

Box 2.2 summarises some of the key findings from reviewing the disruptions of different types of health services during 
the pandemic and the country responses to restore access to these services as quickly as possible. It also outlines 
some of the lessons learned from the crisis about how to strengthen the resilience of health systems to any future 
shocks and strains arising from population ageing. 

Box 2.1. Health system resilience 

Health system resilience has been defined by the EU Expert Group on Health Systems Performance Assessment 
as the ability to foresee, absorb and adapt to shocks and structural changes in a way that allows health system to 
(i) sustain required operations, (ii) resume optimal performance as quickly as possible, (iii) transform its structure 
and functions to strengthen the system, and (iv) (possibly) reduce its vulnerability to similar shocks and structural 
changes in the future (EU Expert Group on Health Systems Performance Assessment, 2020[2]). This definition is 
fully consistent with the OECD definition of health system resilience as the ability to prepare for shocks, absorb 
disruptions while maintaining performance, recover quickly, and adapt by learning lessons to improve and manage 
future risks (OECD, forthcoming[3]). 

Figure 2.3 provides a basic illustration of the different stages of response to a shock. A shock like the pandemic 
results in the disruption of health services. The goal is to minimise these disruptions as much and as soon as 
possible to maintain adequate access to services, recover as quickly as possible to return to the pre-shock level 
and even exceed it to address any backlog of patients generated by the initial disruption. 
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Figure 2.3. Health system resilience to shocks: The stages of responses to disruptions 

 
Source: Adapted from OECD (forthcoming[3]), Ready for the Next Crisis? Investing in Resilient Health Systems. 

 

Box 2.2. Key findings and lessons learned from reviewing the disruptions of health services during the 

pandemic and country responses 

 Teleconsultations are useful to maintain continuity of care for many, but not all, types of 
consultations: The rapid development of teleconsultations has been one of the most visible innovations 
in health service delivery during the pandemic and played a key role in maintaining access to care, 
particularly during lockdown periods. The number of teleconsultations between doctors and patients rose 
by 90% during the first year of the pandemic on average across EU countries, partly offsetting the reduction 
in in-person consultations. Some countries were better prepared to provide remote consultations because 
they already had put in place more advanced digital infrastructure. Many other countries moved quickly to 
overcome legislative, financial or technical barriers to using teleconsultations. While telemedicine 
undoubtedly contributed to maintaining access to care during the crisis, there is concern that some 
teleconsultations provide little benefits compared with in-person consultations. Access to teleconsultations 
and other telemedicine tools among older, poorer and people living in rural areas also remains a concern 
in some EU countries. 

 In addition to COVID-19 vaccination, notable progress has been achieved in increasing 
immunisation against influenza and maintaining childhood vaccination programmes: The 
proportion of older people vaccinated against influenza increased greatly in many EU countries during the 
first year of the pandemic, reflecting greater confidence in the safety and importance of this vaccination. 
Flu vaccination rate among people aged 65+ rose from 37% in 2019 to 44% in 2020 on average across 
the EU, although nearly all countries still have a long way to go to achieve the target of vaccinating 75% 
of people in this age group. Most countries were also able to maintain high childhood vaccination rates 
during the first year of the pandemic, but some have faced at least some temporary challenge in 
implementing regular vaccination schedules in 2021. Public authorities in many countries have developed 
strategies to combat misinformation and disinformation about vaccines. The EU Vaccines Strategy 
continues to support national efforts to increase vaccination rates by accelerating the development and 
availability of vaccines while maintaining quality, safety and efficacy standards. 

 Disruptions in mental health care and new mental health care needs associated with the pandemic 
will have implications for years to come: The pandemic had a major impact on the mental health of 
many EU citizens, and anxiety and depression doubled in a number of European countries. Young people, 
women and the unemployed were particularly affected. Many EU countries have stepped up their mental 
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health support to respond to growing needs, but more than one in five EU citizens reported unmet mental 
care needs in spring 2022. As noted in the 2022 State of the Union Address, providing appropriate, 
accessible and affordable support can make all the difference to the many EU citizens who feel anxious 
or mentally unwell. 

 Delays in cancer screening and new diagnoses have created backlogs of cancer patients 
diagnosed at a later stage: Cancer screening rates fell sharply during the initial phase of the pandemic 
in 2020 as screening programmes were temporarily suspended and patients were hesitant to seek 
consultations with doctors for cancer suspicions. While many countries were able to offset at least partly 
the initial reductions by scaling up activities in the second half of the year, breast cancer and cervical 
cancer screenings fell by 6% on average in 2020. Delays in cancer screening and diagnoses have raised 
serious concerns as postponed diagnoses inevitably result in cancer being diagnosed at a later stage, 
making cancer treatment more complex and reducing survival probabilities. Strategies to prevent the 
accumulation of more advanced cancer patients involve minimising any disruption in screening 
programmes and early detection. Most EU countries still have a way to go to reach the ambitious goal set 
out in the Europe’s Beating Cancer Plan of having 90% of the EU population who qualify for breast, cervical 
and colorectal cancer screenings offered screening by 2025. 

 Telemedicine, new professional roles and stronger co-ordination were needed to maintain care 
continuity for people with chronic conditions: People with chronic conditions were 40% more likely to 
report either forgoing or postponing medical care during the first few months of the pandemic than those 
without a chronic condition on average across EU countries. Delayed or missing regular care for chronic 
conditions can have particularly detrimental effect, often resulting in greater complications for patients and 
putting additional pressure on hospitals. One of the strategies that countries adopted to maintain continuity 
of chronic care during the pandemic was to transition rapidly to remote care and monitoring. Many countries 
also assigned new roles to health workers: these range from increasing the role of nurses and other 
community health workers to provide home-based care, to allowing pharmacists to prescribe or extend 
prescriptions for chronic conditions. The pandemic emphasised the crucial role of better data sharing and 
stronger digital infrastructure to support care co-ordination. Long COVID (also known as “post COVID-19 
condition”) has emerged as a new chronic condition that will require further research to improve diagnosis 
and treatment, and will require care co-ordination between primary care providers and specialists. 

 Addressing the backlog of patients waiting for elective surgery requires funding but also more 
workforce: Nearly 2 million fewer elective (non-urgent) surgical procedures were performed in 2020 
compared to 2019 across the 23 EU countries for which data are available (equivalent to 16.5% of the 
total). On average, the number of hip replacements fell by 14% while the volume of knee replacements 
fell by 24%. These “missing volumes” of operations have led to longer waiting lists and waiting times, and 
the public dissatisfaction that goes with it. Many EU countries have taken actions to address the backlogs 
by providing additional funding to increase the supply of surgery. However, the main constraint in 
increasing rapidly the volume of activities has been the health workforce. Incentives are provided to current 
staff to work harder and longer hours, but this has limits and runs the risk of burnout and resignation. 

 Targeted investments, notably in health workforce, are needed to increase health system resilience: 
EU countries recognised that more health system resources were required to respond to the pandemic. In 
2020, health expenditure per capita increased by over 5% on average across EU countries, despite a large 
reduction in GDP in many countries. Some of the weaknesses and vulnerabilities identified during the 
pandemic, notably health workforce shortages, are high priorities in the COVID-19 recovery. According to 
recent OECD estimates, at least half of new investments required to make health system more resilient 
should be on workforce to increase both recruitment and retention by improving working conditions. 

 Health data gains during the pandemic and investments in health data infrastructures can be 
leveraged for evidence-based policy making: Substantial additional investment is still needed in health 
data and information systems to provide more relevant support to decision-making and care co-ordination. 
EU countries have taken rapid actions at the beginning of the pandemic to mitigate data deficits to help 
them manage COVID-19 responses. In some countries, actions were also taken to monitor important 
“side-effects” of the pandemic, such as on mental health and the health workforce. However, many basic 
data gaps remain in countries’ ability to provide timely data on regular health care activities, health care 
needs, waiting times and health outcomes. The pandemic also highlighted that further investment is 
needed in health data infrastructures to promote greater data linkage and data sharing across providers 
to enable greater care co-ordination, while at the same time protecting data privacy. 
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2.2. Disruptions in primary care 
Strong primary care is essential for a well-functioning health system and to reduce pressures on hospitals under normal 
circumstances. In crisis situations like the COVID-19 pandemic, primary care can play an important role in helping to 
cope with a surge in demand for diagnosis and to provide at least first-line treatment, but it is also essential for primary 
care providers to continue to respond to all the other care needs of the population. 

During the pandemic, the provision of primary care was substantially affected by restrictions in mobility and contacts 
that disrupted traditional ways of accessing health services. Fortunately, teleconsultations picked-up quickly in many 
countries and replaced at least partly in-person consultations. 

The pandemic also challenged the implementation of routine vaccination programmes for children, although most 
countries managed to keep high vaccination rates. Many countries have also been able to increase vaccination rates 
against seasonal influenza among older people as part of deliberate strategies to reduce other respiratory infections 
among at-risk groups and additional pressures on hospitals. 

Many primary care workers were called upon to perform new tasks during the pandemic. The roles of community 
pharmacists and nurses were extended in many countries to support COVID-19 responses but also to provide other 
primary care services. 

2.2.1. The development of teleconsultations offset at least partly the reduction in in-person 
consultations 
Nearly all EU countries have experienced substantial reductions in in-person consultations with doctors during the first 
year of the pandemic, in particular during lockdown periods. The rapid development of teleconsultations played a key 
role in maintaining needed patient-physician interactions and the ability to manage health problems at early stages in 
many countries (OECD, 2021[4]). 

