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This chapter applies the OECD Framework for People-Centred Health 

Systems to the COVID-19 response pursued by health systems and 

governments across OECD countries to consider the extent to which the 

policies put in place to fight the pandemic were people-centred. It finds that 

the policies pursued to contain and mitigate the pandemic largely did not 

prioritise – and in many cases conflicted with – the key principles of 

people-centredness. The response to the COVID-19 pandemic has 

underscored that many principles of people-centredness remain poorly 

institutionalised within health systems policy making. It further argues that 

while the urgency of the pandemic sometimes necessitated responses that 

deprioritised people-centredness, a more person-centred approach to 

certain challenges raised may in fact have helped to avert some of the 

difficulties countries continue to face nearly two years into the pandemic. 

3 The COVID-19 pandemic has made 

people-centredness even more 

urgent 
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The rapid development of COVID-19 into a global pandemic over the past 15 months has dramatically 

tested health systems globally. In many countries, efforts to contain the spread of the virus have led to the 

implementation of bold and often extraordinary policies, many of which have turned usual medical and 

social practice on its head. Within this rapidly changing context, seeking people-centredness in the 

response may seem a secondary priority to the immense task of tackling the epidemic. However, this would 

take a myopic view of the crisis. A person-centred approach is essential to an effective COVID-19 response 

in OECD countries. 

Scaling up a government response to the pressing needs of COVID-19 requires also attending to the 

regular needs of patients seeking care and support. In some cases, the policies adopted to address the 

COVID-19 outbreak have created serious challenges to high-quality care for several other conditions, such 

as diabetes (Chudasama et al., 2020[1]) and cancer care (The Lancet Oncology, 2021[2]). Reports from 

many countries have suggested that time-sensitive care is sometimes being delayed or forgone during the 

crisis (OECD/European Union, 2020[3]; OECD, 2021[4]). It is critical that responses balance attention to the 

current crisis without sacrificing the other needs of health systems users. 

Despite the difficulties faced by health systems during the COVID-19 pandemic, a number of positive 

lessons can also be drawn from the speed at which health systems have been able to adapt their ways of 

working and introduce new policies, practices and flexibilities, often in the face of considerable pressures. 

Some longstanding barriers to people-centredness can be quickly addressed while others are much more 

unyielding. For example, telemedicine has been accelerated to an extent that was unthinkable before the 

pandemic. 

The need for fast decisions often reduced patients’ voice during the pandemic, 

and patient involvement and participation has been underutilised 

Prior to the COVID-19 pandemic, policy commitments were made to broaden patient and public 

involvement and improve shared decision in health systems. However, the need to accelerate decision 

and implementation of policies to contain the spread of COVID-19 and prepare providers care for acute 

patients has often come at the expense of patient voice and shared decision-making (Richards and 

Scowcroft, 2020[5]; Köther, Siebenhaar and Alpers, 2021[6]). 

As the response to the pandemic evolves, renewed appeals have been made to bring increases in public 

and patient involvement, as a way to achieve several important goals including: to increase public trust 

and confidence in health systems responses; facilitate public compliance with containment measures; 

identify better treatments and new approaches to care delivery, including those for vulnerable and 

underserved populations; and overcome vaccine hesitancy (Murphy et al., 2020[7]). The pandemic also 

made clear the need to better institutionalise mechanisms to include patient voice in more rapid policy 

responses, such as the COVID-19 pandemic, as a way of ensuring the quality of care, improving decisions, 

managing the politics of expert advice in times of uncertainty (Moore and MacKenzie, 2020[8]). 

The institutionalisation of patient participation and involvement can serve as a platform for the interaction 

between patients and health care authorities, including during times of emergency or crisis (Dobiášová, 

Kotherová and Numerato, 2021[9]). However, meaningful examples of patient involvement and participation 

in the pandemic still seem to be limited. According to a survey conducted with 57 patient organisations in 

Europe, 63% of respondents indicated that there was no patient involvement in the management of the 

pandemic at all, and only 12% of responding organisations agreed that there was good patient involvement 

in their country’s COVID-19 crisis taskforce (European Patients Forum, 2021[10]). 
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Digital access to primary health care consultations has partially mitigated the 

reduction of patient choice as in-person consultations fell dramatically 

The growing use of digital tools in health systems offers the opportunity to overcome certain choice 

barriers, including access. The rapid expansion of telemedicine tools during the COVID-19 pandemic 

across the globe has demonstrated the enormous potential of virtual health services to overcome access-

related barriers to care (Bhaskar et al., 2020[11]). Nowhere has this been more evident than in the rapid 

scale-up of digital tools for health care. 

