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ADDRESSING BACKLOGS AND 
MANAGING WAITING LISTS 
DURING AND BEYOND THE COVID-19 
PANDEMIC

By: Ewout van Ginneken, Luigi Siciliani, Sarah Reed, Astrid Eriksen, Florian Tille and Tomas Zapata

Summary: Countries are now at a critical juncture. Many health 
systems are catching up on service backlogs which accumulated 
throughout the pandemic with different degrees of success. This 
article identifies the determinants of growing waiting lists, and 
explores the different policies used to treat COVID-19 patients while 
also treating non-COVID patients and reducing backlogs. These 
include improving surge capacity or productivity, centralising 
coordination and optimising planning, increasing the supply of 
infrastructure and the health workforce, enhancing digital solutions, 
assessing payment and incentive systems and redesigning service 
provision. Some of the strategies are particularly demanding on the 
workforce, thus policies to support health workers should be 
implemented in parallel.
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Introduction

As COVID-19 cases started to rise in 
early 2020 and hospitalisation rates 
increased, health systems began to 
postpone non-emergency (elective) 
procedures to keep capacity available 
for COVID-19 patients, and to avoid 
elective patients being infected. This has 
subsequently led to longer waiting lists and 
waiting times in virtually all countries. 
Issues around staff recruitment and 
retention, which have been exacerbated 
by the COVID-19 pandemic, have further 
aggravated the problem. For patients with 

common elective surgeries, such as hip 
and knee replacements, the backlog for 
care means that improvements in health 
and quality of life are postponed. For 
urgent care, such as missed chemotherapy 
sessions for cancer care, the delays can 
have more severe consequences. For other 
patients, the postponement of specialist 
appointments may lead to missed referrals 
for serious ailments.

Each delay in diagnosis and treatment may 
worsen health problems, prolong recovery 
and decrease the patients’ chances of 
survival. Countries are now left playing 
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catch-up on these backlogs. There is 
however great uncertainty regarding the 
size of the backlogs, how much current 
and future capacity will be required to 
address them, and how much provider and 
workforce capacity will still be needed 
for COVID-19 patients, which will reduce 
capacity for non-COVID patients.

The size of backlogs vary across 
European countries

According to Eurofound data from 
April 2021, over a fifth (21%) of European 
Union (EU) citizens have missed a 
medical examination or treatment during 
the pandemic. Moreover, 18% reported 
still having a medical issue for which 
they could not get treatment, with large 
variation across countries (from 6% in 
Denmark to 36% in Hungary). Common 
types of unmet health care need included 
hospital or specialist care, dental care, 
preventive screening or tests, and 
mental health care (see Figure 1). 1  The 
World Health Organization’s (WHO) 
first round of the global Pulse survey 
on the continuity of essential health 
services during the COVID-19 pandemic, 
estimated that 92% of a total of 48 
countries in the WHO European Region 
reported some service disruption, and 
that, on average, 45% of 35 indicative 
services were disrupted. 2  A second 
survey with 22 countries in 2021 indicated 
lower but still high levels of disruption 
(82% of countries and 26% of the same 
indicative services). 3 

Looking at individual countries, large 
variation is visible between countries 
in terms of the size of waiting lists and 
how far they have come in restoring 
pre-pandemic levels of elective care, and 
how waiting times have been affected 
by the backlog. It should be noted that 
because data collection is done through 
various systems and by applying 
different methodologies, the data below 
are indicative rather than comparable 
across countries.

‘‘ over a 
fifth of EU 

citizens have 
missed a 

medical 
examination or 

treatment 
In some countries, care activity has 
been restored to pre-pandemic levels, 
which helps to prevent the backlog 
from growing even more, but may not 
be enough to reduce it. For example, in 
the Netherlands, the number of hospital 
surgeries was restored to pre-pandemic 
levels by July 2021 and increased 
further throughout the summer period. 