In-person consultations with doctors dropped in all EU countries but Denmark in 2020. For the most part, the reduction 
in in-person visits occurred during the first wave of the pandemic, with less pronounced disruptions in subsequent 
waves. Over the whole year, on average across 23 EU countries, in-person consultations decreased by 17% in 2020, 
ranging from a decrease of only 3% in Germany to up to 50% in Italy (Figure 2.4, Panel A). 

At the same time, the number of teleconsultations increased rapidly in many countries in the early phase of the 
pandemic and at least partly offset the reduction in in-person consultations. On average across the 12 EU countries 
for which data on teleconsultations are available, the overall number of physician consultations (including both in-
person and remote) decreased only by 7% in 2020 (Figure 2.4, Panel B). In some countries like Poland, Denmark and 
Spain, the overall number of teleconsultations and in-person consultations in 2020 in fact exceeded the number in 
2019 because the increase in teleconsultations more than offset any reduction in in-person consultations. 

Denmark was already far ahead all other countries before the pandemic in having a high number of teleconsultations 
with doctors, with an almost equal share between in-person and teleconsultations. This balance was maintained during 
the first year of the pandemic. 
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Figure 2.4. In many countries, teleconsultations compensated at least partly for the decrease in in-person 

doctor consultations during the pandemic 

 
Note: Data cover consultations with all doctors (general practitioners and specialists). Data for Spain are underestimated as they only include 

consultations in primary health care centres of the National Health System. 

Source: OECD Health Statistics 2022 (for in-person consultations) and national sources (for teleconsultations). 

StatLink 2 https://stat.link/0me97k 

Data from Eurofound’s COVID-19 e-survey also show a growing use of teleconsultations with general practitioners 
(GPs) during the first year of the pandemic in all 27 EU countries (see indicator “Use of teleconsultations” in Chapter 8 
on Resilience) (Eurofound, 2022[1]). 

Before the pandemic, teleconsultations represented only a small fraction of all consultations in most countries, and the 
financing and reimbursement of such teleconsultations were limited (Oliveira Hashiguchi, 2020[5]). In response to the 
mobility restrictions during the pandemic, governments and providers moved quickly to expand remote care services. 
New legislations were introduced or existing laws on telemedicine were revisited in many countries. For instance, 
Estonia, Hungary, Ireland and Luxembourg lifted the requisite that medical consultations can only be performed in the 
physical presence of the patient, and Austria relaxed the same requirement on prescriptions. A few more countries 
allowed teleconsultations even for patients who had not consulted the health care provider in-person before, but 
Estonia and Luxembourg went the opposite way and the Czech Republic kept the original provision intact (OECD, 
forthcoming[6]). 
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Table 2.1. Many countries have introduced new legislations to support teleconsultations during the 

pandemic 

Country agreement with statements before and after the start of the COVID-19 pandemic 
 

Medical consultations can be 

performed without physical 

presence of the patient 

Teleconsultations allowed also if 

the patient has not previously 

consulted the health care worker 

in-person 

Real-time (synchronous) 

teleconsultations are covered by 

government or compulsory financing 

schemes  
Before After Before After Before After 

Austria       
Belgium     x  

Czech Republic   x x x  

Estonia x   x x  

Finland       

France   x    

Germany       

Hungary x     
 

Ireland x  x    

Latvia     x  

Lithuania   x    

Luxembourg x   x x  

Poland       

Portugal       

Slovenia       

Sweden       

Note: Agreement with statements is shown for both before March 2020 (i.e. before the pandemic) and after March 2020 (i.e. during the first pandemic 

year). 

Source: Adapted from OECD (forthcoming[6]), The COVID-19 Pandemic and the Future of Telemedicine. 

After the start of the pandemic, another significant policy change in many countries has been to allow other health 
workers besides doctors (e.g. nurses) to perform teleconsultations. At least five EU countries (Estonia, Germany, 
Hungary, Luxembourg and Portugal) and Iceland have expanded the range of health care workers that can perform 
teleconsultations (OECD, forthcoming[6]). 

Available evaluations show that patients who used telemedicine services were overwhelmingly satisfied, and there 
was broad agreement on the value of remote care in maintaining access. However, physicians had more mixed views 
about the value and effectiveness of remote consultations and many expected to reduce or even stop providing such 
consultations after the pandemic (OECD, forthcoming[6]). The increased use of telemedicine has also uncovered 
certain limits of remote care and raised concerns that some teleconsultations constitute low value care. There is also 
concern that the rapid uptake of remote care during the pandemic may have exacerbated pre-pandemic inequalities 
in access to care. Access among older and poorer people, and people living in rural areas, remains of concern in some 
EU countries (OECD, forthcoming[6]). In some countries, some measures to ease telemedicine provision, for instance 
in reimbursements, were only temporary. 

2.2.2. Most countries managed to maintain routine childhood vaccination programmes in 
2020, but some countries experienced difficulties in 2021 
For many years, all EU countries have had in place childhood vaccination programmes to reduce the spread of various 
infectious diseases, although the number and type of mandatory or recommended vaccines vary slightly across 
countries. Vaccination of children with three doses of the diphtheria-tetanus-pertussis vaccine (DTP3) is mandatory or 
recommended in all EU countries and is considered to be a robust indicator of the implementation of childhood 
immunisation programme. The vast majority of EU countries were able to maintain or increase the level of DTP3 
immunisation among children in 2020 compared to 2019 (Figure 2.5). Two countries only – Italy and Poland – 
experienced a more pronounced disruption in DTP3 immunisation in 2020, with immunisation rates decreasing from 
96% to 94% in Italy, and from 95% to 90% in Poland. 
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However, as the pandemic persisted, more countries struggled in 2021 to maintain the same high level of childhood 
immunisation. In over half of EU countries for which data are available, DTP3 immunisation rates dropped in 2021, 
with the most significant reductions in Latvia (6 percentage points reduction), Spain (4 percentage points reduction), 
and the Czech Republic (3 percentage points) (Figure 2.5).The reasons for the reduction in childhood vaccination in 
2021 in these countries are not clear yet and may be related to temporary factors such as temporary inability to follow 
the childhood vaccination schedule due to COVID-19 infections, family quarantines or risky contacts. If that is the case, 
vaccination rates should return to pre-pandemic levels when acute phases of the pandemic are over. 

Figure 2.5. Most EU countries experienced only minor disruptions to childhood immunisation rates in 2020, 

but some countries had difficulties maintaining high rates in 2021 

 
Note: The rate for France in 2020 is an estimation. 

Source: WHO Immunization Portal. 

StatLink 2 https://stat.link/cuomw3 

2.2.3. The pandemic has helped to increase vaccination uptake for influenza among senior 
people, but less so in countries that had below-average rates 
One of the positive side-effects of the pandemic is that it has helped increase vaccination coverage against seasonal 
influenza (flu) among older people and other vulnerable groups. The overall aim of the flu vaccination campaigns in 
2020 was to avoid having a flu epidemic on top of the COVID-19 pandemic. Across the 22 EU countries for which data 
are available, the share of older people vaccinated against flu rose from 37% in 2019 to 44% in 2020, but still varied 
greatly across countries (Figure 2.6). 

Increased public confidence in the efficacy and safety of the flu vaccine contributed to greater vaccination coverage. 
The State of Vaccine Confidence in the EU 2020 survey showed that the share of respondents who strongly agreed 
that seasonal influenza vaccination was important rose by nearly 10 percentage points on average across 
EU countries between 2018 and 2020, and by over 10 percentage points for those who strongly agreed that seasonal 
influenza vaccination was safe. Overall, more than three-quarters (77%) of respondents considered that influenza 
vaccination was important and 80% that it was safe (Figueiredo et al., 2020[7]). 

Countries that achieved the greatest progress in flu vaccination in 2020 were those that already had higher vaccination 
uptake before the pandemic. Denmark provides the most striking example: flu vaccination coverage among people 
aged over 65 increased by 23 percentage points in 2020 compared to 2019 to reach 75%. Greece, Ireland, Spain, 
Malta and Romania also managed to substantially increase flu vaccination rates among older people (by 12 to 
15 percentage points). By contrast, the increase was more modest in countries that had below-average vaccination 
rates before the pandemic, thereby widening the gap across countries. In Estonia and Latvia, the proportion of older 
people vaccinated against influenza even decreased in 2020 compared to 2019 (Figure 2.6). 
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Figure 2.6. Senior influenza vaccination rates increased in nearly all countries in 2020, but the increase was 

more modest in countries that had low rates before the pandemic 

 
Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/m46jep 

One of the factors that influence the take-up of flu vaccination is whether the vaccine is free of charge or whether 
people have to cover at least part of the cost. While most EU countries provide influenza vaccination free of charge 
for the target populations, people needed to pay at least part of the cost in seven countries before the pandemic 
(Austria, Belgium, Bulgaria, Estonia, Latvia, Poland and Slovenia) (Rechel, Richardson and McKee, 2018[8]). In most 
of these countries where co-payment is required, influenza vaccination rates were among the lowest in the EU before 
the pandemic and the positive effect of greater public confidence in vaccination in 2020 did not materialise. 

In some countries, the number of available vaccines in stock limited flu vaccination coverage in autumn 2020. This is 
the because the purchase of influenza vaccine doses was made in pre- or early pandemic time, based on historical 
vaccination rates, hence some countries did not have enough doses. 