In many countries, timelines for the roll out of telemedicine services and other digital approaches that were 

previously counted in years were shortened into a span of mere months (Marin, 2020[12]). Many countries 

such as Austria, Belgium, the Czech Republic, Estonia and Korea introduced or hastened the scale-up of 

remote consultations during the pandemic, while other countries that already allowed telemedicine 

services, such as France, Luxembourg, Poland, and the United States, rapidly expanded reimbursement 

for these services (OECD/European Union, 2020[3]). Some of the changes put in place to facilitate digital 

health delivery were initially temporary, such as the addition of telehealth services to the Medicare Benefits 

Scheme in Australia, but underpin broader plans to transition towards a more comprehensive policy of 

virtual care. In Portugal, a collaboration between the health care call centre SNS24 and a telehealth 

platform developed during the pandemic (Trace-COVID-19) created a system of triage and referral to 

identify the most appropriate setting for patients. 

Nonetheless, not all barriers that impact patient choice can be overcome with digital solutions alone, and 

there is some evidence that the rise of telemedicine was not sufficient to compensate for the dramatic 

reduction of in-person consultations. A large study of insured populations in the United States covering 

over 36 million people found that total in-person ambulatory contacts decreased from 1.63 contacts per 

person in March-June 2019 to 1.02 contacts per person in March-June 2020, while telehealth ambulatory 

contacts per person rose from 0.01 to 0.32 in the same period (Weiner et al., 2021[13]). Furthermore, 

populations living in least socially advantages areas were less likely to have access to telemedicine when 

compared to wealthier populations (Figure 3.1). Given that the study data refer to insured populations only, 

the results may be even less favourable to uninsured people. Data for the second semester of 2020 

indicate a rebound in the levels of in-person consultations (Mehrotra et al., 2021[14]). 

Similar patterns of expansion of telemedicine were observed in other countries. In France, for example, 

teleconsultations reached 27% of total consultations at the height of the lockdown in 2020 (Richardson 

et al., 2020[15]). In Norway, the proportion of general practitioner consultations that were performed 

remotely reached a peak of 60% between 16 and 22 March 2020, then declined to 25% in the last week 

of March 2020, a level which was maintained for several months (Johnsen et al., 2021[16]). 

Telemedical services were not the only digital tools expanded by health systems during the pandemic. In 

Korea, vaccine availability was monitored using online and app-based reporting systems to keep track of 

the number of remaining doses across hospitals, and promote equity and up-take of the vaccine. Mobile 

apps were also developed to keep track of the public distribution of face masks. 

The expansion of telemedicine however, affected specialties in a different manner, and digital technology 

is not able to replace services that require physicial interventions, such as surgeries or diagnostic exams 

that require direct physical examinations. A study of insured populations in the United States found strong 

reductions were observed from January-February to March-April 2020 in diagnostic procedures such as 

colonoscopies, mammograms, hemoglobin A1C tests, and vaccines; some types of non-elective surgeries, 

includingangioplasties, elective surgeries, and the use of mangetic ressonance imaging from – the point 

at which the pandemic had begun to spread aroudn the world (Whaley et al., 2020[17]). 
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Figure 3.1. In the United States, populations living in less socially advantaged areas had less 
access to telemedicine 

Total ambulatory encounters per person (in-person and telehealth) in March-June 2019 and March-June 2020, and 

share of telehealth encounters in March-June 2020, by level of deprivation of place of residence in the United States 

 

Note: From March to June 2019, telehealth ambulatory encounters were 0.3% of the total for all four quartiles of social deprivation index. 

Source: Authors preparation with data from Weiner et al. (2021[13]), “In-Person and Telehealth Ambulatory Contacts and Costs in a Large US 

Insured Cohort Before and During the COVID-19 Pandemic”, https://doi.org/10.1001/jamanetworkopen.2021.2618. 

Engaging people has been critical for pandemic containment efforts, but a 

balance between incentives and restrictions is still needed 

As part of the containment policies introduced in the first semester of 2020, severe restrictions in the 

circulation of people were adopted and levels of population compliance were high. A study of 52 countries 

found that on 11 March 2020, population mobility had dropped 63% from its baseline (Nouvellet et al., 

2021[18]). 

People’s engagement was also necessary for the adoption of other preventive behaviours, such as the 

use of facemasks. When the virus first appeared, the predominant modes of transmission were initially 

unclear, but evidence emerged to suggest that the main mode of transmission was through respiratory 

droplets and that the use of facemasks was an effective way to prevent transmission (Howard et al., 

2021[19]). Countries gradually adopted mandates or recommendations for the use of facemasks in public 

spaces: during 2020, the first mandates and requirements for facemasks usage in public were introduced 

in Chile, Italy, and Germany in early April; in France, Korea, and Spain in early May; in the Netherlands in 

early June; in Canada, Costa Rica, and the United Kingdom in late June; in Australia in late July; and in 

Denmark in late August, albeit with regional variation in some of these countries, notably in Spain, the 

United Kingdom and the United States (Hale et al., 2021[20]). 