However, as a whole, the health system 
performed 23% fewer surgeries between 
March 2020 and August 2021 than in 
the previous year – so there are still an 
estimated 170,000 – 210,000 procedures 
that needs to be made up. 4  In Sweden, 
there are signs of recovery as the number 
of patients in outpatient surgery in 
June 2021 was higher than the averages 
for 2017 – 2019 in the same month. 5  
However, at the same time, waiting times 
have increased sharply since January 2021. 
Patients waiting for a medical assessment 
increased by 30% between January and 
August 2021, and patients waiting for 
surgery increased by 27% in the same 
period. 6  In Finland, activity levels in 
primary, dental, and specialised care have 
been restored to pre-pandemic levels. 7   8  
Yet, like Sweden, some patients are still 
waiting for care, especially for dental and 
specialised care, due to the accumulated 
backlog.

Other countries, that entered the pandemic 
with already relatively long waits have 
seen wait times increase further. For 
example, in Ireland, the proportion 
of patients waiting a year or more for 
inpatient care grew from 14.5% in 
February 2020 to 25% in September 2021. 
In outpatient care, 39% of patients waited 
for a year or more in September 2021, 
which is only slightly higher than levels 
in February 2021 (31%). 9  Similarly 
in England, the number of routine GP 
referrals fell by 17% between Feb 2020 
and August 2021 while the number of 
people waiting to start elective treatment 
grew from 4.4 million in February 2020 
to over 5.8 million in September 2021 – 
nearly a 30% increase. 10  The number 
of people waiting over 52 weeks for 
treatment has also grown significantly 
since the start of the pandemic, reaching 
a high of 463,127 people in March 2021. 
Since then, it has decreased to 300,566 in 
September 2021 equivalent to 5.1% of the 
patients on the list. Cancer services have 
also been impacted: between April and 
June 2020, only 73% of patients started 
cancer treatment within two months 
of an urgent GP referral, which is 27% 
lower than same period in the previous 
year. 11  By September 2021 performance 
has declined further, with a third of 
patients waiting longer than two months 
to start cancer treatment following an 
urgent referral.

Figure 1: Unmet need for health care by type of health care, Spring 2021, EU27 (%) 

Source:  1  
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In some countries, the true size of care 
backlogs is still unknown due to lags in 
the number of referrals, diagnostics, and 
screening. For instance, in France, the 
number of surgical removals of cancers 
decreased by 6.2% and acute treatment 
for ischemic heart disease fell by 7.8% 
in 2020 compared to 2019. Furthermore, 
although cancer screening was disrupted 
it increased to above pre-pandemic 
levels by September 2020. Still, overall, 
mammograms and colorectal cancer 
screening decreased by 14.5% and 11.8% 
respectively between 2019 and 2020. 
Although national data on waiting times 
are missing, this suggests that at least 
for some areas of care, a backlog is 
building up. 12 

The above rates suggest that simply 
restoring care to pre-pandemic levels will 
not be enough to overcome the backlogs, 
because these levels of activity only 
address new demand for health care. In the 
Netherlands, for example, it is estimated 
that 11 – 14% more medical procedures 
would have to be carried out above those 
in a “normal” year to compensate for the 
postponed care due to COVID-19. 13 

Drivers of waiting times during and 
following COVID-19 relate to demand 
and supply imbalances

Waiting lists and waiting times are a 
dynamic phenomenon. The waiting list 
grows if the number of patients being 
added to the waiting list overcomes 
the number of patients treated. 14  The 
COVID-19 pandemic put a halt to the 
number of patients being treated thus 
generating larger excess demand and a 
greater mismatch between demand for and 
supply of health care services.

There are numerous factors driving the 
increased backlog and affecting the 
ability of health systems to respond to the 
mismatch between demand and supply.

Several factors relate to supply 
constraints: some countries were 
already struggling with proportionally 
low numbers per population of doctors, 
nurses, hospital staff, available hospital 
beds or low productivity before the 
pandemic started. COVID-19 has exposed 
these gaps and may have worsened some 
through staff exhaustion and burnout 

and people leaving the profession. For 
example, in England, 44% of health care 
professionals reported feeling unwell due 
to work-related stress over the previous 
year, a 9% increase from 2019. 15  Likewise 
in Spain, an April 2020 survey of health 
care professionals found that over half 
of respondents reported symptoms of 
anxiety (59%) and/or post-traumatic stress 
disorder (57%), and just under half (46%) 
experienced depression. 16  Low numbers 
of health workers and harder working 
conditions makes it difficult to boost the 
supply of health services. In contrast, 
a country with relatively high capacity 
in terms of hospital beds and health 
workforce, both in the public and private 
domain, may be better able to deal with 
the backlog.