2.2.4. Community pharmacists and nurses were called upon to perform new tasks during the 
pandemic 
The roles of community pharmacists and nurses were expanded during the pandemic not only to address COVID-19 
related needs like testing and vaccination, but also to respond to other non-COVID care needs (OECD, 2021[4]). In 
several countries, pharmacists were provided new or additional authorisations, including temporary or permanent 
permissions to renew or extend prescriptions (e.g. Austria, Ireland, Portugal, France, the Netherlands) and to order 
laboratory tests (e.g. certain areas in the Netherlands) (de Bienassis et al., 2022[9]). In many countries (e.g. Belgium, 
France, Germany, Ireland, Italy, Portugal), community pharmacists were also granted expanded roles in dispensing 
and administering seasonal flu vaccination, which contributed to increasing vaccination rates among older people and 
other target groups (PGEU, 2021[10]). 

Several countries also expanded the role of community nurses, including in administering COVID-19 and flu 
vaccinations. Some countries took the opportunity to establish more firmly new advanced roles for nurses. For 
example, Italy formalised the role of “family and community nurses” in May 2020 as a new type of advanced practice 
nurse to strengthen home-based care and support the activity of new special units for continuity of care (Unità Speciali 
di Continuità Assistenziale, USCAs). The Italian Government allocated EUR 480 million to hire some 9 600 family and 
community nurses in 2021 (Government of Italy, 2020[11]). 

The expanded roles of community pharmacists and nurses during the pandemic have helped counter the shortage of 
general practitioners in many countries or regions, and maintain care continuity. 
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2.3. Disruptions in mental health care 

The pandemic has led to growing unmet needs for mental health care, as the needs for mental health services 
increased for both mild and more severe mental health issues while the supply of services remained limited and 
disrupted during the peak phases. The challenges with accessibility to mental health care are not new and previous 
OECD work found that a large proportion of people seeking mental health care reported difficulties obtaining it before 
the pandemic (OECD, 2021[12]). The pandemic has simply exacerbated these challenges. 

The mental health of the population has been affected during the pandemic both by the fear of being infected and by 
the imposed confinement measures, social isolation and economic uncertainty, leading to increased prevalence of 
depression and anxiety in the population across all age groups. As the pandemic evolved, people’s mental health 
fluctuated with the intensity of the infection surge and with the strictness of the confinement measures (see Chapter 1 
for a discussion focusing in particular on mental health issues among adolescents and young adults). 

Mental health care services were disrupted at all levels, with hospitalisations decreasing and many in-person 
consultations cancelled or postponed, particularly during the early stages of the pandemic. Many countries swiftly 
moved to remote mental health care services to ensure care continuity, but disruptions were nonetheless significant. 

Unmet needs for mental health care have been on the rise during the pandemic with 23% of adults reporting some 
unmet needs for mental care in the EU in spring 2022, up from 20% in spring 2021 (Eurofound, 2022[1]), albeit with 
wide variation across countries. In response, EU countries have taken actions to increase mental health support, such 
as developing new mental health information channels, increasing entitlement to mental health services, and providing 
more funding to support the availability and use of these services. 

2.3.1. Population mental health worsened over the course of the pandemic 
The pandemic has had an extraordinary impact on mental health across Europe. The direct and indirect impacts of 
the pandemic have heightened the risk factors for poor mental health and weakened many of the protective factors, 
leading to a significant worsening of population mental health (OECD, 2021[13]). While comparable data remains 
scarce, national estimates of the prevalence of depression show that prevalence of symptoms of depression during 
the pandemic was double the pre-pandemic levels in a number of European countries (Figure 2.7). 

Figure 2.7. Symptoms of depression were double those of pre-pandemic levels in a number of European countries 

 
Note: Pandemic prevalence estimates are pooled averages from longitudinal or repeated national surveys up to August 2021. Cross-country 

comparability is limited due to the variation in number and timing of national surveys. Symptoms of depression are measured using PHQ-8 or PHQ-9, 

except for France and Estonia. Symptoms of depression in France during the pandemic are measured using HADS-D, leading to lower estimates 

compared to other countries. Some pre-pandemic and pandemic country data use different scoring methods, potentially underestimating the increase in 

symptoms. A full explanation of the survey methodology and scoring methods is contained in the Annex to Chapter 1. 

Source: For 2019, Eurostat EHIS data (2021[14]) and Office for National Statistics (2022[15]) for the United Kingdom. For 2020/2021, Santé publique 

France (2022[16]) for France, Sciensano (2022[17]) for Belgium, Unnarsdóttir et al. (2021[18]) for Iceland, Norway and Sweden, and Office for National 

Statistics (2021[19]) for the United Kingdom. 

StatLink 2 https://stat.link/o96n13 
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Population mental health fluctuated with the intensity of the pandemic and with the measures to contain it. In European 
countries which conduct regular surveys on population mental health status such as Belgium and France, data show 
that the prevalence of depression has tended to be highest when COVID-19 infection and death rates were high and 
confinement measures were strictest (Sciensano, 2022[17]; Santé publique France, 2022[16]). 

Inequalities in mental health and well-being have persisted – and in some cases widened – over the course of the 
pandemic. Data from Eurofound’s Living, working and COVID-19 e-survey indicate that the risk of depression has 
generally been higher among young people (see Chapter 1), women, the unemployed and people facing financial 
difficulties (Figure 2.8). 

Figure 2.8. The proportion of people at risk of depression during the pandemic was higher among women, 

the unemployed, and people facing financial difficulties 

 
Source: Eurofound (2022[1]), Living, working and COVID-19 e-survey, http://eurofound.link/covid19data. 

Growing mental distress led to an increase in the demand for mental health care in a number of countries. General 
practitioners in France reported more frequent requests for mental health care in the spring of 2020, along with a sharp 
increase in the use of antidepressants especially for first-time users (Bergeat et al., 2021[20]). Similarly in Finland, a 
2020 survey indicated that higher psychological distress for some groups of population had transposed into higher use 
of mental health services (Finnish Institute for Health and Welfare, 2021[21]). 

StatLink 2 https://stat.link/jhbtsu 

2.3.2. Mental health services were heavily disrupted, particularly at the beginning of the 
pandemic 
Mental health services were disrupted during the pandemic, affecting service delivery in inpatient as well as outpatient 
settings. On average across EU countries, hospital admissions for mental and behavioural disorders fell by 17% in 
2020 compared to pre-pandemic levels (Figure 2.9). In one-third of EU countries for which data are available, hospital 
stays for mental and behavioural disorders decreased by almost a quarter or more. Discharges for mental and 
behavioural disorders had already been decreasing in some countries prior to the pandemic due to efforts to 
de-institutionalise mental health care and shift service provision to the community, but the reduction in discharges in 
2020 was much more pronounced than in preceding years. 
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Figure 2.9. Use of inpatient mental health services has been disrupted in most countries 

 
Note: Data for the Netherlands include general and university hospitals only. * The pre-pandemic data for Finland relate to 2017/2018. 

Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/026ns9 

The lower number of mental health-related inpatient stays created additional pressure on outpatient services as 
patients were kept away from hospitals. In normal times, decreasing mental health discharges may be seen as a 
favourable development if this is associated with greater community-based support and outpatient services. However, 
during the pandemic years, the large reduction in hospital stays was not compensated by greater community support, 
as reflected by high unmet mental health care needs and reductions in outpatient consultations. Based on a survey 
from the European Psychiatric Association (EPA), the number of patients treated by psychiatrists in outpatient settings 
halved in April 2020 compared to previous months (Rojnic Kuzman et al., 2021[22]). In the Netherlands, during the first 
wave of the pandemic, the number of referrals to mental health care fell by 25% to 80%, the demand for treatment 
dropped by 10% to 40%, and bed occupancy dropped by 9% (GGZ Nederland, 2020[23]). 

Service disruptions appear to have eased following the first wave of the pandemic, to varying degrees and speed 
across countries. The WHO’s second global pulse survey from early 2021 found that globally 47% of countries reported 
continued disruptions to mental health care services, down from 65% in the third quarter of 2020, and the third wave 
of this WHO survey in the last quarter of 2021 still noted continued disruptions to services for mental, neurological and 
substance use disorders (WHO, 2022[24]). Similarly, the second wave of the European Society for Child and Adolescent 
Psychiatry (ESCAP) survey of the heads of child and adolescent psychiatry in Europe (Revet et al., 2021[25]), 
conducted in February/March 2021, reported continued disruptions to mental health care services for children and 
adolescents, albeit to a lesser extent than during the first survey wave (see Chapter 1 on youth health). 

2.3.3. The pandemic has accelerated the use of telemedicine in mental health care and 
spurred a flurry of new measures to improve mental health 
Many countries swiftly moved to remote mental health care services (online and by telephone) to ensure care 
continuity. National psychiatric associations in Europe responded rapidly to the first COVID-19 wave and issued 
recommendations already in March 2020 to shift where possible towards remote psychiatric care (Rojnic Kuzman 
et al., 2021[22]). The use of telemedicine was not restricted to psychiatric care only but also involved psychotherapists. 
In mid-2020, worldwide, more than 80% of high-income countries reported to the WHO survey that they had used 
telemedicine and online therapy to replace in-person mental health consultations (WHO, 2020[26]). 