Results of large international studies conducted with Facebook users have provided some insights about 

the usage of facemasks, even though these need to be interpreted with caution as the data represents 

only social media users and may not be representative of the general population (Perrotta et al., 2021[21]; 

Fan et al., 2020[22]; Badillo-Goicoechea et al., 2021[23]). While mandates and recommendations did have 

an effect in the uptake of facemask usage, many other factors impact the response across countries. Some 

countries, including Japan and Korea, had persistently high rates of reported facemask usage, remaining 
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well above 90% throughout the pandemic. Other countries, including Costa Rica and Spain, saw a rapid 

uptake in facemask usage in May and June 2020 and have maintained high levels of usage of over 90%; 

in Canada and France, mask usage rates have been between 80% and 90%. In the United Kingdom, the 

highest rates were between October 2020 and July 2021, and have fallen in subsequent months. In 

Australia, around 30% of the population reported usage between August 2020 and July 2021, with usage 

rising sharply thereafter before more recently declining. In Denmark, reported facemask usage has mostly 

remained below the 50% mark, with the highest rates observed between November 2020 and June 2021 

(Figure 3.2). Some of the variation in face mask usage is likely related to the country’s guidelines and rules 

concerning use: in France, for example, face masks remain required in indoor buildings such as shops, 

while obligatory face coverings were lifted in the United Kingdom in mid-summer 2021, though have since 

been re-imposed in some settings. 

Figure 3.2. Self-reported facemask usage, 7-day averages between May 2020-November 2021 

 

Note: Results from 64 572 869 responses collected between 23 April 2020 and 29 November 2021 from Facebook users in 113 countries and 

territories by “The University of Maryland Social Data Science Center Global COVID-19 Trends and Impact Survey, in partnership with 

Facebook”. 

Source: Fan et al. (2020[22]), The University of Maryland Social Data Science Center Global COVID-19 Trends and Impact Survey, in partnership 

with Facebook, https://covidmap.umd.edu/api.html. 
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While the evidence still confirms that the use of facemasks is important to prevent infections (Li and Sun, 

2021[24]; Howard et al., 2021[19]; Liao et al., 2021[25]), immunisation became the main policy tool to contain 

the pandemic as soon as vaccines became available in late 2020 and early 2021. As countries began to 

expand their vaccination programmes, ensuring people understand and agree with the new vaccines has 

been critical to reach the high levels of population vaccination that are needed for herd protection given 

the highly contagious nature of SARS-CoV-2 (Fontanet and Cauchemez, 2020[26]). However, after the initial 

supply and logistical challenges were addressed across OECD countries, persistence in vaccination 

hesitancy among a fraction of the population has been a roadblock in reaching universal immunisation. 

Bringing people on board is further critical given the likelihood that vaccination against COVID-19 will not 

be a one-off occurrence, but will rather require some booster doses in addition to their initial immunisation 

in at least the medium term. 

Across 11 OECD countries in December 2020, when the vast majority of the people had not yet been 

vaccinated, between 23% and 60% of the population indicated that they would not get a COVID-19 vaccine 

if it were made available to them (Figure 3.3). Vaccine hesitancy dropped somewhat by the end of 

February 2021, when between 13% and 35% of the people across the eleven countries indicated that they 

would not get a vaccine. However, as vaccination programmes expanded, by late April 2021, the proportion 

of unvaccinated people who were unwilling to receive a vaccine grew in several countries, reaching 29% 

in Germany, 34% in Australia, 42% in France, and 54% in the United States. 

Figure 3.3. Attitudes on COVID-19 vaccination in 11 OECD countries, Aug 2020-April 2021 

"If a vaccine for COVID-19 were available to me, I would get it" 

 

Note: April 2021 only among those reporting they had not received the vaccine.  

Source: Ipsos (2021[27]), COVID-19 Vaccination Intent. Ipsos survey for The World Economic Forum. 

Misinformation appears to have played a role in fuelling vaccine hesitancy, even before the COVID-19 

pandemic. A study in Italy found an association between the dissemination of fake news and 

misinformation about immunisation in social networks in 2012 and a decrease in child immunisation rates 

(Carrieri, Madio and Principe, 2019[28]). More recent studies have also discussed the association of 

misinformation on social media and COVID-19 vaccine hesitancy (Garett and Young, 2021[29]; Lockyer 

et al., 2021[30]). These concerns illustrate the challenge that countries face in rapidly scaling up a 

population-wide vaccination campaign and underscores the importance of good communication and co-

production between health systems and the broader population (OECD, 2021[31]). 
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As the pandemic persisted into the second half of 2021, many OECD countries still struggled to convince 

a sizable minority of their citizens to be vaccinated, and a plateauing effect in vaccination coverage was 

observed in several OECD countries, including Austria, the Czech Republic, Germany, Hungary, Israel, 

Switzerland, the United States and others. This has created a major roadblock in efforts to prevent the 

further spread of the COVID-19 virus, particularly given the onset of the more virulent Delta variant, and 

the looming threat of further highly infectious variants such as Omicron. In November 2021, even countries 

where a majority of the eligible population had been vaccinated still had sizeable numbers of people 

susceptible to the disease, and a sharp resurgence of cases was observed in many European countries. 