Following the subsequent waves of 
COVID-19, the cost of treating patients in 
a safe (COVID free) environment has gone 
up, due for example to tighter hygiene 
protocols during surgery. This implies 
that the same amount of resources now 
generate lower levels of supply. And this is 
in addition to the lower supply due to some 
of the capacity being absorbed to treat 
COVID-19 patients.

Moreover, countries have changed their 
payment systems to cover COVID-19 
related care and prevent providers from 
going bankrupt. This may have influenced 
the size of their backlog and waiting times, 
and how fast these can be restored. For 
example, the prioritisation of COVID-19 
care with special fees and Diagnosis-
related groups (DRGs) payment systems, 
or a switch from activity-based payments 
to fixed budgets to keep providers solvent, 
can weaken incentives to provide backlog 
care. Furthermore, the way countries have 
introduced new payments to increase the 
use of digital consultations, could have 
mitigated the size of backlogs, even though 
this can only be applied in specific settings 
(e.g. some primary care, and routine 
consultations in secondary care).

Other factors affect the backlog on the 
demand side. Relative to pre-COVID 
times, fewer patients may have been 
seeking health care due to fear of 
infection. The backlog could have been 
even higher without such reductions. 
However, this is not necessarily good 
news, as not seeking care at all will 

translate for many patients into unmet 
need. People who have a serious condition 
may not be diagnosed or treated, with 
potentially life-threatening consequences. 
Alternatively, as health systems start to 
resume their regular activities, this pent-up 
demand may be observed but with a delay, 
and those patients in the meantime may 
have a worse health condition with higher 
levels of need.

‘‘ simply 
restoring care to 

pre-pandemic 
levels will not be 

enough 
Furthermore, the health status of 
the population may have changed. 
Before the pandemic, ageing and rising 
multimorbidity were often mentioned as 
factors increasing service demand and thus 
waiting times. COVID-19 is also affecting 
population health, but the future impact 
is still largely unknown. According to 
provisional estimates, life expectancy fell 
in most EU countries due to COVID-19, 
with the largest decreases from 2019 
to 2020 in Spain (-1.6 years), Bulgaria 
(-1.5), as well as Lithuania, Poland and 
Romania (all -1.4). 17  Furthermore, in the 
longer term, post COVID-19 conditions (so 
called “long Covid”), estimated to occur 
in 10 – 20% of cases, will pose a challenge 
that requires a multidisciplinary approach 
to assessment and management, 18  which 
will undoubtedly create an additional 
demand for new services and further 
impact on waiting times. One area where 
countries experienced backlogs and long 
waiting times even pre-covid is for mental 
health services. 19  Imbalances between the 
need of health services and the limited 
supply have been exacerbated during covid 
due to higher need from health workers, 
key workers and the general population 
affected by lockdowns. 20 

Lastly, new medical technologies, which 
affect supply and demand, can also 
affect waiting times. Examples include 
the new digital solutions that may help 
in mitigating backlog. But also new 
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COVID-19 therapies, like the vaccines, 
have created (and may create) a new 
demand (e.g. the booster) that may crowd 
out provision of other services because 
health workers were redeployed.

Countries have used a range of 
policies to tackle their backlogs

Arguably the most effective strategy to 
reduce the backlog has been and will 
remain a country’s ability to contain 
the COVID-19 pandemic, as this allows 
the health system to resume provision 
of care for non-COVID patients earlier. 
That being said, health systems have 
introduced different strategies to increase 
their capacity to provide essential health 
services while managing surges of 
COVID-19 patients (also see Table 1).

In the short- to mid-term, several 
responses have been aimed at improving 
surge capacity or productivity, with 
some countries extending the hours of 
care and paying staff overtime (Australia, 
Canada, Croatia, Finland, Germany, 
Ireland, Sweden), purchasing private 
capacity (e.g. Denmark, Ireland, Sweden, 
the UK) or paying private providers / 
temporary staff to use unused facilities 
to get more capacity (Ireland, Sweden). 
There are, however, limits to these 
strategies, as the health workforce is 
already overstretched, and in some 
countries, it is the same doctors or nurses 
working in the public and private sector. 
Furthermore, the overwhelming majority 
of countries are relying on personnel 
that normally perform vaccinations in 
their countries to also administer the 
COVID-19 jabs, primarily physicians, 
although some countries have used other 
professionals and even lay vaccinators to 
perform the jabs, keeping physicians and 
nurses available for usual care  21  (see also 
the article by Williams et al. in this issue 
on creating surge capacity and rethinking 
skill mix).

