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Preface

Responding to the COVID-19 pandemic demanded unprecedented efforts by countries across the
Organisation for Economic Co-operation and Development (OECD) and the world. The crisis necessitated
action from all levels of government and society to alleviate the impact of the pandemic on citizens’ lives
and livelihoods. It also shed light on structural issues, such as the erosion of public trust in government
and expert opinions, as well as persistent social challenges from the disproportionate impact on women,
low-income households, children and young people, as well as low-skilled, part-time, temporary and self-
employed workers.

In confronting this challenge, countries around the world swiftly implemented, sometimes unprecedented,
measures and deployed significant fiscal resources. Evaluating these policies to better understand their
impact, gain lessons for the future and, ultimately, strengthen resilience and trust in public institutions is
important.

The OECD’s work on ‘Evaluating governments COVID-19 responses’ contributes to this effort by providing
insights into the effectiveness of measures. Belgium is the second country to invite the OECD to apply this
analytical framework and comprehensively evaluate its responses to the COVID-19 pandemic on risk
preparedness and crisis management, health, education, economic and fiscal affairs, and labour market
and social policies.

Belgium demonstrated economic and social resilience through a whole-of-government response to the
crisis that was closely co-ordinated between the federal and federated public authorities. This co-operative
approach, in areas including health, education, employment and the economy, enabled Belgium to address
and adapt to the considerable challenges of the COVID-19 pandemic.

Belgium can draw on the lessons learned and take policy actions today to build resilience and better
prepare for possible future risks. This report recommends further policy action to enhance risk anticipation
and preparedness, improve public governance and trust, build a better health system capacity, promote
better opportunities in education and employment, and maintain fiscal restraint to ensure a more
sustainable and inclusive economy. The conclusions and recommendations of this report aim to provide
guidance to Belgium on opportunities to enhance responsiveness to citizens’ needs and priorities.

This report is an important step in building a multidisciplinary and robust evidence base on policy responses
to COVID-19. It will serve as a valuable resource for federal and federated entities in Belgium, as well as

for their peers across the OECD and beyond.

Mathias Cormann

OECD Secretary-General
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Foreword

Belgian federal and federated entities worked together to mitigate most of the direct impacts of the
pandemic. Nevertheless, ensuring the country’s preparedness for and resilience to future crises will require
strengthening trust in government and in expert advice, reducing inequality, and maintaining the fiscal
balance. This report provides a multidisciplinary and cross-government assessment of Belgium’s response
to COVID-19 to draw shared lessons from this experience, improve transparency towards citizens and,
ultimately, strengthen trust for a more resilient society.

This evaluation is the product of close co-operation among the OECD; the Belgian federal government;
the regional governments of Brussels-Capital, Flanders and Wallonia; and the Flemish, French and
German-speaking Community governments. Belgium is the second country to invite the OECD to carry
out such a review using its framework on ‘Evaluating government responses to the COVID-19 crisis’. This
framework focuses on the three main phases of the risk management cycle. This evaluation of Belgium
draws on a wide variety of qualitative and quantitative data, including survey data collected from the
country’s ministries, municipalities, hospitals, general practitioners and schools.

The evaluation of Belgium's COVID-19 responses highlights the importance a whole-of-government
response to crises. Whether in the areas of health, education, the economy or employment, co-operation
across government enabled Belgium to withstand the significant challenges posed by the crisis and to
minimise most of the direct impacts of the pandemic. However, in a world where complex crises are likely
to happen more often, maintaining a high level of resilience and trust in public institutions will require
demonstrating leadership and preserving democratic accountability mechanisms under exceptional
circumstances. Preserving the fiscal balance and ensuring that educational and social policies leave no
one behind will also be key factors in ensuring a sustained and inclusive recovery. The conclusions and
recommendations of this report will guide governments in these efforts.

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



Acknowledgements

This review was conducted in collaboration between the Directorate for Public Governance (GOV), the
Economics Department (ECO), the Directorate for Education and Skills (EDU) and the Directorate for
Labour, Employment and Social Affairs (ELS).

The review was managed by Claire Salama, monitoring and evaluation lead (GOV), and co-ordinated by
Francois Villeneuve (GOV), policy analyst. It was written by a multidisciplinary team at the OECD. Claire
Salama and Francois Villeneuve wrote Chapter 1 on how to evaluate Belgium’s response to COVID-19,
with contributions from the entire team of authors. Nestor Alfonzo Santamaria (GOV) wrote Chapter 2 on
emergency anticipation and preparedness policies, with inputs from Jack Radisch (GOV) and support from
Letizia Andres Calvo and Fabiola Mendoza Garcia (GOV). Chapter 3 on crisis management was written
by Claire Salama and Francois Villeneuve. Elina Suzuki, Pauline Fron and Ricarda Milstein (ELS) wrote
Chapter 4 on health system resilience in the face of the pandemic with contributions from Melanie
Steentjes. Chapter 5 on education policy during the crisis was written by Diana Toledo Figueroa, Quentin
Vidal, Jonathan James and Stéphan Vincent-Lancrin (EDU). Jakob Brunnengraber, Filippo Cavassini and
Esther Raineau-Rispal (ECO) wrote Chapter 6 on economic and fiscal measures to mitigate the impacts
of the crisis, with inputs from Fatima Talidi, Zeev Krill and Peter Gal (ECO). Chapter 6 also benefited from
comments from and discussions with the delegates on the Economic and Development Review Committee
(EDRC). Finally, Chapter 7 on labour market and social policies in the face of the crisis was written by
Raphaela Hyee and Sebastian Konigs with statistical support by Agnés Puymoyen (ELS). The report was
prepared for publication by Meral Gedik.