One measure taken by the majority of OECD countries to discourage COVID-19 transmission and 

incentivise vaccination has been the introduction of COVID-19 ‘passes’ intended to restrict access to 

certain public venues to people who fulfil requirements, often related to vaccination, testing, or recovery 

from COVID-19. Across the 38 OECD countries, by early December 2021, over three-fifths (24 countries) 

had implemented national COVID-19 pass requirements, while a further ten countries had introduced 

voluntary, partial, or regionally based COVID-19 passes (Table 3.1). Only four countries had not introduced 

any form of COVID-19 pass control to restrict access in at least some public spaces. Despite their coercive 

nature and an arguable restriction of individual liberty, these measures – introduced in many countries to 

incentivise vaccination – have received broad popular support, indicating a possible balance between 

incentives and coercion as a way forward through the pandemic. 

Table 3.1. Status of COVID-19 pass requirements in OECD countries, early December 2021 

Country Has a 

COVID-19 

pass been 

implemented?  

Locations applicable Requirements Further information 

Australia No       

Austria Yes For hotels, 
restaurants, bars, 
nightclubs, leisure 
centres, gyms, 

cultural institutions 
(cinemas, 
theatres etc.), 

Christmas markets, 
ski lifts/cable cars 
and body-related 

services (such as 

hairdressers) 

Vaccination or 

recovery 

Lockdown measures implemented in November 2021 following a 
rise in number of cases; domestic use of COVID-19 certificate 
continues (Federal Ministry of Social Affairs, Health Care and 

Consumer Protection, 2021[32]; Schengeninfonews, 2021[33])  

Belgium Yes, regionally restaurants, gyms, 
hospitals, cafes, 
discos, cultural 
venues hosting more 

than 50 people, 
optional for 
residential care 

facilities of vulnerable 
people (mandatory in 

Wallonia) 

Vaccination, 
recovery or 

test 

(Bencharif, 2021[34]) 

Canada Yes, regionally Mainly, for 
international and 

domestic travel 

Vaccination Each province in Canada may use the certificate in a different 

manner 

(Al Jazeera, 2021[35]) 

 

Chile Yes Public venues, 
restaurants, bars etc. 

and long-distance 
travel on public 

transport 

Vaccination Booster doses will be required from 1 Jan 2022 for those that have 

+6 months of full vaccination (Government of Chile, 2021[36])  
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Country Has a 

COVID-19 

pass been 

implemented?  

Locations applicable Requirements Further information 

Colombia Yes Public venues, 
restaurants, bars, 
cinemas and other 

commerce 

Vaccination (Terra Colombia, 2021[37])  

Costa Rica Yes Capacity of some 
businesses and 
public spaces limited 

to 50% if not 
accepting only 
vaccinated clients 

(hotels, restaurants, 
bars, casinos, 

museums, gyms etc.) 

Vaccination From 8 Jan 2022, vaccine certificates will be required to enter 
certain venues; first country to mandate COVID-19 vaccine for 

children; Mandate for all state workers (BBC, 2021[38]) 

Czech Republic Yes Public events and 

services 

Vaccination 
(and possibly 

recovery) 

(de Goeij, 2021[39]) 

Denmark Yes Bars, restaurants, 
cafes and nightclubs; 
cultural activities, 
churches with more 

than 200 participants 
(indoors), courses, 

conferences 

Vaccination, 
recovery or 

test 

Denmark had previously implemented and abolished requirements 
associated with its Coronapas, and has reinstated the pass 

(Nationalt Kommunikations Partnerskab COVID-19, 2021[40]) 

 

Estonia Yes Restaurants, gyms, 
hospitals, cafes, 
discos, cultural 
venues, public 

saunas and pools 

Vaccination, 
recovery or 

test  

(Kriss.EE Government Communication Unit, 2021[41]) 

Finland Yes, optional 
(with 

restrictions) 

Restaurants, cafes, 
bars, amusement 
parks, museums, 

spas, pools and other 

public venues. 

Vaccination, 
recovery or 

test  

Passes are introduced on a voluntary basis by each establishment, 
but restrictions apply to those not willing (prohibition on serving 

alcohol after 5pm, e.g.) 

Restrictions may vary between regions. 

