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Expert Panel on Investing in Health

The Expert Panel on effective ways of investing in health is an
interdisciplinary and independent group established by the
European Commission to provide non-binding independent
advice on matters related to effective, accessible and resilient
health systems. The Expert Panel aims to support DG Health and
Food Safety in its efforts towards evidence-based policy-making,
to inform national policy making in improving the quality and
sustainability of health systems and to foster EU level cooperation
to improve information, expertise and the exchange of best
practices.
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Expert Panel on Investing in Health

The Expert Panel consists of 15 experts appointed in December
2019 for a period of 3 years. They were appointed following an
open call for applications, evaluation and selection process
ensuring a balanced representation of relevant areas of
expertise as well as geographical and gender balance.

Appointed in a personal capacity, they are well-established,
independent scientists, with over 10 years' professional and
multi-disciplinary experience in health area.
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Expert Panel members (2019-2022)
Prof. Jan De MAESENEER  (Chair)
Dr Anna GARCIA-ALTES  (Vice-Chair)
Prof. Damien GRUSON
Dr Dionne KRINGOS
Prof. Lasse LEHTONEN
Prof. Christos LIONIS
Prof. Martin McKEE 

Prof. Liubove MURAUSKIENE 
Prof. Sabina NUTI
Prof. Pedro PITA BARROS
Dr Heather ROGERS
Prof. Luigi SICILIANI 
Prof. Katarzyna WIECZOROWSKA-TOBIS
Dr Sergej ZACHAROV
Dr Jelka ZALETEL
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Mandate: Questions for the Expert Panel
1. Make an overview of the current state-of-the-art on

what post-COVID-19 condition is, its probable causes
and symptoms, using the available literature to date,
including the work carried out by the ECDC in this area.

2. Provide an analysis of the main knowledge,
organisational and resource requirements for healthcare
systems to design and develop appropriate health
services for post COVID-19 condition.

3. Provide guidance on how public health surveillance
should be adapted to measure the impact of the post-
COVID-19 condition on the population.
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“overview of the current state-of-the-art”
• What long covid (post COVID-19 condition) is?

– acute COVID-19 infection is a complex multi-system 
disease affecting many body systems

– long-term damage through several mechanisms  (lung 
damage, risk of blood clotting with multi-organ damage 
implications, …)

• This has many implications for knowledge, learning and 
requirements to health systems
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• Several definitions exist. 

• This Opinion adopts the current WHO 
definition:

Long covid occurs in individuals with a history of 
probable or confirmed SARS-CoV-2 infection, usually 
three months from the onset of COVID-19 with 
symptoms that last for at least two months and 
cannot be explained by an alternative diagnosis. 
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• How many people are affected by it?

– Different biases in current measurements (and there is the
need to allow for fluctuation of symptoms over time) – one 
worldwide estimate gives 3.69% of of all COVID-19 
infections resulted in long covid – thus millions of people 
suffer from it.

– From those that have long covid, a significant subset of 
people have symptoms that adversely affect the day-to-
day activities (roughly 3 out 4)
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• Probable causes: COVID-19 infection + factors triggering long-
term damage 

• Incomplete knowledge, but multiple non-mutually exclusive 
mechanisms exist. Some candidate mechanisms:

– direct effects of the acute illness resulting in organ damage 
and tissue injury

– remnants of the viral material

– persistent inflammation

– Autoimmunity

– formation of hyperactivated platelets and microclots

– interactions with host microbiome
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• Long covid symptoms

– episodic and multisystem symptoms - most common: 1) 
fatigue, 2) headache; 3) cognitive impairment, 5) difficulty 
breathing, 5) post-exertional symptom exacerbation, 6) 
muscle aches, 7) joint pains, 8) chest pain, 9) palpitations, 
10) dizziness, 11) sleep disturbance, 12) joint pain, etc.

– Any combination of these symptoms may manifest.

• There is evidence that symptoms cluster into systems, an 
aspect requiring further attention
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• What do we know about recovery from long covid?