Senior staff, including Elsa Pilichowski (Director of GOV), Jon Blondal (Head of the GOV Public
Management and Budgeting Division), Gillian Dorner (Acting Deputy Director to GOV), Alvaro Pereira
(Director of ECO), Isabell Koske (Deputy Director of ECO), Stefano Scarpetta (Director of ELS), Mark
Pearson (Deputy Director of ELS), Francesca Colombo (Head of the ELS Health Division), Frederico
Guanais (Deputy Head of the ELS Health Division), Stéphane Carcillo (Head of the ELS Jobs and Income
Division), Andreas Schleicher (Director of EDU), Paulo Santiago (Head of the EDU Education Policy
Advice and Implementation Division) and Tia Loukkola (Head of the EDU Innovation and Measuring
Progress Division), provided feedback and comments on this review.

The OECD Secretariat would like to express its thanks the Concertation Committee, which made this review
possible. The Secretariat is very grateful to Thomas Van Achter, Federal Public Service (FPS) Chancellery,
Dirk Ramaekers and Lieven De Raedt, FPS Public Health, as well as Bart Raeymaekers and Leen Depuydt
from the National Crisis Centre, for their ongoing support and commitment throughout this project.

The review would also not have been possible without the input and assistance of Jeroen Clicq and Patrick
D'Hondt, Prime Minister’s Office; Ri De Ridder, cabinet of the Minister of Health; Evelien De Raeymaecker,
cabinet of the Minister of Interior; Tillo Baert, cabinet of the Minister-President of Flanders; Mieke de
Meester, Flemish Crisis Centre; Karine Moykens, Flanders Department of Care; Christopher Sortino,
cabinet of the Minister-President of Wallonia; Brigitte Bouton (Wallonia Agency for Quality of Life);
Sebastien Dewailly, Mathieu Panarotto, cabinet of the Minister-President of the French Community; Julian
Poelman, cabinet of the Minister-President of Brussels-Capital; Jean Moulart, cabinet of the Minister of

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



6|

Health of Brussels-Capital; Olivier Delbauve and Stéphanie Sirjacobs, Joint Colleges Services of the
Brussels-Capital Joint Community Commission; Daniel Hilligsmann, cabinet of the Minister-President of
the German-speaking Community; Leila Belkhir (UCLouvain); Anne-Emmanuelle Bourgaux (UMONS/
ULB); Paul Gemmel (UGent); Marius Gilbert (ULB); Michel Moutschen (ULiége); Benoit Muylkens
(UNamur); Erik Schokkaert (KU Leuven); Piet Stinissen (Hasselt University); Koen Verhoest (University of
Antwerp); Tom Wenseleers (KU Leuven); Aube Wirtgen (Vrije Universiteit Brussel); and Vincent Yzerbyt
(UCLouvain).

The Secretariat is also grateful to Ann Coenen and Tom Bevers, FPS Employment, Labour and Social
Dialogue; Adriaan Luyten, FPS Finance; Erik Meersseman, Olivier Goddeeris, Antonio Fiordaliso, Youri
Baeyens, Statbel; Geert Langenus, Peter Reusens, Stefan Van Parys, National Bank of Belgium; Yves
Schouwaerts, Flanders Innovation and Entrepreneurship (VLAIO); Cassandre Laurent, cabinet of the
Minister of Economy of Wallonia; Thomas Quenon, Wallonia Public Service, Economy, Employment and
Research; Odile De Brabanter, Brussels-Capital Public Service, Economy and Employment; Marcel van
der Auwera (FPS Public Health — HTSC); Elizaveta Fomenko (UGent) for their valuable feedback on the
thematic chapters of this review.

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



Table of contents

Preface

Foreword
Acknowledgements
Executive summary

1 Evaluating the responses to the COVID-19 crisis in Belgium
1.1. Introduction
1.2. How was Belgium’s response to the COVID-19 crisis evaluated?
1.3. Understanding the context: What were Belgium’s structural strengths and challenges in
responding to the crisis?
1.4. How did Belgium respond to the crisis?
1.5. What key lessons from the evaluation of Belgium’s COVID-19 responses?
References
Annex 1.A. Main stakeholders involved in the crisis
Annex 1.B. List of stakeholders interviewed and involved

2 Emergency anticipation and preparedness in Belgium
2.1. Introduction
2.2. The anticipation capacities of government of Belgium before the arrival of the pandemic in
the country
2.3. The preparedness of Belgium's critical infrastructure operators and essential service
providers
2.4. Managing the cross-border effects of the pandemic in Belgium
2.5. Summary of recommendations
References
Annex 2.A. Timeline of the first months of the COVID-19 pandemic
Annex 2.B. Critical infrastructure and vital services in Belgium