(Kanta Services, 2021[42]) 

 

France Yes Wide range of use, 
most of public 
venues, including 

also long distance 

travel 

Vaccination, 
recovery or 

test 

Third dose of vaccine being rolled out as a requirement to keep the 

passe sanitaire (El Pais, 2021[43]) 

Germany Yes Indoor hospitality 
venues, stores 

(excluded basic 

necessities) 

Vaccination 
and recovery 

(some few 
regions also 

accept tests) 

Additional restriction for the non-vaccinated (El Pais, 2021[43]) 

Greece Yes Restaurants, cafes, 
bars, cinemas, 

theatres, gyms  

Vaccination, 
recovery (test 

depending on 
venue, more 

limited) 

Third dose of vaccine to be introduced for the certificate 

First country in Europe to mandate vaccines for over 60 (Politico.EU, 

2021[44]) 

Hungary Yes Indoor sports and 
cultural events and 
outdoor events with 

+500 people 

Vaccination Vaccination mandate for health workers, could be extended to public 

sector employees (Reuters, 2021[45])  

Iceland No     There are restrictions on the number of people in public spaces, but 

no passport for vaccination/tests 

Ireland Yes Gyms, leisure 
centres, hotel bars 

and restaurants 

Vaccination or 

recovery 

(Ireland Department of the Taoiseach, 2021[46])  
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Country Has a 

COVID-19 

pass been 

implemented?  

Locations applicable Requirements Further information 

Israel Yes Public spaces and 
events, no longer 
required for events of 

max 100 people 
indoors + for work in 
certain industries and 

professions 

Vaccination 

and recovery 

Israel has already introduced booster shots to all its population, and 
it’s a requirement to keep the COVID-19 pass (Ministry of Health, 

2021[47]) 

Italy Yes Most indoor facilities 
+ events + long 
distance travel + 

work 

Vaccination, 
recovery or 

test 

In work restrictions, employees can be suspended and have their 

salaries withheld if they don’t show a pass (El Pais, 2021[43])   

Japan Yes Leisure in groups of 

more than 4, inter-

city travel, some 
leisure activities and 

public spaces 

Vaccination, 

tests 

(Kyodo News, 2021[48]) 

South Korea Yes Restaurants, cafes, 
cinemas, gyms, 
saunas, discos and 

other public spaces 

Vaccination (Reuters, 2021[49])  

Latvia Yes Large public venues 
and all services, 
except most basic 

needs 

Vaccination, 
recovery or 

test 

(Investment and Development Agency of Latvia, 2021[50])  

Lithuania Yes Limits on the number 
of people in certain 
venues, which is 
higher in places that 

check COVID-19 

passes 

Vaccination, 
recovery or 

test 

Booster shots to become mandatory in order to keep the travel 
vaccination certificate (Ministry of the Economy and Innovation of 

the Republic of Lithuania, 2021[51]) 

Luxembourg Yes Inside restaurants 
and bars, events of 

more than 10 people 

 

Vaccination, 
recovery (test 
only in some 

occasions)  

New legislation aims at restricting access to unvaccinated people to 
most non-essential venues. Also, plans to introduce the pass 

sanitaire at work  (The Luxembourg Government, 2021[52]) 

Mexico No       

Netherlands Yes Several indoor 
leisure activities and 
public venues 

(restaurants, bars, 
museums, cinemas, 

gyms etc.) 

Vaccination, 
recovery or 

test 

From Feb 2022 only people with booster shots will be able to 
maintain their COVID-19 pass (validity of 9 months) (Government of 

the Netherlands, 2021[53]) 

New Zealand Yes, partially Events, hospitality, 
close-contact 

services etc. 

Vaccination Optional in many venues, but with additional restrictions on number 

of people if verification is not applied (Ministry of Health, 2021[54]) 

Norway Yes, optional 

and partially 

  Vaccination, 
recovery or 

test 

Plans to introduce the corona pass (Reuters, 2021[55]) 

Poland No     
 

Portugal Yes Restaurants, cafes, 
hotels, events, bars, 

discos, air and sea 

travel. 

Vaccination, 
recovery or 

test 

(GEO, 2021[56]; El Pais, 2021[43]) 

Slovak Republic Yes Events, restaurants, 
non-essential shop 

and shopping malls. 
Unvaccinated 
workers must get test 

regularly. 

Vaccination As of Dec 2021 under a curfew-based lockdown, which was recently 
extended. As of 10 Dec 2021, shops can open for vaccinated and 

recovered people (The Slovak Spectator, 2021[57])  
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Country Has a 

COVID-19 

pass been 

implemented?  

Locations applicable Requirements Further information 

Slovenia Yes Hospitality, 
restaurants, stores, 

public transport 

Vaccination, 
recovery or 

test 

Passes required from employees and users of public venues 

(Euractiv, 2021[58])  

Spain In preparation 

by regions 

Most indoor 
hospitality venues, 
gyms, long term care 

facilities  

Vaccination, 
recovery or 

test  

Some regional governments are preparing the requirement of 
passes, Canary islands approved on a voluntary basis (El Pais, 

2021[59]) 

 

Sweden Yes, partially Indoor events with 
more than 100 

people. 

Vaccination Government has announced plans to introduce legislation aiming at 
extending the use of COVID-19 passes for restaurants and 

gyms (Government Offices of Sweden, 2021[60]) 

Switzerland Yes Restaurants, bars, 
indoor events, 
museums, libraries, 

gyms etc. 