Furthermore, countries have implemented 
more centralised coordination and 
optimised planning of care, including 
centralised management of waiting lists 
often using new information systems 
(Canada, Denmark, Netherlands, Ireland) 
and optimising surgical scheduling (e.g. 
investing in on-demand beds in France), 

or sharing capacity / reallocating patients 
through hospital or regional collaboration 
(Denmark, Finland, Netherlands, Sweden).

To minimise the total health costs for 
patients from waiting, countries can 
enhance waiting time prioritisation 
policies, allowing for more urgent 
patients to wait less at the expense of 
longer waits for less urgent patients, 22  
as was for example evident in the use 
of physician-drafted priority lists in the 
Netherlands. There is a risk, however, 
that some patients will be systematically 
deprioritised and their turn on the list will 
never arrive. Another policy option is for 
countries to introduce policies that reduce 
inappropriate referrals, 22  to ensure that 
patients on the list have positive or non-
marginal benefits. If not done successfully, 
containing referrals may however increase 
inequalities in access if patients with 
higher socioeconomic status are better 
able to express their needs and thus obtain 
a referral.

‘‘ curbing 
the spread of 

coronavirus 
infection remains 
the best backlog 
reduction policy 

In addition, in Spring 2020 several 
hundred European COVID-19 patients 
have been treated in another Member 
State. Most transfers have taken place 
from the French Department of Grand 
Est, Northern Italy and the Netherlands 
to Austria, Germany, Luxembourg and 
Switzerland (see the article by Wismar et 
al. in this issue on cross-border care). The 
transfers were a measure of last resort 
aimed to relieve countries and regions 
on the brink of collapse due to capacity 
shortages. 23 

Furthermore, countries have introduced 
new payments to cover COVID-19 related 
costs, including new fees for out- and 
inpatient services but also new per diem 

and DRG (Diagnosis-related group) tariffs 
for hospitals. To prevent providers from 
going bankrupt in those countries where 
payment is based on activity, a return 
to budgets occurred in many places. 24  
These policies, if retained, could reduce 
incentives to boost supply for elective 
patients, and therefore these need to be 
carefully assessed.

The use of digital solutions in the 
delivery of health services has increased 
during the COVID-19 pandemic, often 
supported by new fee-for-service (FFS) 
payments, which may have slowed 
down the growth of backlogs. Several 
countries have introduced digital first 
models (e.g. the UK, Canada, Belgium, 
Denmark, France, Finland, Ireland, 
Italy, Netherlands). For example, the 
Netherlands saw an increase in digital 
consultations for medical specialist and 
GPs. In Estonia, remote consultations were 
covered and added to the benefits basket 
in July 2020. In Sweden, there has been 
an increase in digital contacts, especially 
in primary care, and an increase in care 
providers offering remote consultations by 
expanding their digital platforms (see also 
the article by Williams et al. in this issue 
on supporting digital health). There are 
however limitations to digital solutions, 
as it applies to only a subset of care 
where an in person visit or treatment is 
not necessary or essential (e.g. surgeries). 
More also needs to be understood about 
how the shift to digital infrastructure 
differentially impacts patients to avoid 
inadvertently widening inequalities.

In considering more mid-to long-term 
efforts, countries have been working 
to increase the supply of their 
infrastructure and health workforce, 
such as enhancing bed capacity by 
funding more critical care and acute beds 
(France, Ireland, Italy and Portugal), 
investing in new diagnostic equipment 
(e.g. Canada, France, Italy), increasing 
recruitment, often by providing better 
work conditions/perks and pay bonuses 
(e.g. in Ireland, Sweden, Finland, France, 
Germany) and increasing training of 
health and care workers (e.g. Luxembourg, 
the UK). Lastly, several EU countries 
have put in concrete plans for the 
EU Resiliency Programmes to make 
significant investments in their digital 



Eurohealth  —  Vol.28  |  No.1  |  2022

39Eurohealth 28(1) 

infrastructure. COVID-19 has exposed the 
limits of reduced capacity for some health 
systems, and this may be the time for some 
countries to make a case for increased 
funding for the health sector.