3 The management of the COVID-19 crisis in Belgium
3.1. Introduction
3.2. The governance of crisis management of the COVID-19 crisis in Belgium
3.3. Crisis communication
3.4. Involvement of society as a whole and continuity of democratic life
3.5. Summary of recommendations
References
Annex 3.A. Proposed multidisciplinary crisis management system

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023

12

14

15
15

22
30
32
36
39
42

44
45

46

63
65
69
70
75
77

79

80
82
95
100
106
108
111



8|

4 The health systems response to COVID-19 in Belgium 112
4.1. How hard hit was Belgium by COVID-19? The direct health impact of COVID-19 114
4.2. What indirect impacts did COVID-19 have on health in Belgium? 120
4.3. How effective was the health response to the pandemic in Belgium? 128
4.4. Summary of main recommendations 145
References 146
Note 154

5 Education in Belgium during the pandemic 155
5.1. Introduction 156
5.2. A decentralised and diverse education sector organised based on language communities 157
5.3. Educational continuity during the health crisis 161
5.4. How different actors co-ordinated during the health crisis 178
5.5. Summary of recommendations 190
References 191
Annex 5.A. Timeline of education delivery (14 May 2020 — 30 June 2022) 193
Notes 194

6 Economic and fiscal measures in Belgium 195
6.1. Introduction 197
6.2. The economic consequences of the pandemic and the main features of the support
measures in Belgium 197
6.3. Implementation of economic and fiscal measures 215
6.4. Impact of selected economic and fiscal measures 234
6.5. Summary of recommendations 245
References 246
Annex 6.A. Estimation of the marginal effect of the crisis and of the amount received in grants
by each individual firm on their turnover: fixed-effect OLS regression tables 250

7 Belgium’s labour market and social policy response to the COVID-19 crisis 258
7.1. Introduction 260
7.2. The labour market impact of the COVID-19 crisis 261
7.3. Policies to protect jobs and incomes in Belgium during the COVID-19 crisis 267
7.4. Low incomes were well protected during the initial phase of the pandemic 280
7.5. Summary of main recommendations 283
References 284
Notes 287

FIGURES

Figure 1.1. Framework for evaluating measures taken in response to COVID-19 16

Figure 1.2. Geography of Belgium’s federated entities, at regional and community levels 23

Figure 1.3. The Belgian population is ageing at a slower pace than most OECD countries 27

Figure 1.4. Epidemiological waves of COVID-19 in Belgium 30

Figure 1.5. Federal structure of the crisis management 31

Figure 2.1. Disaster risk management cycle 46

Figure 2.2. Elements of pandemic plans present and useful for COVID-19 across OECD Members 52

Figure 2.3. Shift from a generic emergency plan towards a specific emergency and response plan for

pandemics 56

Figure 2.4. Sources of guidance and support used by municipalities with a needs assessment in place 57

Figure 3.1. Lead institutions and their mandates 85

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



Figure 3.2. Co-ordination cells and scientific advice bodies during the federal phase of the COVID-19 crisis 88
Figure 3.3. Main challenges faced by municipalities in communicating COVID-19 measures to the general

public 97
Figure 3.4. Belgium sees lower trust in its national government than other OECD countries 99
Figure 3.5. Organisational forms of accountability mechanisms 104
Figure 3.6. Involvement of local non-governmental actors by municipalities 105
Figure 4.1. Weekly new deaths per region per 100 000 inhabitants 115
Figure 4.2. Change in the mortality rate for 2020-22 (compared to the period 2015-19) 117
Figure 4.3. National estimates of prevalence of depression or symptoms of depression, 2019-22 (or nearest

year) 121
Figure 4.4. Average monthly percentage of adults who purchased a prescribed antidepressant over the last

3 months 121
Figure 4.5. Percentage of adults with a depressive disorder (according to PHQ-9), by age group 123
Figure 4.6. Share of young people with symptoms of depression 123
Figure 4.7. Percentage change in number of in-person doctor consultations compared to 2019 124
Figure 4.8. Percentage change in number of doctor consultations compared to 2019 125
Figure 4.9. Doctor teleconsultations per person, 2020 and 2021 (or nearest year) 127
Figure 4.10. Sum of total transfers from nursing homes by week 130
Figure 4.11. Tests performed per 1 000 inhabitants in Belgium and the OECD 133
Figure 4.12. Percentage of population having completed the initial vaccination protocol, as of March 2022 136
Figure 4.13. Proportion of general practitioners reporting they engaged in outreach to vulnerable groups 143
Figure 5.1. In Belgium, socio-economic status has a high impact on reading performance and the likelihood of
repeating a grade (PISA 2018) 160
Figure 5.2. School principals’ level of satisfaction with the support they received from their respective