The move towards higher use of remote consultations helped to maintain care continuity for those experiencing mental 
distress during the pandemic and holds real potential to increase accessibility. However, it may also represent a new 
barrier specifically for people with less means or competencies to access digital communication (Rojnic Kuzman et al., 
2021[22]). Teleconsultations in mental health care also create new challenges, such as ensuring privacy, equity and 
efficiency of digital services. 
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Many EU countries have also taken other steps to increase mental health support. Most countries developed new 
mental health information and/or phone support lines giving tips on coping measures during the COVID-19 crisis, while 
many countries also scaled up prevention and promotion efforts and increased entitlement to mental health services 
and funding for these services (OECD, 2021[13]). For instance, Portugal set up a free phone line with 24-hour 
psychological support. France introduced free consultations with a psychologist or psychiatrist for university students. 
Ireland provided additional funding of EUR 50 million in 2021 to create new mental health services in response to the 
crisis and provide additional support for existing mental health needs (OECD, 2021[13]). Similarly, Latvia increased 
funding for mental health specialists and family doctors providing mental health support. In the Czech Republic, most 
statutory health insurance funds introduced partial reimbursement for psychotherapy opened to all their beneficiaries. 
In Lithuania, an action plan in response to COVID-19 was developed in 2020 to strengthen the provision of mental 
health care and mitigate potential negative consequences of the pandemic (Box 2.3). 

Box 2.3. Lithuania’s COVID-19 Mental Health Action Plan 

The Action Plan to reduce the long-term negative consequences of the COVID-19 pandemic on mental health in 
Lithuania sets out a series of measures to expand and adapt existing services, introduce new services such as 
psychological community crisis teams, and increase the availability of mental health promotion services. The Plan 
contains a number of cross-sectoral measures to bolster the provision of mental health care across health, 
education and social services, around a number of key priorities, including: raising public awareness of mental 
health issues through communications; expanding access to support for those with mental ill-health, notably by 
increasing the number of psychologists and through the development of telehealth services; strengthening the 
competencies and support available to health professionals and specialists in mental health; supporting the 
population who suffered trauma or loss during the pandemic; strengthening mental health in schools and for older 
people; and bolstering the monitoring of public mental health. 

Source: Wijker, Sillitti and Hewlett (2022[27]), “The provision of community-based mental health care in Lithuania”, https://doi.org/10.1787/18de24d5-en. 

The medium to long-term impacts of the pandemic on the need for mental health services remain to be seen. There 
are some indications that mental health and well-being improved in the first few months of 2022, but signs of poor 
mental health and well-being remain high, and the limited available national data show higher symptoms of depression 
and anxiety among adults than before the pandemic (Sciensano, 2022[17]; Santé publique France, 2022[16]). As pointed 
out in the 2022 State of the Union Address, providing appropriate, accessible and affordable support can make all the 
difference to the many EU citizens who feel anxious, depressed or mentally not well (European Commission, 2022[28]). 

2.4. Disruptions in cancer care 

The impact of COVID-19 on delays in cancer screening, diagnosis and treatment has been substantial in all 
EU countries, though to varying degrees. The timeliness of screening, early diagnosis, and adequate treatment is 
essential in fighting cancer, as stressed under the Europe’s Beating Cancer Plan (European Commission, 2021[29]). 
The disruptions in cancer screenings and treatments in 2020 added another challenge for member countries in moving 
towards achieving the goals set by the plan (Box 2.4). 

https://doi.org/10.1787/18de24d5-en
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Box 2.4. Europe’s Beating Cancer Plan 

The Europe’s Beating Cancer Plan, launched in February 2021, is structured around four key action areas with 10 
flagship initiatives and multiple supporting actions: 

1. Prevention through actions addressing key risk factors such as tobacco (with the aim to ensure that less 
than 5% of the population uses tobacco by 2040), harmful alcohol consumption, environmental pollution 
and hazardous substances, and to promote healthy diets and physical activity. To prevent cancers caused 
by infections, the Cancer Plan’s objective is to vaccinate against HPV at least 90% of the EU target 
population of girls and to significantly increase the vaccination of boys by 2030. 

2. Early detection of cancer by improving access, quality and diagnostics and support Member States 
ensuring that 90% of the EU population who qualify for breast, cervical and colorectal cancer screenings 
are offered screening by 2025. 

3. Diagnosis and treatment through actions to ensure better integrated and comprehensive cancer care 
and addressing unequal access to quality care and medicines. By 2030, 90% of eligible patients should 
have access to National Comprehensive Cancer Centres linked through a new EU Network. 

4. Improving quality of life of cancer patients and survivors, including rehabilitation, potential tumour 
recurrence, metastatic disease, and measures to support social integration and re-integration in the 
workplace. 

Source: European Commission (2021[29]), Europe’s Beating Cancer Plan, https://health.ec.europa.eu/system/files/2022-02/eu_cancer-

plan_en_0.pdf. 

2.4.1. Disruptions in cancer screening programmes challenged early cancer detection, 
particularly during the first wave of the pandemic 
Cancer screenings are crucial for early detection and timely start of treatment. Cancer screening programmes were 
stopped in 12 out of 15 EU countries in the initial phase of the pandemic, and many people were also hesitant to 
consult a doctor to avoid being infected. Fortunately, in most countries screening programmes were only suspended 
for a few weeks ( (Webb et al., 2022[30])), and this was followed by increased uptakes during the rest of 2020 (Fujisawa, 
2022[31]). 

Breast cancer screening rates decreased in most EU countries in 2020, with an average reduction of 6% across 
16 EU countries with available data (Figure 2.10). The reduction was generally greater in those countries that already 
had low rates before the pandemic. Denmark, Finland and Ireland are among the few countries that did not suspend 
their cancer screening programmes in 2020, and as a result did not experience significant drop in breast cancer 
screening. Indeed, Denmark and Ireland managed to increase at least slightly their breast cancer screening rates in 
2020. 

Data for 2021 are only available for a few countries and show a mixed picture: in some countries (Latvia, Lithuania 
and Croatia), breast cancer screening rates remained at the same level as in 2020 and lower than before the pandemic, 
while in Slovenia they returned to their pre-pandemic level. In Malta, screening rates continued to increase above the 
pre-pandemic level to reach nearly 80% in 2021. 

https://health.ec.europa.eu/system/files/2022-02/eu_cancer-plan_en_0.pdf
https://health.ec.europa.eu/system/files/2022-02/eu_cancer-plan_en_0.pdf
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Figure 2.10. Breast cancer screening rates dropped in most countries in 2020, but more in countries that 

had lower pre-pandemic screening rates 

 
Note: The data generally refer to women aged 50-69 who have received a mammography screening over the past two years, although the specific age 

groups and frequency may vary across national programmes. Data for Denmark refer to 2018 instead of 2019. 

Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/5e0arb 

Cervical cancer screening also went down in most EU countries in 2020, with an average reduction of 6% compared 
to 2019. Some countries such as Italy, Latvia, Luxembourg, the Netherlands and the Slovak Republic saw a reduction 
of over 10% in cervical cancer screenings in 2020 (Figure 2.11). 

Figure 2.11. Cervical cancer screening rates decreased in most countries in 2020 

 
Note: The data generally refer to women aged 20-69 who have been screened for cervical cancer over the past three years, although the specific age 

groups and frequency may vary across national programmes. 

Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/cr0ja5 
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The sharp reduction in cancer screening in many countries during the first half of 2020 was partly offset by a quick 
recovery in the later months of 2020. This signals the high policy priority given to cancer screenings in many countries. 
It also reflects the ability of providers to scale up screening activities to catch up with missed screenings during the 
first part of 2020. Some countries (e.g. the Netherlands) developed alternatives to office-based screening to reduce 
people’s hesitancy by sending out self-sampling devices for cervical cancer screening that were previously found 
effective (Fujisawa, 2022[31]). 

Nonetheless, the number of undiagnosed cancers during the first half of 2020 was substantial and has or will result in 
a greater number of people diagnosed at a later stage. Austria experienced a strong decline in newly diagnosed 
gynaecological tumours following the 2020 spring lockdown. The tumours not detected were those in early stages with 
the best potential clinical treatment outcome. Indeed, the share of newly diagnosed patients with more advanced 
tumours increased from less than half to two-thirds in mid-2020 (Tsibulak et al., 2020[32]). 

In Italy also, the three national screening programmes were delayed in the period of January-May 2020 by over 2 ½ 
months, resulting in undiagnosed lesions estimated at 2 201 for breast cancers, 645 for colorectal carcinomas, 3 890 
for advanced colorectal adenomas, and 1 497 for CIN2 or more serious lesions (Mantellini et al., 2020[33]). While all 
three screening programmes reduced their activities by more than 50% during the first wave of the pandemic, the 
overall reduction in breast cancer screening in 2020 was 16% (Figure 2.10) and 11% for cervical cancer screening 
(Figure 2.11). This shows that Italy was partly able to catch up with its screening backlogs in the second half of 2020, 
as observed in many other countries. 

Similarly in Croatia, an 11% decrease in breast cancer screening in the first pandemic period (Vrdoljak et al., 2021[34]) 
was partly caught-up in the remaining of the year, resulting in a total decrease in breast cancer screenings by 6.7% in 
2020 compared to 2019 (Figure 2.10). Newly detected cases in 2020 were 6% lower than in the previous three years, 
indicating that some of the foregone screenings may result in later diagnosis and less favourable treatment outcomes 
(Vrdoljak et al., 2021[34]). 

Slovenia also paused cancer screenings in spring 2020, but resumed them in mid-May 2020 and expected that most 
cancer screening programmes would meet the usual targets by end of 2020 (Webb et al., 2022[30]). National authorities 
decided not to halt cancer screening programmes again during the second wave of the pandemic, a decision that was 
made possible due to better preparedness and availability of personal protective equipment (PPE) at that time (Ivanuš 
et al., 2021[35]). In the end, Slovenia registered only a slight reduction in breast cancer screening (-3%) and cervical 
cancer screening (-4%) in 2020 compared to 2019. 