Vaccination, 
recovery or 

test 

Referendum on the extension and use of COVID-19 passes 

received a strong backing from voters (France24, 2021[61]) 

Turkey Yes, partially Concerts, cinemas 
and theatres, for 

instance 

Vaccination, 

tests 
(Turkish Ministry of the Interior, 2021[62])  

United Kingdom Yes, partially Nightclubs and large 

venues 

Vaccination, 
recovery, 

tests  

Wales requires for large events and nightclubs. 

Passes required in England for nightclubs and large venues (The 

Times, 2021[63]; El Pais, 2021[43]) 

  

United States Partially     Vaccine certificates only being implemented in some states/cities, 
such as in New York. Only federal requirement concerns air travel 

(El Pais, 2021[43]) 

 

Containment efforts must consider the need for engaging people and providing 

support for the continuity of care, especially for people living with chronic 

conditions 

Engaging people has been critical not only to achieve better results in mitigation efforts, but also to ensure 

ongoing care management. In addition to individual responsibility and adoption of preventive behaviours 

to contain the spread to the COVID-19 pandemic, another important aspect related to the COVID-19 

pandemic was the continuity of care for chronic patients. In the opinion of over 200 health care 

professionals from 47 countries who participated in an online survey, diabetes care was by far the chronic 

condition most impacted by COVID-19 due to reduction of care (Chudasama et al., 2020[1]). In Portugal, 

hospital at home services that had been previously implemented were further strengthened during the 

pandemic, to encourage earlier hospital discharge and care integration that followed patients once they 

were home. Chronic disease commissions, including both health care professionals and patient 

representatives, helped to define strategies and action plans in response to care during the pandemic. 

Emerging data points to the impacts of the pandemic on delays in care for chronic conditions, including 

cancer, as well as elective procedures. Across seven OECD countries with available data, the proportion 

of women aged 50-69 who were screened within the previous two years for breast cancer fell by 

5 percentage points between 2019 and 2020, with reductions in screening particularly acute during the 

initial months of the pandemic (Figure 3.4). While the full impact of COVID-19 remains to be seen, delays 

in screening, diagnosis and treatment for conditions like cancer will likely have impacts on survival rates, 

further exacerbating the damaging legacy of the pandemic. 
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Figure 3.4. Breast cancer screening in previous two years 

 

Note: Data for Spain is survey (not programme) data. 

Source: OECD (2021[64]), Health at a Glance 2021: OECD Indicators, https://doi.org/10.1787/ae3016b9-en. 

Non-urgent procedures also continue to be disrupted due to the pandemic. While delays in elective 

surgeries such as hip replacement may not have the same long-term impact on survival rates as delays in 

cancer care and treatment, postponements of elective surgery nonetheless have enormous impacts on 

the quality of life and well-being of the people who must live in discomfort or pain for longer than they had 

initially anticipated. Waiting times for hip replacement, knee replacement and cataract surgery all increased 

across the seven OECD countries with available data for 2020. On average, the median days spent on a 

waitlist before undergoing knee replacement surgery increased by 88 days in 2020 compared to 2019 for 

patients on surgery waiting lists, and 58 days for those on hip replacement surgery waiting lists 

(Figure 3.5). 

Figure 3.5. Waiting times for hip replacement 

 

Source: OECD (2021[64]), Health at a Glance 2021: OECD Indicators, https://doi.org/10.1787/ae3016b9-en. 
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Digital technologies such as diabetes management apps can increase opportunities for co-production of 

health by patients and more agency in self-care through the capture of diabetes device data. However, not 

only is uptake of such technology relatively low, but their effectiveness also depends on the ability to share 

these data back to providers and integrate the information generated within patient’s records to inform 

virtual care and improve care management (Gamble et al., 2020[65]). The pandemic has also offered a clear 

demonstration of the importance of harnessing available digital tools to facilitate better continuity of care. 

Electronic records in primary care, for example, offer a powerful tool to fight outbreaks. Some countries 

have harnessed the opportunity to identify and notify people at particularly high risk of complications, as 

identified through information recorded in electronic health and medical records, including people who are 

immunocompromised, have diabetes, and other chronic conditions. In many countries, digital tools have 

been employed to speed up access to COVID-19 testing results. 

Strengthening multidisciplinary teams has helped to bolster co-ordination and 

integration of care, but information gaps remain a limiting factor 

In many OECD countries, the scope of practice of community pharmacists has been expanded so that 

they can take on some of the tasks from doctors and allow them to spend their time more effectively on 

the most complex cases and minimise the number of medical consultations (OECD, 2021[4]). In Canada, 

Ireland, Portugal and the United States, for example, pharmacists have been allowed to extend 

prescriptions beyond what they were previously allowed to do and to prescribe certain medications. In the 

United States, community pharmacists have been authorised by the Food and Drug Administration to order 

and administer COVID-19 tests. In Scotland, community pharmacists performed an enhanced role during 

the COVID-19 pandemic, support more patients through the extension of Minor Ailment Service (MAS) to 

reduce the burden across the NHS and ensure patients continue to get the necessary medicines. 