community to ensure education continuity 164
Figure 5.3. School closures due to COVID-19 (2020, 2021 and the first quarter of 2022) 170
Figure 5.4. School principals’ impressions of progress after two years of school disruption 174
Figure 5.5. Governance arrangements in the Flemish Community to respond to the COVID-19 pandemic 183
Figure 5.6. Governance arrangements in the French Community to respond to the COVID-19 pandemic 183
Figure 5.7. Governance arrangements in the German-speaking Community to respond to the COVID-19
pandemic 184
Figure 5.8. The timeliness of crisis communications was a challenge for some school leaders 185
Figure 5.9. School leaders showed high levels of satisfaction with their collaboration with different actors

during the pandemic 189
Figure 6.1. Economic activity shrank considerably during the COVID-19 pandemic in Belgium 198
Figure 6.2. Private consumption and investment were responsible for the decline in economic activity 198
Figure 6.3. The pandemic had a lasting effect on working hours 199
Figure 6.4. Household savings increased during the crisis 200
Figure 6.5. Support measures for businesses during the COVID-19 pandemic in Belgium 202
Figure 6.6. Belgian firms were granted more support through budgetary than liquidity measures 203
Figure 6.7. Belgium’s budgetary measures prioritised employment support 204
Figure 6.8. Belgium provided less liquidity support than other countries 208
Figure 6.9. Belgium offered fewer tax concessions but more cancellations than other countries 209
Figure 6.10. Bankruptcies dropped during the pandemic 210
Figure 6.11. Belgium’s unemployment rate remained above pre-pandemic levels at the end of 2022 210
Figure 6.12. Belgium’s fiscal deficit widened significantly in the first year of the pandemic 211
Figure 6.13. Tax revenues recovered swiftly in 2022 212
Figure 6.14. The debt-to-GDP ratio in Belgium has been consistently higher than in most peer countries 212
Figure 6.15. Inflation started to rise in Belgium and peer countries during the COVID-19 crisis 213
Figure 6.16. Firm’s self-reported and expected inflation rates were lower in Brussels-Capital 214
Figure 6.17. Key-economic and fiscal measures followed the sanitary restrictions 216
Figure 6.18. The use of temporary unemployment was evenly distributed across regions 217
Figure 6.19. Most payment deferral applications were linked to income and value-added taxes 218
Figure 6.20. Direct support received by HoReCa firms during the first lockdown was not homogenous across
regions 220
Figure 6.21. Processing time of direct support applications varied across regions 222
Figure 6.22. The federal government and the regions were the main provider of support to businesses 223
Figure 6.23. Firms’ satisfaction improved over time as support measures were adjusted 229
Figure 6.24. Firms in Flanders had less difficulty to pay their commercial rents and access loans 230
Figure 6.25. Perceptions of bankruptcy risk varied significantly across regions 231

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



10 |

Figure 6.26. The perceived impact of the crisis on revenues differed across regions 232
Figure 6.27. The reported decrease in past and future investment plans was strongest in Brussels-Capital 233
Figure 6.28. Firms in the HoReCa, retail and services sectors were the main beneficiaries of grants 237
Figure 6.29. Spending on grants was higher in the Flemish region than in the others, driven by a larger

number of beneficiaries 237
Figure 6.30. Grants were unevenly distributed across regions 238
Figure 6.31. Firms' turnover followed different trends in the aftermath of the pandemic 239
Figure 6.32. The number of bankruptcies decreased during the pandemic 239
Figure 6.33. The estimated impact of the crisis on firms’ turnover varied across sectors and across regions 240
Figure 6.34. Firms experiencing a downturn received more support 241
Figure 6.35. AImost three-fifths of the grant amounts went to firms with a positive turnover before the crisis 243
Figure 6.36. Firms with a positive turnover before the crisis performed better during the crisis 243
Figure 7.1. Fall in hours worked in Belgium was largely attributable to working time reductions 261
Figure 7.2. Both the unemployment and the employment rate in Belgium have returned relatively quickly to

their pre-crisis levels 263
Figure 7.3. Job losses have been concentrated among temporary workers 263
Figure 7.4. The best-performing regions in Flanders were most affected during the initial phase of the

pandemic 265
Figure 7.5. By early 2022, the employment rate was higher, and the inactivity rate lower, than before the crisis 266
Figure 7.6. The interplay of job retention support and unemployment benefits across countries 268
Figure 7.7. Over half of all primarily self-employed workers received bridging rights support at the peak of the
pandemic 273
Figure 7.8. Belgium improved the generosity, but not the accessibility, of Unemployment Benefits 276
Figure 7.9. The generosity of minimum income benefits in Belgium is somewhat below peer countries 277
Figure 7.10. Public social expenditures in Belgium expanded in line with those in peer OECD countries and

have declined again since 280
Figure 7.11. Low incomes in Belgium were well protected during the first year of the pandemic 281
Annex Figure 3.A.1. Simplified view of the proposed multidisciplinary crisis management system 111
TABLES