Ireland reports having screened the same number of women for cervical cancer in 2020 and 2021 as in any previous 
two-year period, with a 13% increase in screenings in 2021 making up for the screening decreases in 2020 (Population 
Health Screening Unit, 2022[36]). 

2.4.2. Cancer care in hospital declined in 2020, raising concerns about timely treatment 
Delayed cancer diagnoses and treatments come at high costs, both for patients and for health systems. Delaying 
surgical treatment for common cancers increases the risk of death by about 7%, while delaying chemotherapy or 
radiotherapy by four weeks increases the risk of death by up to 13% (Hanna et al., 2020[37]). 

“Missing patients” for cancer care, as reflected by both lower number of hospital stays and fewer number of cancer-
related operations, are in most cases related to fewer new patients entering the cancer patient pathway because of 
delayed diagnoses. The number of hospital stays for cancer care dropped in all EU countries for which 2020 data are 
available (Figure 2.12). On average, it decreased by 11.5% in 2020 compared to 2019. 
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Figure 2.12. Hospital discharges for all cancers dropped in 2020 compared to 2019 

 
Note: For Ireland, data pertain only to publicly-funded hospitals; public patients treated in private hospitals are not included, which overestimates the 

decrease showed here. * 2018 data were used for 2019 for Finland. 

Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/s9u12a 

The number of cancer-related operations also decreased substantially across EU countries in 2020, though to varying 
extent. Depending on the operation, it fell by 10% to 20% on average (Figure 2.13). 

Figure 2.13. Cancer-related surgery dropped significantly in 2020 compared to 2019 

 
Note: Countries are ranked by alphabetical order. For Ireland, data pertain only to publicly-funded hospitals; public patients treated in private hospitals 

are not included, which overestimates the decrease showed here. 

Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/mkdynf 

The disruption in early diagnosis has created a backlog of patients that will eventually seek cancer care but often for 
cancer detected at a later stage requiring more complex treatment and with lower survival probabilities. Such a backlog 
of patients has been already reported in several EU countries, including Belgium (Peacock et al., 2021[38]), France 
(Bardet et al., 2021[39]), Spain (de la Portilla de Juan, Reyes Díaz and Ramallo Solía, 2021[40]), as well as in the 
United Kingdom (Wilkinson, 2021[41]). Strategies to prevent an accumulation of delayed cancer patients require 
minimising any disruptions in early diagnoses. 
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Promoting the primary prevention of cancer through vaccination and other means can also help reduce the incidence 
of some cancer in future years (Box 2.5). 

Box 2.5. Most EU countries avoided any reduction in HPV vaccination during the pandemic 

Human papillomavirus (HPV) vaccination is an effective means of cervical cancer prevention. Nearly all 
EU countries were able to maintain or even increase HPV vaccination coverage in 2020, with some countries 
achieving substantial progress (e.g. the Netherlands, Latvia, Ireland and Denmark increased by over 10% the 
vaccination rate of girls aged 15). The only exception was Italy which saw a drop of nearly half in its HPV vaccination 
rate in 2020 (European Commission, 2022[42]). 

Nonetheless, many countries still have a long way to go to meet the Europe’s Beating Cancer Plan’s objective of 
vaccinating at least 90% of the EU target population of girls against HPV and to significantly increase the 
vaccination of boys by 2030. 

2.5. Disruptions in chronic care 
People with chronic conditions faced a “double threat” during the pandemic: they were more vulnerable to 
complications and death from COVID-19, while they also experienced disruptions in care continuity during confinement 
periods and reported greater unmet needs. However, teleconsultations picked up rapidly in many countries and helped 
to at least partly ensure care continuity. 

2.5.1. People with chronic conditions have been particularly impacted by disruption of services 
Many health systems faced challenges in maintaining care for people with chronic conditions during acute phases of 
the pandemic. The Survey of Health, Ageing and Retirement in Europe (SHARE) found that people aged over 50 with 
a chronic condition were, on average, 40% more likely to report forgoing or postponing medical care during the first 
few months of the pandemic than those without a chronic condition (Börsch-Supan, 2022[43]). In Luxembourg, the 
Czech Republic, Belgium, France and Denmark, over 40% of people with a chronic condition reported that some care 
was cancelled by them or postponed by the health provider. On average, 37% of people with a chronic health condition 
had some care cancelled or postponed compared with 26% among those without a chronic condition (Figure 2.14). 

Figure 2.14. People with chronic conditions were 40% more likely to have forgone or postponed care during 

the first months of the pandemic than those without chronic conditions 

 
Note: Chronic conditions include AMI/heart failure, high blood pressure or hypertension, high cholesterol, stroke or vascular disease, diabetes or high 

blood sugar, chronic lung disease, Parkinson’s disease, Alzheimer’s disease, dementia, or other serious memory problems, rheumatoid arthritis, 

osteoarthritis or other rheumatism, or chronic kidney disease. Data collected between June and August 2020. 

Source: Börsch-Supan (2022[43]), Survey of Health, Ageing and Retirement in Europe (SHARE) Wave 8 COVID-19 Survey 1, 

https://doi.org/10.6103/SHARE.w8ca.800. 

StatLink 2 https://stat.link/y8vosk 
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The 2021 International Health Policy survey from the Commonwealth Fund found that over one in five people aged 
over 65 with two or more chronic conditions reported having missed or delayed care in 2020-21 in the group of seven 
countries surveyed in Europe (Williams II et al., 2021[44]). The share ranged from slightly over one in ten people in 
Germany to almost one in three people in the Netherlands and the United Kingdom (Figure 2.15). 

Figure 2.15. In several countries, over one-in-five older people with chronic conditions had missed or 

delayed care due to the pandemic 

 
Note: Data are based on responses to the following question: “In the past 12 months, did any appointment you had with a doctor or other health care 

professional get cancelled or postponed because of the coronavirus? Please think about all health care-related appointments including regular check-

ups and routine screening tests.” The data was collected in the second quarter of 2021. 

Source: Williams II et al. 2021 (2021[44]), Commonwealth Fund International Health Policy Survey, https://doi.org/10.26099/mqsp-1695. 

StatLink 2 https://stat.link/dolm1y 

People with chronic conditions are at high risk of complications if their conditions are not well managed. Rates of 
diabetes-related complications have increased in several countries during the pandemic due to reduced access to 
care. In the United Kingdom (England), only one in three people with diabetes received all their recommended checks 
in 2020-21 (The Guardian, 2022[45]). While rates of health checks among diabetic patients in the United Kingdom 
increased in the second half of 2020, they remained lower than before the pandemic at the end of the year (Carr et al., 
2022[46]). In the Netherlands and Italy, studies on diabetic patients admitted to hospitals show a significant increase in 
the number of amputations in 2020 compared to 2019, likely due to delayed care for diabetic patients (Schuivens et al., 
2020[47]; Caruso et al., 2020[48]). In the Italian study, the risk of amputation in 2020 was more than threefold than for 
diabetic patients admitted to a hospital in 2019 (Caruso et al., 2020[48]). 

2.5.2. Timely access to acute care was not always assured 
People with chronic conditions such as diabetes, high blood pressure and high cholesterol level have higher risk of 
cardiac events and cerebrovascular accidents. Growing evidence suggests that timely acute care was not always 
available during the pandemic for acute complications of these conditions. A lower number of patients was admitted 
to hospital following acute myocardial infarction (AMI) in all EU countries with available data in 2020. Lithuania and 
Hungary had large decreases in admissions for both AMI and cerebrovascular diseases (Figure 2.16). 
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Figure 2.16. The number of patients admitted to hospital following AMI and cerebrovascular diseases 

dropped in all countries in 2020 compared to 2019 

 
Note: In Ireland, the data gap for cerebrovascular diseases is due to a break in the time series in 2020 caused by coding changes, preventing any direct 

comparison of 2020 data with data from earlier years. * In Finland, the pre-pandemic data relate to 2018. 

Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/jnzcqd 

At the beginning of the pandemic, the severity of conditions among patients who were admitted to hospitals for AMI 
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care and postponing regular checks because of fear of contracting COVID-19, but also due to delays in timely acute 
care due to disruptions in ambulance and emergency care. In Italy, the severity of myocardial infarction increased 
between February and April 2020, leading to worse prognosis for cardiac patients (Tomasoni et al., 2020[49]). Mortality 
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2.5.3. Several EU countries took actions to improve care continuity for people with chronic 
conditions 
To ensure continuity of care for people with chronic diseases, many European countries transitioned rapidly to remote 
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care for patients with chronic care needs. In Austria, France, Ireland and Portugal, community pharmacists have been 
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Many countries (e.g. Finland, Slovenia, Spain and the United Kingdom) have scaled up data sharing between primary 
health care and outpatient specialists and hospitals to enhance the capacity of primary care providers to achieve care 
co-ordination for people with chronic care needs. 

2.5.4. Long COVID adds to the list of patients with continuous and often complex health care 
needs 
The so-called “long COVID” (also known as “post COVID-19 condition”) has emerged as a new long-lasting condition that 
will require better diagnosis and treatment in the coming years. There is not yet one commonly accepted definition of long 
COVID. According to the National Institute for Health and Care Excellence (NICE) in the United Kingdom, the term “long 
COVID” generally refers to patients who have signs and symptoms that develop during or after a COVID-19 infection, 
continue for more than 4 weeks (one month) and cannot be explained by an alternative diagnosis (NICE, (2022[55])). Long 
COVID can manifest itself in a wide range of symptoms, such as fatigue, brain fog, cardiovascular, neurological and 
cognitive problems, which can also affect people’s mental health (Matsumoto et al., 2022[56]; Tabacof et al., 2022[57]). 