Community health workers have a role to play during the COVID-19 pandemic to ensure patients access 

to needed care. Community health workers who are integrated into primary health care services can also 

be beneficial during health emergencies. While community health workers provide opportunities to ensure 

that patients are connected to health care systems, they have not been mobilised as much as they could 

during the first wave of the COVID-19 pandemic. Only a few OECD countries made the best of community 

health workers to provide timely, accurate information about COVID-19 and ensure that people obtained 

access to care and support. The United States and the United Kingdom are two notable exceptions. In the 

United States, community health workers served as support in navigating the health care systems, and 

mitigating fear and correcting misinformation in disadvantaged communities (Peretz, Islam and Matiz, 

2020[66]). The United Kingdom also proposed to use community health workers to provide support for 

vulnerable people (Haines et al., 2020[67]). 

Information gaps limit the possibilities that different providers, teams, and professionals across the health 

system offer seamless, integrated care. In the case of COVID-19, it is critical that primary care providers 

are up to date about what happens to their patients in hospital settings, for example. Similarly, priority lists 

for vaccination can be drawn more efficiently if records are integrated and risk factors can be quickly 

identified by authorities who are planning the deployment of vaccines, just to give a few examples. For this 

to happen, health records need to be linked across the different databases of the health system. Record 

linkages enable the information value of individual datasets to grow, permitting connections between health 

care provided and the outcomes of that care over time; and permitting data within one dataset to be put 

into context with data from other sources (Oderkirk, 2021[68]). However, even though most countries are 

broadly using electronic health records, their health data infrastructure may limit the possibility that the 

data follow the patients across different levels of care, types of providers, and regions. Across 

22 OECD countries, on average 83% of key national health datasets are available, but a much smaller 

percentage, 55% are regularly linked for research, statistics and monitoring (Figure 3.6). 
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Figure 3.6. Percentage of key national health datasets available and regularly linked for monitoring 
and research across 22 OECD countries and Singapore 

 

Source: Oderkirk (2021[68]), “Survey results: National health data infrastructure and governance”, https://dx.doi.org/10.1787/55d24b5d-en. 

Respectfulness was sometimes compromised to ensure patient and staff safety 
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Policies to promote patient safety have sometimes come at the expense of people-centred care – 

especially at the end of life. Many initial policy responses focused on containment in high-risk 

environments. Long term care (LTC) facilities and hospitals put in place policies highly restricting patient 

and family choice. LTC and end-of-life care has been particularly fraught, with family members and loved 

ones in some cases prevented from seeing sick family members in hospital or long-term care facilities, and 

funerals banned or restricted in many areas. In successfully implementing policies to fight COVID-19 that 

infringe on regular behaviours and undercut many rights people take for granted, other dimensions of 

people-centred care can become even more important. 

Strongly institutionalising co-production and respectfulness, in particular, may be critical to ensuring 
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Figure 3.7 Trust in government in OECD countries 

 

Source: OECD (2020[69]), How’s Life? 2020: Measuring Well-being, https://dx.doi.org/10.1787/9870c393-en. 

Over the course of the pandemic, people’s trust in their government’s response fell across most countries. 

The proportion of people reporting that they feel their government handled the coronavirus “well” or 

“somewhat well” declined on average across 11 OECD countries between March 2020 and March 2021, 

from 60% at the start of the pandemic to 46% by March 2021 (Figure 3.8). While the proportion of people 

who feel their government has responded well or somewhat well to the pandemic remains below spring 

2020 levels in nearly all countries surveyed, confidence in the government response has increased steadily 

since spring 2021, possibly associated with rising vaccination rates and some relaxing of restrictions in 

spring-summer 2021 in many countries. By October 2021, 55% of people surveyed reported that they felt 

their governments were handling the pandemic well or somewhat well, a marked improvement from earlier 

in the year. 

Figure 3.8. Proportion of people who feel their government is handling the coronavirus well or 
somewhat well 

 
Note: In some cases, monthly averages were calculated by averaging multiple survey waves from the same month. 

Source: YouGov (2021[70]), COVID-19 Public Monitor, https://yougov.co.uk/COVID-19. 
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The experience tackling the COVID-19 pandemic has severely tested health systems across 

OECD countries, and underscored how uneven progress towards people-centred care remains, despite 

important steps taken in recent years to put people at the centre. Reflecting the importance of better 

ensuring access and affordability for all, the impact of the COVID-19 pandemic – both in health and material 

terms – has disproportionately hit vulnerable groups, including low-income workers and older persons, 

especially those living in long-term care facilities. Across 25 OECD countries, more than 40% of all 

COVID-19 related deaths through February 2021 had taken place among residents of long-term care 

facilities, including 50% or more COVID-19 deaths among residents of LTC facilities in nearly one-third 

(8/25) of OECD countries with available data (Rocard, Sillitti and Llena-Nozal, 2021[71]). Long-term care 

was under-prioritised in health emergency planning prior to the pandemic, while staffing shortages and 

workforce challenges that predated the health emergency – including low pay, high turnover and skills 

mismatch – exacerbated pre-existing weaknesses when the sector faced such a dramatic health shock 

(OECD, 2020[72]; Rocard, Sillitti and Llena-Nozal, 2021[71]). 