Table 1.1. Evaluation questions addressed in this report 21
Table 1.2. Belgian Federal governments since 2010 25
Table 1.3. Regional disparities in labour market and related outcomes are sizeable, 2018 29
Table 2.1. Features of a mature crisis management system prior to the COVID-19 pandemic 58
Table 2.2. Repatriation flights under the Union Civil Protection Mechanism organised by Belgium 66
Table 6.1. Temporary unemployment benefits per country 205
Table 6.2. National guarantee schemes 206
Table 6.3. Firms received more or less generous support depending on the region where they were located 219
Table 6.4. Responsibilities for direct support in selected OECD countries with federal structure 221
Table 6.5. Overview of the institutions responsible for main support measures to firms 224
Table 6.6. Descriptive statistics from the ERMG surveys 228

Annex Table 5.A.1. Key stages of the pandemic and changes to educational provision across the three

education systems 193
Annex Table 6.A.1. All Belgium firms 250
Annex Table 6.A.2. Firms located in Brussels 251
Annex Table 6.A.3. Firms located in Flanders 253
Annex Table 6.A.4. Firms located in Wallonia 254
Annex Table 6.A.5. Regressions per decile of 2019 median turnover change 256

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



|11

BOXES

Box 1.1. OECD work on government evaluations of COVID-19 responses 17
Box 1.2. The OECD survey to Belgian general practitioners 19
Box 1.3. Data used to evaluate the economic response to the crisis 20
Box 1.4. Evaluation criteria of the Development Assistance Committee 21
Box 2.1. Anticipation capacities and the Recommendation of the Council on the Governance of Critical Risks 47
Box 2.2. Contingency planning in Belgium 50
Box 2.3. From risk assessment to pandemic preparedness — the New Zealand experience 51
Box 2.4. European Centre for Disease Prevention and Control (ECDC), the European Early Warning and
Response System (EWRS), and the EpiPulse forum 62
Box 2.5. Resilience of law enforcement in the face of COVID-19 65
Box 3.1. The OECD Recommendation on the Governance of Critical Risks 81
Box 3.2. Activation of a federal phase of crisis management in Belgium 82
Box 3.3. General principles for a robust and credible system to provide science advice to the government 92
Box 3.4. The use of special powers at the federal and federated levels 102
Box 4.1. Regional responses to testing and tracing 135
Box 4.2. Regional strategies to vaccinate vulnerable groups 137
Box 4.3. The Hospital and Transport Surge Capacity Committee 140
Box 5.1. Educational mandates in the language communities 158
Box 5.2. Teacher-led initiatives to support the implementation of distance learning (international experiences) 167
Box 5.3. A colour-coded protocol common to all three language communities 169
Box 5.4. International experiences in generating evidence on the impact of the pandemic 176
Box 5.5. Defining and nurturing learner resilience 181
Box 5.6. Providing school leaders with evidence to inform decision making 188
Box 6.1. The Economic Risk Management Group (ERMG) 226
Box 6.2. Data collection and evaluation of the impact of emergency economic and fiscal measures in France 227
Box 6.3. ERMG survey data 228
Box 6.4. Methodology and data 235
Box 6.5. Eligibility conditions for direct support 242
Box 7.1. Combining JRS receipts with other employment and training 271

Follow OECD Publications on:

o
£/

=
This book has... StatLinks sm=r=
A service that delivers Excel® files from the printed page!
Look for the StatLink at the bottom of the tables or graphs in

this book. To download the matching Excel® spreadsheet, just type
the link into your Internet browser or click on the link from the digital
version.

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



12|

Executive summary

The response to the COVID-19 pandemic posed an unprecedent challenge to countries across the OECD,
not least because it required concerted action from all parts of government and sectors of society.
Belgium’s federal and federated governments adopted a wide range of measures and worked together to
mitigate the consequences of the crisis on citizens’ lives and livelihoods. This report, which is part of the
OECD’s work on evaluating government responses to the COVID-19 crisis, seeks to understand which
measures worked and which did not, for whom and why, to draw shared lessons from this experience and,
ultimately, strengthen trust for a more resilient society.

Factors affecting Belgium’s response to the COVID-19 pandemic

To evaluate the measures adopted by Belgium to tackle the pandemic, their implementation and results, it
is important to understand the structural factors that could affect the country’s performance. The highly
decentralised nature of Belgium’s public governance system and the low levels of trust in public institutions
in the country required demonstrating strong leadership to co-ordinate, implement and ensure social
acceptance of unprecedented measures. Belgium was able to rely on a longstanding culture of co-
ordination across public entities and of compromise to implement a whole-of-government response to the
crisis. In the health field, the fact that the Belgian population is relatively healthy and young compared to
the European Union average, proved an advantage in the face of the pandemic. On the other side,
persistent geographic and social inequalities created challenges in ensuring that the educational and social
policies put in place during the pandemic left no one behind.

Emergency anticipation and preparedness in Belgium

A number of weaknesses in risk anticipation and pandemic preparedness complicated Belgium’s early
response to the COVID-19 pandemic. Although the national risk assessment recognised the risk posed by
pandemics, not enough was done to foster a shared understanding of the risk across government levels
and sectors. Consequently, planning and preparedness for large-scale pandemics were mainly confined
to the health sector. Early actions were taken, but cross-government crisis management structures were
not mobilised from the start of the pandemic. To improve readiness, Belgium should strengthen shared
situational awareness and a common understanding of risks, as well as embed a culture of preparedness
across government.