Other, more long-term strategies have 
focused on redesigning service provision 
and using the pandemic as a catalyst for 
sometimes already existing health reform 
plans. In fact, several recent policies 
pre-pandemic have aimed at improving 
coordination between primary and 
secondary care to contain demand and 
reduce the waiting list. 25  This includes 
developing primary and community care 
alternatives to acute care. For instance, 
investing in community health teams 
and pathways, shifting more staff into 
community and primary care (e.g. Finland, 
France, Italy, Ireland, Portugal), expanding 

the use of advance nurse practitioners 
(e.g. France, Ireland), and expanding 
home – based services (e.g. France, Italy, 
the UK).

Conclusion

Countries have been affected by care 
backlogs due to COVID-19 to various 
degrees. A great deal of uncertainty 
remains as to how much capacity will be 
needed to care for COVID-19 patients and 
how much will be available to dedicate to 
reducing the backlog. Indeed, backlogs 
and waiting lists are dynamic and therefore 
flexible policies need to be implemented 
that increase health service supply flows, 
rather than one-off increases in supply, 
and that can absorb unexpected changes in 
supply and demand.

Moving forward, curbing the spread of 
coronavirus infection remains the best 
backlog reduction policy as it allows 
for health professionals to focus on 
providing care for non-COVID patients. 
Some of the strategies being used are 
particularly demanding on the workforce. 
Thus in many countries, having a large 
enough health workforce will remain 
a main bottleneck for years to come. 
This puts increasing pressure on health 
workers making them at increased risk 
of absenteeism, mental health problems 
and possible burnout, all of which 
are increasingly seen across Europe. 
Therefore, policies to support health 
workers should be implemented in parallel 
to backlog reduction policies (see the 
article by Williams et al. in this issue on 
supporting the health workforce) as their 
well-being is a long-term concern.

Table 1: Strategies and policies to reduce backlog 

Strategy Policy examples

Improving surge 
capacity or 
productivity

•   Extending the hours of care and paying staff overtime

•   Purchasing private capacity

•   Paying private providers / temporary staff to use unused facilities to increase capacity

•   Using other professionals and even lay vaccinators to vaccinate to keep physicians and nurses available for usual care

Centralising 
coordination 
and optimising 
planning

•   Centralising management of waiting lists

•   Optimising surgical scheduling

•   Enhancing waiting time prioritisation policies

•   Carefully introducing policies that reduce inappropriate referrals

•   Sharing capacity / reallocating patients through hospital or regional collaboration

•   Treating patients in another country where capacity has not been exceeded

Increasing the 
supply of 
infrastructure 
and health 
workforce

•   Enhancing bed capacity by funding more critical care and acute beds

•   Investing in new diagnostic equipment

•   Increasing recruitment and retention by providing better work conditions and perks 

•   Investing in digital infrastructure

Enhancing 
digital solutions 

•   Introducing of digital first models

•   Including remote consultations in the benefits basket 

Assessing 
payment and 
incentive 
systems

•   Carefully balancing between incentives for providing COVID-19 related care and incentives for providing backlog care

•   Introducing payment to facilitate remote consultations and bonuses for staff

Redesigning 
service 
provision

•   Improving coordination between primary and secondary care to contain demand and reduce the waiting list

•   Developing primary and community care alternatives to acute care

•   Investing in community health teams and pathways, shifting more staff into community and primary care

•   Expanding the use of advance nurse practitioners

•   Expanding home-based services 

Source: Authors 
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There may also be some room to adjust 
payment systems so that addressing 
the care backlog can be prioritised 
and incentivised, although this will be 
challenging given current workloads 
and workforce constraints. Furthermore, 
countries could look at policies that further 
rationalise the supply of health services 
and demand of health care, although if 
this is not done carefully, it could increase 
inequalities in utilisation and health. On 
a more positive note, there seems to be a 
real opportunity for countries to make a 
strong case for reforms that address the 
longstanding gaps and inefficiencies in the 
health system, including gaps in funding 
in some countries.
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