– There is little research defining and characterizing recovery

– It seems to produce “economic scars”: those experiencing 
PCC are substantially less likely to remain in employment 
and, if they do, to have reduced their hours of work

– People living with poorly understood health conditions 
experience health-related stigma
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Models of care for patient with long covid
• 3 core components:

– multidisciplinary rehabilitation teams, with a wide range of 
skills and expertise

– continuity and coordination of care -

– people-centred care and shared decision-making

• Contact point in a primary care team, access to specialized 
teams if necessary
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Models of care for patient with long covid
• Currently: there is a high degree of uncertainty about the 

nature, progression, and management of the condition

• Role of co-creation, with patients, of pathways 

• Barriers to overcome:

– fragmentation due to administrative borders

– differences in operating methods in different organisations

– financial barriers exist

– professional barriers are common 
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A health systems approach to long covid
• Use of WHO health systems framework

• Service delivery 

– specialised knowledge in dedicated services; 

– coordination done by primary care, which requires specific 
training on long covid; 

– for the moment, high-frequency revision of guidelines 

– use WHO guidelines on rehabilitation services for long 
covid; 

– Watch for emerging and/or unexpected inequities

– operationalising of definitions in routine clinical practice 
will be difficult
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A health systems approach to long covid
• Health workforce

– Reflect on the need of specialization on long covid

– Clinical management – patient with increasing role, 
supported by a team of different health professionals

– training requirements for a wide range of professionals, on 
long covid and on working together for patient support
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A health systems approach to long covid

• Health information systems
– Apply well-established principles in developing and 

implementing health information systems, including 
staffing

– ensure that appropriate data are collected, collated, 
synthesised, and transmitted to those who need them at 
all levels of the health system

– Use the systems already in place for collating and 
transmitting health data, avoiding duplication
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A health systems approach to long covid

• Health information systems
– Data to collected: results of any tests for COVID-19, include 

information on diagnosis and the evolution of symptoms 
over time, regular monitoring of quality-of-life

– use should be made of the relevant newly introduced ICD-
10 codes

– Organise data collection in community care

– Ensure international harmonisation of a minimum data set

– health information systems should support research
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A health systems approach to long covid
• Access to essential medicines

– no specific issues for long covid here

• Financing

– not likely to require major changes to financing structures, 
more funding within current financing modes: adequate 
funding for primary care and for specialised multi-
professional teams needs to be ensured

• Leadership and governance

– ensure that there are appropriate governance systems in 
place to ensure that guidance is adhered to; there is 
mainly an implementation challenge
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Guidance on public health surveillance
• Effective surveillance: data collection, analysis and 

interpretation of data (to generate information), disseminate 
information and actions taken when indicated by the data

• Knowing the numbers: identify those with long covid 
(definition, testing, reporting); current knowledge is still far 
from finding anything that can be used in routine practice to 
clearly mark long covid
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Guidance on public health surveillance
• Active surveillance: outreach to the population will be 

required; relevant to have a standardised EEA survey, by 
national statistics offices and EUROSTAT, using advice from 
ECDC

• Use routine information on health services utilization: collect 
and process information on the more serious manifestations 
and the treatments are required
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Guidance on public health surveillance
• Understand impact: measure the impact of long covid on 

functioning and quality of life (long covid-specific scales are 
becoming available)

• Seize the opportunity for EU dimension: establishing 
consistent surveillance systems for long covid in the EU must 
start with measures to establish a well-functioning 
surveillance structure within which it can be incorporated 
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RECOMMENDATIONS 
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Knowledge

Recommendation 1:  Research on PCC should, as 
far as possible, be explicitly co-produced with 
people living with the condition, with co-
creation of potential therapeutic interventions, 
as well as a targeted consideration of the 
pathway along which the findings of the 
research can achieve impact.
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Knowledge

Recommendation 2: Research on PCC, and 
especially on potential treatments, needs to be 
done at sufficient scale to provide definitive 
answers that take account of any heterogeneity 
within the population and the contexts in which 
they are situated.
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Knowledge

Recommendation 3: Health systems need to 
embed research on PCC at all levels of care 
including rehabilitation, identifying incentives 
that can be applied and barriers that can be 
removed to facilitate the development of health 
facilities as settings for research and health 
workers as users of it.
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Health systems 

Recommendation 4: As COVID-19 infection is 
the cause of PCC, measures to combat it, 
including vaccination and reducing transmission, 
must remain a priority.
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Health systems 

Recommendation 5: PCC is to be recognized as 
one of many complex chronic conditions that, in 
many patients, will co-exist with others, calling 
for models of care that are co-ordinated in 
primary care, with mechanisms to ensure rapid 
referral to specialist teams while avoiding 
placing patients in “PCC siloes”. 
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Surveillance

Recommendation 6: A coordinated programme 
of surveillance systems should be established, 
including data from each member state, using 
consistent case definitions and methodologies, 
and encompassing the impact of this condition 
on health, employment, and the economy.
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KNOWLEDGE

HEALTH SYSTEMS

SURVEILLANCE
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co-produced with people living with the condition