The management of the COVID-19 crisis

Managing a complex multidisciplinary crisis calls for a whole-of-government and whole-of-society
response, maintaining trust in public action and preserving democratic continuity, especially for enduring
crises. In Belgium, the governance of the COVID-19 crisis suffered at an early stage from a multiplicity of
actors involved, but, over time, adapted to the evolving crisis involved federated entities more closely in
decision-making at the centre. Crisis communication was, overall, coherent throughout the crisis, although
vulnerable groups could have been better targeted. All in all, Belgium made efforts to shape a whole-of-
society response and took care to preserve democratic accountability. Still, greater diversity in scientific
advice and the involvement of civil society in crisis management bodies could have made the response
more effective. In the future, Belgium will need to reinforce its overall national crisis management system
to be better prepared to tackle complex shocks and should invest in promoting trust in public institutions to
increase its resilience.
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The resilience of the health system to COVID-19

While Belgium encountered challenges in responding to the initial waves of the pandemic, it managed to
significantly improve its health response in 2021 and 2022. In particular, Belgium quickly scaled up and
monitored hospital capacity, as well as deployed a successful vaccination campaign. Still, older
populations, especially those in long-term care facilities, were particularly hard hit. The pandemic also
exerted a heavy toll on mental health, especially for young and vulnerable populations, even though
Belgium did expand support for mental health services as a response. To best prepare for potential
upcoming health crises, Belgium should strengthen co-ordination mechanisms between health actors at
the local level, continue to invest in strengthening the health workforce, as well as monitor and address
the longer-term effects of the pandemic on the population.

The education system during the pandemic

In Belgium, the education systems sought to ensure educational continuity throughout the pandemic.
During the acute phase of the crisis, communities focused on learning essentials and digital tools. Later
on in the crisis, education authorities faced challenges in implementing health protocols, but all sought to
keep schools open. This resulted in Belgium being one of the European countries with the fewest number
of school closure days. The increased collaboration and co-ordination between language communities
helped achieve this result, but nationwide gaps remain in monitoring the impact assessment of schooling
disruptions on learning outcomes. Going forward, ensuring schools remain open as much as possible in
times of crisis, increasing digital access and capacity of all stakeholders involved, and further strengthening
collaboration between authorities will be crucial to maintaining educational continuity.

Emergency economic and fiscal measures

Similarly to other OECD Member countries, the Belgian economy was severely impacted by the pandemic.
Contact professions and service-oriented sectors were particularly affected. The federal government
rapidly issued support, relying partly on existing delivery mechanisms such as temporary unemployment.
Regional governments rapidly designed and implemented direct support, emergency loans and guarantee
schemes, with some differences across regions. The assessment of firms’ difficulties and needs through
surveys during the crisis helped policymakers adapt and develop the measures. The economic response
relied mostly on measures with a direct impact on public spending and less on liquidity measures. Overall,
most support did go to businesses that were hit the hardest during the pandemic. In the future, Belgium
should prioritise the take-up of loans and guarantees and improve co-ordination of business support
measures. A key priority should be to further develop data collection and sharing to better design, target
and evaluate economic measures.

Protecting jobs and incomes during the crisis

Belgium was able to build on pre-existing institutional structures to protect livelihoods during the COVID-
19 crisis. Like many other OECD countries, Belgium made heavy use of its job retention scheme, rapidly
expanding access to temporary unemployment benefits. The labour market shock was consequently
mostly absorbed by working-time reductions, while unemployment rose only slightly. A second pillar of
Belgium’s crisis response were extensions of the bridging right scheme, a unique income support
programme for self-employed workers. Unemployment and social assistance benefits were extended only
slightly. Income inequality and poverty declined in 2020, and the labour market recovered swiftly as
economic activity resumed. Coverage gaps likely existed for workers on very short contracts, including
young workers. In the event of a future crisis, Belgium may want to consider adjusting the eligibility
requirements of temporary unemployment to changing labour market conditions, better targeting bridging
right payments, and providing stronger support to the most vulnerable.
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1 Evaluating the responses to the

COVID-19 crisis in Belgium

Evaluations allow countries to draw lessons from the COVID-19 crisis in
order to strengthen their future resilience. This chapter presents the
analytical and methodological framework for the evaluation that forms the
basis of this report. It also sets the context by presenting the structural
strengths and weaknesses of Belgium that may have impacted the country’s
capacity to tackle the crisis. It ends with a brief overview of the crisis timeline
and a synthesis of the evaluation’s main findings.
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1.1. Introduction

On 11 March 2020, the World Health Organisation declared the COVID-19 outbreak a global pandemic.
Throughout the Organisation for Economic Co-operation and Development (OECD)'s membership,
governments and societies had to react quickly to mitigate the crisis and its consequences. Almost four
years later, governments are still seeking to draw lessons from what worked, what did not, for whom and
why to better prepare themselves for upcoming crises.