Figure 3.9. Proportion of all COVID-19 deaths occurring among long-term care residents 

Share of COVID-19 deaths in LTC in all COVID-19 deaths (left scale); Number of COVID-19 deaths in LTC 

per million people aged 80 years and over (right scale) 

 

Note: Data on cumulative deaths up to early February 2021 (see Annex for details). 

1. Includes confirmed and suspected deaths. 

2. Only includes deaths occurring within LTC facilities. 

3. Data come from regional governments using different methodologies, some including suspected deaths. 

4. Slovenia includes deaths in nursing homes and social LTC facilities. 

Source: OECD (2021[73]), OECD Questionnaire on COVID-19 in Long-Term Care; European Center for Disease Prevention and Control 

(2021[74]), Surveillance data from public online national reports on COVID-19 in long-term care facilities, https://www.ecdc.europa.eu/en/all-

topics-z/coronavirus/threats-and-outbreaks/COVID-19/prevention-and-control/LTCF-data. 

In the first semester of 2020, most OECD countries adopted restrictions in the form of isolation measures 

and restricted visits to residents in LTC institutions, including a complete ban on all visits in Austria, 

Hungary, Italy and Slovenia, and suspension of most visits in Ireland and Portugal (OECD/European 

Union, 2020[3]). While these restrictions have been associated with adverse effects on resident well-being 

in North America and Europe (Levere, Rowan and Wysocki, 2021[75]; Pitkälä, 2020[76]), there have also 

been reports of interventions introduced to mitigate these impacts. Innovations to increase resident social 

connections, improve physical fitness, promote communication between families and care staff or 

 0

5 000

10 000

15 000

20 000

0%

20%

40%

60%

80%

100%

COVID-19 LTC deaths as a % of all COVID-19 deaths COVID-19 LTC deaths per million people aged over 80

COVID-19 LTC deaths per million people aged over 80COVID-19 LTC deaths as a % of all COVID-19 deaths

https://www.ecdc.europa.eu/en/all-topics-z/coronavirus/threats-and-outbreaks/COVID-19/prevention-and-control/LTCF-data
https://www.ecdc.europa.eu/en/all-topics-z/coronavirus/threats-and-outbreaks/COVID-19/prevention-and-control/LTCF-data


   79 

HEALTH FOR THE PEOPLE, BY THE PEOPLE © OECD 2021 
  

administrators, and support relationships between residents and staff have been reported in Canada, 

Japan, Spain, Switzerland, and the United States (Bowers et al., 2021[77]). 

Building people-centred health systems: Lessons from COVID-19 

As the magnitude of the impact of the COVID-19 pandemic became clearer in the first months of 2020, it 

may have seemed consensual among policy makers that some of the guiding principles of health systems 

would need to be placed on hold in the name of rapid containment of the spread of the virus. The cost of 

reducing patient involvement in decision-making, limiting choice and access to services, and dedicating 

the resources of health systems to treating COVID-19 patients, among other policies, may have seemed 

to be low in comparison to the potential death toll of the pandemic. However, after nearly two years of an 

enduring pandemic and its continuing effects, it is clear the principles of people-centredness remain a key 

approach to not only control the spread of infection but also to achieve the best possible health outcomes. 

Rather than being an obstacle, people-centredness should be seen as an asset of health systems in 

developing an effective response to COVID-19 and to other health shocks. 

Some of the most important measures to contain the spread of the pandemic require high levels of 

participation and compliance from the part of the general public including, for example, the use of face 

masks, isolation of the infected, notification of contact cases, adherence to vaccination and proactive 

testing following the onset of symptoms. Similarly, successful outcomes in the continuity of care for all 

other conditions, especially non-communicable chronic diseases, also depend on principles of 

people-centredness, including ways to allow for people to be and remain active participants in their own 

treatments, developing and disseminating tools to allow for care to continue to be provided even during 

times of disruption, and promoting integrated delivery of care. 

While health policy makers and health professionals did on some occasions correct course and develop 

more people-centred policies as the pandemic continued, the experience of the pandemic has shown that 

a people-centred approach should work far better when it is institutionalised far before a health shock hits. 

One definition of health systems resilience refers to their ability to absorb and minimise the effects of health 

shocks, while adapting and planning based on lessons learned for to ensure better performance in the 

future. With this perspective in mind, the COVID-19 pandemic offers many lessons to build more 

people-centred health systems going forward. 
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