Preliminary estimates indicate that at least 10% of people infected with COVID-19 experience some long COVID 
symptoms that last for more than one month (Expert Panel on effective ways of investing in health, 2022[58]), which 
means that long COVID has affected and possibly continues to affect over 25 million people across EU countries. 

Long COVID impacts not only people’s health and well-being, but also their employment and social activities. In 
Belgium, 60% of long COVID patients who responded to a survey in 2021 stated that they had limitations to work and 
38% of them had not returned to work (Castanares-Zapatero et al., 2021[59]). 

Some, but not all EU countries have established a long COVID patient pathway with dedicated treatments. Because the 
research on this new health condition is still ongoing, clinical guidelines are generally subject to continuous adjustments. 
Portugal, Austria, and Latvia have developed national clinical algorithms, patient pathways, and treatment 
recommendations for suspected and confirmed long COVID patients. In Germany, general practitioners work together 
with a network of specialists for less severe long COVID cases, while dedicated interdisciplinary outpatient clinics have 
been established for more severe and complex cases. Treating long COVID patients generally requires care co-ordination 
between primary care providers and specialists. It will add further challenges on health care systems in the coming years. 

2.6. Disruptions in elective care and surgery 

Most EU countries suspended elective (non-urgent) care during the pandemic to divert efforts towards COVID-19 
patients and avoid people being infected while seeking care. In many countries, the suspension of elective care during 
the first wave of the pandemic in spring 2020 lasted 4 to 8 weeks (Webb et al., 2022[30]). While services resumed 
afterwards, the reopening was often gradual, and some activities were again suspended in subsequent waves of the 
pandemic later in 2020 and 2021. 

Across the 23 EU countries for which data are available, nearly 2 million fewer elective surgical procedures were 
performed in 2020 compared with 2019 (equivalent to a 16.5% reduction across 15 procedures). The disruption also 
affected diagnostic activities, with over 5 million fewer MRI and CT diagnostic exams in 2020 compared with 2019 (a 
6.8% reduction). The suspension of elective surgery and diagnostics generated backlogs, leading to longer waiting 
times and waiting lists. 

2.6.1. Reductions in the volume of surgical activities in 2020 resulted in a marked increase in 
the number of people on waiting lists in many countries 
The number of hip replacements fell on average by 14% in 2020 compared with 2019 across the 23 EU countries with 
available data, but there was wide variation across countries (Figure 2.17). While there was no or very little reduction 
in Denmark, Estonia, Finland and Latvia, the volume of hip replacements fell by over 20% in 2020 in Poland, Hungary 
and Romania. Outside the EU, the reduction in hip replacements in the United Kingdom was very large (46% 
reduction), but negligible in Switzerland. 

The reduction in knee replacements and cataract operations was even larger in most countries, falling by 24% and 
23% respectively (Figure 2.17). At least five EU countries as well as the United Kingdom experienced a drop of at least 
30% in the number of knee replacements and cataract operations in 2020. By contrast, the reductions in Denmark, 
Estonia, Finland, Germany and Switzerland were much smaller, therefore generating less of a backlog. 

The reduction in surgical activities in 2020 was influenced by the duration of the suspension of elective surgery and 
how quickly hospitals were able to resume their activities once the suspension was lifted. 
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Figure 2.17. The number of hip and knee replacements and cataract surgery fell sharply in 2020 

 
Note: The EU average is unweighted. For Ireland, data pertain only to publicly-funded hospitals; public patients treated in private hospitals are not 

included, which overestimates the decrease showed here. Iceland does not provide any data on knee replacement. 

Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/0d713o 
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The reductions in the volume of surgical activities in 2020 resulted in a marked increase in waiting times in several 
European countries. This was particularly the case for people who remained on the waiting lists, while the increase 
was less marked for those people who managed to get treatment in 2020. This can be explained by the fact that while 
the supply of elective surgery fell during the pandemic, the demand also fell as fewer patients were added to waiting 
lists, and many patients on the lists did not undergo surgery because of the fear of COVID-19 infection. As a result, 
the waiting times for patients on the lists increased, but those who were treated in 2020 often did not experience longer 
waiting times than before the pandemic. 

While Estonia had the highest waiting times for patients on the list for hip and knee replacement, Poland and Portugal 
had the largest increases in 2020 (Figure 2.18). When looking at patients who were treated, the increase in waiting 
times for hip and knee replacements was much smaller or almost nil in Finland and Italy, but it more than doubled in 
Lithuania. 

Figure 2.18. Waiting times for people on waiting lists for hip and knee replacements increased greatly in 2020 

 
Note: For Norway, waiting times are over-estimated as they start from the moment a doctor refers a patient for specialist assessment up to treatment 

(while in other countries they only start when a specialist has assessed the patient and decided to add the person on the treatment waiting list). 

Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/8ywf7k 
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Box 2.6. How long might it take to clear the backlogs in elective surgery? 

The reduction in surgical activity rates described above can provide a first rough idea of the time that countries 
might need to recover from the cumulated backlog. Let’s assume that the volume of hip replacement in a given 
country fell by 15% in 2020 (which is close to the EU average reduction). If the volume goes back to the 
pre-pandemic level in the following year (as has been the case in 2021 in Portugal – Figure 2.19), the volume 
would subsequently have to be at least 5% higher for three consecutive years to catch up with the initial drop if the 
demand for hip replacement remains the same over time (i.e. if the “missing patients” who were expected to be 
treated during the pandemic continue to seek treatment and if the same number of new patients continue to be 
added to waiting lists as before the pandemic). The increase would have to be even higher if the drop in volume 
extended over two years (2020 and 2021). A reduction in volume of 10% in two consecutive pandemic years would 
require a 5% increase over four consecutive years. 

In the United Kingdom where the drop in elective surgery in 2020 was much more pronounced than in all 
EU countries for which data are available, the National Audit Office estimated at the end of December 2021 that 
the backlog of people on the waiting lists for elective and cancer care in England would continue to be much greater 
than before the pandemic up to at least March 2025, but the increase would be less if the supply of elective care 
was greater than initially planned and if only half of “missing patients” returned to get care (National Audit Office, 
2021[60]). The Institute of Fiscal Studies reported that under a “middle” scenario where only half of patients returned, 
the waiting list for pre-planned NHS treatment would peak at 8.7 million in October 2023 before starting to decrease 
(Institute for Fiscal Studies, 2022[61]). 

2.6.2. Many countries have taken actions to reduce backlogs and waiting times in elective 
surgery caused by the pandemic 
Many EU countries have taken actions to address the backlogs and increases in waiting times for elective care that 
were generated by the disruption during the pandemic. Most of these policies focus on increasing the supply of 
diagnostic services and operations (Table 2.2). Fewer countries have tried to improve the management of the demand 
for elective surgery. Most of the actions on the demand-side have focused on implementing more strictly the 
prioritisation tools of patients on the list based on clinical needs, while several countries have also targeted patients 
with very long wait (e.g. over a year) as being unacceptable regardless of clinical needs (OECD, forthcoming[3]). 

Table 2.2. Overview of approaches used to reduce backlogs following the pandemic 

Country Additional 
funding for 
health care 
providers 

Expand health 
workforce 

(e.g. doctors, 
nurses, etc.) 

Extend working 
hours of health 

workforce 

Better use of 
capacity or 
operating 
theatres 

Involvement of 
additional 
providers 

(e.g. private 
providers) 

Digital 
consultations 

Czech Republic 
  


  

Finland  


  

France      

Greece  



  

Ireland  


  

Italy      

Lithuania  



  

Portugal  


  

Slovenia 


   

United Kingdom (England)      

Source: OECD Health Systems Resilience Questionnaire 2022. 

Several EU countries have provided additional or earmarked funding for elective care in the second half of 2020, and 
in 2021 and 2022 to boost supply and address the backlogs. In Ireland, the Waiting List Action Plan is supported by 
dedicated funding of EUR 350 million in 2022 to prevent a projected 40% increase in the waiting list (Government of 
Ireland, 2022[62]). In Italy, the national government provided additional funding to regions in 2020 to address long 
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waiting lists. The funds included EUR 112 million for hospital admissions and EUR 366 million for specialist visits and 
outpatient care, and were subject to each region developing its own regional plan to address the waiting lists and 
specify the delivery timeline and use of resources (Government of the Italy, 2020[63]). In Finland, the government 
announced in April 2022 that EUR 110 million of the EU’s Recovery and Resilience Plan will be allocated in 2023 to 
reducing the backlog in treatment and rehabilitation services and speeding up access to care. Additional funding of 
EUR 90 million in 2024 and EUR 30 million in 2025 will be allocated for the same purposes (Government of Finland, 
2022[64]). 

In most countries, the additional funding allocated to address the backlogs has been used to pay overtime for additional 
sessions and increase the use of operating theatres, contract private providers (where a private system co-exist with 
a public system), create dedicated elective facilities or hubs, and incentivise initiatives that reduce cancellations and 
length of stay to optimise capacity use. However, additional funding is not a guarantee that the supply will increase 
and translate into shorter waiting lists and waiting times. 