To contribute to these efforts, Belgium has conducted several evaluations of its COVID-19 responses,
whether by looking at the role of the National Crisis Centre (NCCN) in co-ordinating the overall crisis
response, or by having an in depth look at the work of the federal and federated entities in managing the
crisis and communicating to citizens (Belgian Chamber of Representatives, 2021(1); Parlement Wallon,
2020p2; Parlament der Deutschsprachigen Gemeinschaft Belgiens, 20223}; Brussels' Parliament, 2021 4j;
Vlaams Parlement, n.d.i5)). Yet, no evaluation to date in the country has taken a cross government look at
the entire risk cycle and how it was addressed during the COVID-19 pandemic.

In this context, the evaluation presented in this report provides a comprehensive and multidisciplinary
approach to assessing Belgium’s crisis responses. As such, the evaluation covers the full range of
measures that OECD countries should examine in order to better understand what worked and what did
not in their responses to the pandemic, from risk preparedness and crisis management to policy responses
in the fields of health, education, economic and fiscal affairs, and labour market and social policies. In
addition, the novelty of this evaluation is its cross-government nature, in a country where federated entities
have a high level of autonomy in decision making. Indeed, this evaluation has come about as a result of
an agreement between the federal and federated entities of Belgium. Finally, in order to address the
complexity of the crisis response and provide an understanding of potential trade-offs and synergies
between policies, the evaluation includes an element of transdisciplinarity. In that regard, the evaluation
provides an assessment of the proportionality of measures adopted by the Belgian government, the extent
to which these measures were able to preserve the quality of life of citizens, as well as their impact on
youth and the elderly.

The opening chapter of this evaluation provides an overview of the methodological framework used, before
looking at some of the structural strengths and challenges that may have had an impact on Belgium'’s
policy responses during the crisis. It ends by providing an overview of the main measures adopted during
the period under review for the evaluation: from March 2020 to March 2022.

1.2. How was Belgium’s response to the COVID-19 crisis evaluated?

1.2.1. The OECD work on ‘evaluations of COVID-19 responses’

The OECD's work on government evaluations of COVID-19 responses identifies three types of measures
that countries should assess to better understand what worked and what did not work in their response to
the pandemic (OECD, 2022j)) (see Figure 1.1):

1. Pandemic preparedness: measures taken by governments to anticipate a pandemic before it
occurs and to prepare for a global health emergency with the necessary knowledge and capacity
(OECD, 20157).

2. Crisis management: policies and actions implemented by the public authorities in response to the
pandemic once it has materialised, to co-ordinate government action across government, to
communicate with citizens and the public, and to involve the whole-of-society in the response to
the crisis (OECD, 2015(7)).
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3. Response and recovery: policies and measures implemented to mitigate the impact of the
pandemic and the resulting economic crisis on citizens and businesses, support economic recovery
and reduce well-being losses. These measures include lockdowns and other restrictions to contain
the spread of the virus, as well as financial support for households, workers and businesses and
markets to mitigate the impact of the downturn, health measures to protect and care for the
population, and social policies to protect the most vulnerable.

Figure 1.1. Framework for evaluating measures taken in response to COVID-19

Risk anticipation
capabilities

Social and
educational policies

Preparation
of key sectors

Health measures

RESPONSE AND PANDEMIC
RECOVERY PREPAREDNESS

Economic and

financial support
s Pandemic

management

protocols
CRISIS MANAGEMENT

Whole-of-society Crisis
response communication

Governance
arrangements

Note: These phases are presented as a circle because they are not necessarily chronological
Source: OECD (2022g)), “First lessons from government evaluations of COVID-19 responses: A synthesis”, OECD Policy Responses to
Coronavirus (COVID-19), OECD Publishing, Paris, https://doi.org/10.1787/483507d6-en.

These three types of measures correspond to the main phases of the risk management cycle, as defined
in the Recommendation of the Council on the Governance of Critical Risks (OECD, 2014g;). The empirical
relevance of this evaluation framework, presented in Figure 1.1, has been proven by a qualitative analysis
of government evaluations (OECD, 2022)). Indeed, results from the OECD publication “First lessons from
government evaluations of COVID-19 responses”, which summarises the key lessons learned from
evaluations produced by OECD member country authorities during the first 15 months of the pandemic
response, show that the vast majority of these evaluations do address one or more of the three types of
measures identified above: pandemic preparedness, crisis management, and response and recovery. This
evaluation framework was recently tested in Luxembourg (see Box 1.1 for more information on the OECD
work on COVID-19 evaluations and the Luxembourg case study). This present evaluation is built on a
similar structure to best provide guidance to public authorities on how to learn from the crisis to increase
resilience.
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Box 1.1. OECD work on government evaluations of COVID-19 responses

The OECD work on government evaluations started in the midst of the pandemic, as countries sought
to better understand what worked, what did not, for whom, and why. In this context, the OECD work on
“First lessons from government evaluations of COVID-19 responses”, which was published in 2022,
synthesised 67 evaluations carried out in 18 OECD member countries during the first 15 months of the
pandemic. The work consisted in a qualitative and systematic content analysis, identifying common
themes through coding and a quantified approach. The analysis concludes that a significant proportion
of the evaluations in the sample focuses on one or more of the three primary phases of risk management
defined by the OECD Recommendation on the Governance of Critical Risks: pandemic preparedness,
crisis management, and response and recovery (OECD, 2014s)). As a result, these three types of
measures, are the ones that countries should assess to better understand what worked and what did
not work in their response to the pandemic (OECD, 2022).