In the few countries for which surgical activity data are available for 2021, the number of hip and knee replacements 
bounced back in 2021 and nearly or fully returned to their pre-pandemic level of 2019. This was the case in Portugal 
where the volume of hip and knee replacements in 2021 went back to at least their 2019 level, although this increase 
in surgical activities in 2021 did not prevent waiting times to increase for patients on waiting lists (Figure 2.19). 

Figure 2.19. Surgical activities rebounded in 2021 in Portugal and Norway 

 
Source: OECD Health Statistics 2022. 

StatLink 2 https://stat.link/12gv58 
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Policy responses to increase the supply of surgical procedures can be grouped into three main categories: increasing 
productivity, engaging private providers, and managing the health workforce. 

Increasing productivity: Contracting additional sessions, extending working hours, reducing 
cancellations 

Some EU countries have tried or are planning to increase productivity through efficiency gains and better use of 
capacity and operating theatres. Policy makers have targeted reductions in cancellations and missed appointments, 
better use of operating theatres, and reducing bed-blocking through increasing rehabilitation services leading to shorter 
length of stay. Better use of operating theatres can be achieved through additional sessions on the weekend and 
paying overtime or recruiting additional staff. 

In Ireland, the National Treatment Purchase Fund provides extra funding to public hospitals to fund additional staff and 
overtime to treat more patients during weekends and to shift patients to outpatient clinics for minor treatments. Plans 
also include an improvement of waiting list management by validating patients for being ready for treatment and 
improving data accuracy to avoid duplications and missed appointments. Reductions in missed appointments 
(currently at around 11%) will be obtained through new patient-centred booking arrangements with more agile 
scheduling. The target is to reduce missed appointments to 8% by December 2023 (Government of Ireland, 2022[62]). 

In Portugal, a law adopted in November 2021 provides further incentives to develop extra capacity for surgical activity. 
Additional financial payments target in particular those surgery with longer waiting lists and waiting times going beyond 
the waiting time guarantees (Ministry of Health, 2021[65]). 

In the United Kingdom (England), a number of initiatives are planned to improve efficiency in the delivery of elective 
surgery, including increasing the proportion of surgical procedures performed in outpatient departments rather than in 
inpatient settings. To boost supply, there are also plans to make temporary staffing banks more attractive by making 
it as easy as possible for staff to take on extra shifts, paying them promptly for working these extra shifts, and providing 
greater support to temporary staff by offering them more permanent employment or development opportunities (NHS 
England & NHS Improvement, 2022[66]). 

However, increasing productivity presents some challenges. In several EU countries, the health workforce is already 
overstretched, making staff reluctant to work more overtime or exposing them to higher risk of burnout and resignation. 
Increasing volumes of activities therefore require careful planning and avoiding putting excessive pressures. 
Contracting beyond normal volumes is also challenged by the difficulty to distinguish between regular volumes and 
the additional volumes that go beyond what would have been provided without additional funding. 

Contracting with private providers to treat publicly-funded patients 

Several EU countries have involved private providers in the past to reduce waiting times, and plan to do so following 
the backlog caused by COVID-19. Contracting with private providers can increase supply quickly by relying on existing 
capacity in the private sector. Such contracts generally relate to high-volume procedures, with a focus on achieving 
maximum waiting time guarantees and people who have waited for a long time. In some countries, patients who have 
waited above the maximum can choose a provider in the private sector. 

In Denmark, before the pandemic, patients were guaranteed a maximum waiting time from a GP or specialist referral 
to treatment of one month, and these maximum waiting times have been maintained during the pandemic. If the region 
cannot ensure that treatment will be initiated within one month, patients have the right to an “extended free choice of 
hospital”. This means that patients may choose to go to a private hospital (OECD, 2020[67]). 

In Ireland, the Health Service Executive and National Treatment Purchase Fund plans to commission extra public and 
private activity under the 2022 Waiting List Fund to provide an additional 100 000 outpatient appointments, 30 000 
diagnostics and 28 000 inpatient or day case procedures. A partnership framework for procurement of services from 
the private sector will be established (Government of Ireland, 2022[62]). 

In Italy, several regions have a mix of public and private providers treating publicly-funded patients, and private 
providers are expected to play a more prominent role to treat patients especially in specialties such as orthopaedics 
(e.g. hip and knee replacements) and ophthalmology (e.g. cataract). One region (Valle D’Aosta) plans to direct more 
patients to accredited private hospitals for orthopaedic surgery (Valle D’Aosta Region, 2022[68]). 

In the United Kingdom (England), there are plans to create additional capacity by increasing the involvement of private 
providers (known as the independent sector) to treat publicly-funded patients. Integrated care systems will be 
responsible for planning and locally co-ordinating the provision of services between public and private providers. 
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Private providers will focus mostly on high-volume and low-complexity cases, with the objective of freeing up capacity 
of public providers to focus on more complex work. Depending on local needs and capacity, there may be scope for 
private providers to contribute selectively to diagnostics or more complex cases. Access to private providers will be 
integrated within the framework of patients’ rights to choose for first outpatient appointment and if a patient is waiting 
too long (NHS England & NHS Improvement, 2022[66]). 

In Slovenia, a system of electronic referrals monitoring was already in place before the pandemic, and it was used to 
monitor the number of postponed treatments and waiting times in real time throughout the pandemic. To deal with care 
backlogs, national authorities published a call for tender to contract extra capacity for defined treatments and volumes, 
open also to private providers that otherwise do not have contracts with the statutory health system. 

One possible concern when contracting with private providers is that they often draw from the same pool of doctors 
employed by public hospitals. Therefore, there is a risk that increasing supply by private providers can be offset by 
reductions in volume by public providers. Another concern relates to the payment of private providers, whether and to 
what extent it should be aligned with public providers’ payments. 

Expanding and retaining health workforce 

In many countries, the available health workforce has been the biggest constraint in increasing rapidly the volume of 
activities to deal with backlogs. This is because such policies imply either the current workforce working longer hours 
(with the risk of burnout and resignation) or expanding the workforce. However, training new nurses and new doctors 
takes time, hence the main options to address the backlogs in the short-term are either to retrain and redeploy existing 
staff who may not be over-loaded or recruit new staff from abroad. Recruiting skilled health workers from other 
countries can provide a quick solution, but it can exacerbate the “brain drain” from lower income to higher-income 
countries and shortages in countries where workers are recruited from. 

Both Ireland and the United Kingdom have relied on the international recruitment of doctors and nurses to address 
immediate health workforce shortages. In Ireland, while there are plans to develop strategic workforce planning to 
enhance capacity and to invest in education and training as a long-term solution, the strategy to address current 
shortages in the short-term relies on the recruitment of staff from abroad (Government of Ireland, 2022[62]). The 
recruitment of foreign-trained nurses in Ireland reached an all-time high in 2021, driven mainly by a large increase in 
the recruitment of nurses from India and the Philippines but also from Zimbabwe and Nigeria (Irish Nursing and 
Midwifery Board). 

In the United Kingdom (England), the NHS England Plan to tackle the COVID-19 backlog included the international 
recruitment of more than 10 000 nurses in fiscal year 2021/22, and in particular those with experience in critical care 
and operating theatres (NHS England & NHS Improvement, 2022[66]). The international recruitment of nurses in 
England and the rest of the United Kingdom reached an all-time high in 2021/22, with a strong growth in nurses 
recruited from the Philippines and India, but also from African countries like Zimbabwe and Nigeria (Shembavnekar N 
and Buchan J, 2022[69]). NHS England also plans to develop new roles for nurses, such as anaesthetic associates, to 
help address the shortage of anaesthetists. To increase the retention of nurses and other health workers, a Retention 
Programme supports NHS Trusts to improve flexible working conditions and workplace well-being, and support staff 
at the start and end of their careers. There are also efforts to support employers to manage staff absence as it is 
estimated that improving attendance nationally by around 1% could amount to as many as 12 000 full-time equivalent 
staff (NHS England & NHS Improvement, 2022[66]). 

According to recent OECD estimates, at least half of the new investments required to support health system recovery 
and make them more resilient should be on the health workforce to increase recruitment and retention rates by 
improving working conditions (Morgan and James, 2022[70]). 

2.7. Summary of the pandemic’s impact in disrupting health services 

The COVID-19 pandemic has led to unprecedented disruptions in the delivery of many health services as resources 
were diverted to contain and manage the pandemic and the population was encouraged to avoid physical and social 
contacts during the initial stage and peak phases. This chapter has reviewed the degree of disruptions in different 
types of care, focusing mainly on the first year of the pandemic because of limited availability of more recent data in 
most countries. Table 2.3 provides an overview of the degree of disruptions for selected services in primary care 
(vaccination), mental health care, cancer care, chronic care and elective surgery in 2020. These services have been 
selected mainly based on data availability in most countries, not necessarily because they are the most important ones 
to assess the availability of needed care in these different care areas. This is particularly the case in the areas of 
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mental health care and chronic care where indicators related to reductions in hospital stays in 2020 are used to assess 
the degree of disruptions, but indicators related to disruptions in outpatient care would have been at least equally if 
not more relevant. Countries are classified in three groups based on whether there was a small or no disruption in 
services in 2020, moderate disruption or large disruption. For a few indicators (vaccination), the level of service 
provision in 2020 is also taken into account, so that a small increase in 2020 is not rated positively if the vaccination 
coverage remained low in 2020, and vice versa (a small decrease in 2020 is not rated negatively if the vaccination 
rate remained high). 

Some countries, like Denmark, Estonia, the Netherlands, Norway and Switzerland, have done generally better in 
minimising disruptions across most health services considered in Table 2.3. Norway and Denmark had lower 
COVID-19 cases during most of 2020, which helped to minimise disruptions for other health services. Other countries 
had greater disruptions across most health services, including three Southern European countries (Italy, Portugal and 
Spain) and a number of Central and Eastern European countries (the Czech Republic, Hungary, Lithuania, Poland 
and the Slovak Republic). 

On the positive side, most countries have been able to maintain high childhood vaccination rates during the first year 
of the pandemic, and many countries have achieved notable progress in the vaccination of older people against 
seasonal influenza. Generally, those countries that had higher vaccination coverage against influenza before the 
pandemic were able to increase it even more in 2020. Moving forward, the challenge will be to continue to achieve 
high vaccination rates to protect the population against various infectious diseases and avoid additional pressures on 
health care systems. 

The disruption in cancer screening, along with other early detection services, during the first few months of the 
pandemic has raised serious concerns about long-term consequences, as postponed diagnoses inevitably result in 
cancer being diagnosed at a later stage, making cancer treatment more complex and costly, and reducing survival 
probabilities. Most countries were able to offset at least partly the initial reduction in cancer screening in the first half 
of 2020 by scaling up activities in the second half, thereby lessening the drop over the course of the year. The disruption 
in screening and new cancer diagnoses has been one of the main factors behind the reduction in cancer treatment as 
reflected by the drop in cancer-related operations in all countries in 2020. Most EU countries still have a way to go to 
reach the ambitious goal set out in the Europe’s Beating Cancer Plan of having 90% of the EU population who qualify 
for breast, cervical and colorectal cancer screenings offered screening by 2025. 

There was a sharp reduction in elective surgery such as hip and knee replacements in all countries in 2020, as non-
urgent surgical procedures were the first ones to be suspended and postponed when there was a need to free up 
resources to handle the crisis. The number of hip replacements fell on average by 14% in 2020 compared with 2019 
across the 23 EU countries with available data, and the number of knee replacement fell even more (by 24%), but the 
reduction was much smaller in some countries (e.g. Denmark, Estonia and Finland). The “missed volumes” of surgical 
activities in 2020 led to a sharp increase in the number of people on waiting lists and waiting for a long time in several 
countries. Many European countries have taken actions in 2021 and 2022 to address the backlog of patients waiting 
for elective surgery by providing additional funding to increase surgical activities. In the few countries for which data 
are available for 2021, the data show that surgical activities have recovered or almost recovered from their 
pre-pandemic level. In most countries, the main constraint in rapidly increasing the volume of surgical activities has 
been the health workforce. Incentives are provided to current staff to work harder and longer hours, but this strategy 
has limits and runs the risk of burnout and resignation. 

Table 2.3 also shows that more than two years after the onset of the pandemic, there are still many data gaps to 
assess the impact of the pandemic on different health services during the first year (2020), and data availability is even 
much more limited for 2021. The limited availability of timely data on health care activities and waiting times restricts 
the possibility to monitor the speed of the recovery and the backlogs of patients waiting for treatments. Most 
EU countries took rapid actions at the beginning of the pandemic to mitigate data deficits to help them manage 
COVID-19 responses, and there have been remarkable progress in gathering real time (or almost real time) data to 
do so. Similar progress would be needed in the collection and reporting of more timely data on regular health care 
activities, (unmet) health care needs, waiting times and health outcomes for patients, to monitor progress in the 
recovery from the pandemic. 
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Table 2.3. Overview of the pandemic’s impact in disrupting selected health services in 2020 

 Primary care Mental care Cancer care Chronic care Elective care 

DTP3 

childhood 

vaccination  

(percentage 

point change 

from 2019) 

Senior 

influenza 

vaccination  

(percentage 

point change 

from 2019) 

Hospital stays 

for mental 

disorders 

(excess 

reduction 

compared to 

2019) 

Breast cancer 

screening 

(% change 

from 2019) 

Cancer-

related 

surgery* 

(% change 

from 2019) 

Hospital stays 

for AMI 

(% change 

from 2019) 

Diagnostic CT 

and MRI 

exams 

(% change 

from 2019) 

Hip and 

knee 

replacement 

surgery 

(% change 

from 2019) 

Austria 85.0% (0)   -4.5%   -8.3% -12.9% -5.9% -14.8% 

Belgium 97.0% (-1)   -24.2%   -14.2% -8.4% -3.1% -25.7% 

Bulgaria 91.2% (-2) 5.8% (+2.3)     -18.1%   -8.3% -20.3% 

Croatia 93.7% (-1) 39.0% (+5)   -6.7% -4.5%   -7.8% -13.4% 

Czech Republic 96.8% (+0.1) 23.9% (+1) -13.0% -3.0% -17.8% -10.1% -4.6% -20.9% 

Denmark 96.0% (0) 75.0% (+23)   0.6% -10.1%   2.2% -3.3% 

Estonia 91.0% (-0.4) 12.0% (-3) -8.0% -4.5% -5.4% -3.1% -4.6% -0.9% 

Finland 91.0% (0) 53.7% (+6.4) -10.1% -1.3%   -13.3%   -3.4% 

France 96.0% (0) 59.9% (+7.9) -10.3% -12.7% -8.6% -5.6%   -16.0% 

Germany 93.0% (0) 47.3% (+8.5) -13.3%   -6.5% -7.2% -0.3% -8.2% 

Greece 99.0% (0) 73.5% (+14.6)         -40.6%   

Hungary 99.9% (0) 30.5% (+6.9) -21.7% -13.8% -17.3% -15.4% -8.3% -32.7% 

Ireland 94.2% (+0.7) 70.5% (+11.6)   6.3% -24.0% -5.2%   -22.0% 

Italy 93.7% (-2.4) 54.6% (+1.5) -22.7% -16.0% -14.9% -14.6% -12.3% -19.9% 

Latvia 100.0% (0) 9.1% (-2.6) -10.6% -23.5%   -6.5% 3.1% -6.4% 

Lithuania 91.4% (-0.8) 26.3% (+4.8) -27.7% -13.6% -17.8% -20.3% -17.3% -27.9% 

Luxembourg 99.0% (0) 46.3% (+5.9)   -5.4% -10.1%   -2.0% -19.7% 

Malta 98.4% (+0.2) 67% (+14.1)   3.9%         

Netherlands 94.2% (+0.5) 67.9% (+6.6) -6.5% -7.5%   -4.0% 1.8%   

Poland 90.4% (-4.8)   -28.7%   -17.0% -15.7% -8.8% -23.4% 

Portugal 99.0% (0)   -21.6%   -21.0% -12.3% -5.5% -20.0% 

Romania 87.0% (-1.1) 35% (+12)     -29.8%   5.0% -32.6% 

Slovak Republic 97.0% (+0.3) 12.8% (+1.3) -15.4% -12.3% -10.5% -9.0% -9.2% -22.5% 

Slovenia 95.0% (0) 27% (+8.2) -19.5% -3.3% -8.2% -12.2% 0.5% -19.3% 

Spain 94.8% (-0.8) 67.7% (+13) -11.4%   -12.5% -10.1% -10.9% -23.8% 

Sweden 97.0% (-1.0) 60.4% (+7.6) -4.6%   -10.4% -11.6%   -19.6% 

Iceland 93.4% (+0.9) 54.6% (+7.1) -8.9% 1.6% -9.0% -18.2% -4.7% -17.7% 

Norway 97.1% (0.1) 57.0% (+14) -5.5% -12.3% -4.3% -11.5% 0.5% -9.2% 

Switzerland 96.5% (0.3)   -4.2%   -4.2% -3.8%   -1.2% 

United Kingdom 93.0% (0) 72.4% (0)   -1.2% -25.7%   -14.8% -55.6% 

Small or no 

disruption 

> 90% and 

vaccination 

increased or 

maintained 

> 50% and 

vaccination 

increased 

≤ 5% excess 

decrease or 

increase in 

hospital stays 

≤ 5% 

decrease or 

increase in 

screenings 

≤ 5% 

decrease in 

surgery 

≤ 5% 

decrease in 

discharges 

≤ 5% 

decrease or 

increase in 

exams 

≤ 5% 

decrease in 

surgery 

Moderate 

disruption 

> 90% but 

vaccination 

decreased 

< 50% and 

vaccination 

increased 

5-10% excess 

decrease in 

hospital stays 

5-10% 

decrease in 

screenings 

5-10% 

decrease in 

surgery 

5-10% 

decrease in 

discharges 

5-10% 

decrease in 

exams 

5-10% 

decrease in 

surgery 

Large disruption 

< 90% and 

vaccination 

decreased or 

maintained 

< 20% or 

vaccination 

decreased 

> 10% excess 

decrease in 

hospital stays 

> 10% 

decrease in 

screenings 

> 10% 

decrease in 

surgery 

> 10% 

decrease in 

discharges 

> 10% 

decrease in 

exams 

> 10% 

decrease in 

surgery 

Note: *This includes five cancer-related surgery: stem cell transplantation, prostatectomy, partial excision of mammary gland, total mastectomy and 

hysterectomy. Cyprus is not shown because data was not submitted to the 2022 Joint Questionnaire. For Iceland, the reduction in “hip and knee 

replacement” only relates to hip replacement. DTP3: diphtheria-tetanus-pertussis vaccine, 3rd dose. AMI: acute myocardial infarction. 

Source: OECD Health Statistics 2022 (based on OECD/Eurostat/WHO-Europe Joint Questionnaire on Non-Monetary Health Care Statistics). 

StatLink 2 https://stat.link/xs5gan 

https://stat.link/xs5gan
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