The resulting ‘OECD framework for evaluating measures taken in response to COVID-19’ was applied
for the first time in Luxembourg (OECD, 2022yq)). The Evaluation of Luxembourg’s COVID-19 responses
found that:

e Luxembourg had a mature risk management system, enabling the country to quickly answer to
the emergency.

e The management of the crisis was agile, even though its scientific advice and monitoring
systems could have been strengthened.

e The health system remained resilient with excess mortality lower by more than 60% compared
to the OECD average, but faced challenges related to the preparedness of the health sector.

e The education system allowed for good educational continuity, even though greater
differentiation and broader consultations would have strengthened Luxembourg’s response.

e On economic and fiscal affairs, support measures safeguarded the financial situation of the
hardest-hit businesses and maintained employment. Efforts regarding the self-employed and
the digitalisation of administrative procedures should be made to increase resilience.

e In terms of its labour market and social policies, Luxembourg was relatively well prepared for
the pandemic, even though there remains room for some fine-tuning.

The Luxembourg evaluation was the first one of this series of evaluation of governments’ response to
the COVID-19 pandemic, which aims to provide evidence and concrete recommendations to help
countries build resilience to large-scale crises such as pandemics.

Source: in text.

1.2.2. An evaluation based on a mixed-methods approach

The study of Belgium’s COVID-19 responses relies on a mixed-methods approach, which combines the
use of qualitative and quantitative data for evaluation. In addition, the study makes use of data that has
been collected specifically for the purposes of the evaluation, through the use of ad hoc surveys mainly,
as well as administrative and firm-level data. Combining these different data sources and analysis methods
allows for a more comprehensive understanding of the research questions explored in this evaluation, as
well as to increase the validity and reliability of its findings. As a result, the evaluation looks at not only
what has worked in Belgium and what did not, but also for whom and under what circumstances — thus
acknowledging that policies may work differently for different people and groups depending on local
circumstances.
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First, the evaluation builds on qualitative data collected in the context of the OECD’s work of COVID-19
responses (see Box 1.1). Indeed, it builds upon the evidence collected from evaluations of COVID-19
responses in 18 OECD member countries, as well as the Evaluation of Luxembourg’s COVID-19 Response
(OECD, 2022); OECD, 2022(9)).

Second, the evaluation relies on the use of specific surveys designed by the OECD for the purpose of this
evaluation. Those qualitative and perception-based surveys were sent to stakeholders to gather data on
the effectiveness of policies from their point of view. Surveys that are not statistically representative are
explicitly stated as such when discussing survey results. These surveys have sought to gather data from
the following institutions and actors across the country:

Municipalities: This survey was aimed at better understanding the extent to which the federal
government and federated entities co-operated well with municipalities during the crisis, from the
point of view of the latter group. The survey was sent out to all 581 municipalities in the country
with the help of the three regions and the German-speaking Community. Of these municipalities,
a total of 259 answered the survey (the response rate was 129/300 in Flanders, 114/262 in Wallonia
(excluding municipalities from the German-speaking Community), 9/19 in Brussels-Capital, and
7/9 in the German-speaking Community). As a result, the survey results can be considered
representative of Belgium as a country. The survey responses have been used to analyse the
effectiveness of the country’s pandemic preparedness and anticipation (see Chapter 2), its
management of the crisis, in particular in regards to how information was communicated to citizens
and the extent to which the country adopted a whole-of-society response to the pandemic (see
Chapter 3), as well as how municipalities were prepared to implement the test & trace and
vaccination strategies (see Chapter 4) (OECD, 202310)).

General Practitioners: This survey was aimed at better understanding the response of general
practitioners to the crisis. The survey was sent out to about 15 000 general practitioners in the
country, with the help of the Federal Public Service Public Health. 420 out of those practitioners
completed the survey, making it representative of general practitioners in Belgium. 261
respondents practiced medicine in Flanders, 110 in Wallonia and 46 in Brussels (3 declined to
report where they practiced). More information on the questions distributed to the general
practitioners as part of this survey can be found in Box 1.2. The survey responses have been used
to understand the preparedness of general practitioners to the COVID-19 pandemic and their
responses to the pandemic, as well as to evaluate what potential impact the pandemic may have
had on their own well-being and views on practicing medicine (see Chapter 4) (OECD, 202311)).

Hospitals: This survey was aimed at better understanding the response of hospitals to the crisis.
The survey was sent out to all 103 acute care hospitals in the country, with the help of the Federal
Public Service Public Health. Of these hospitals, 32 completed the survey. As a result, the survey
is not representative of all acute care hospitals, but nevertheless provides interesting insights on
how hospitals dealt with the crisis. The survey responses have been analysed to better understand
how hospitals anticipated pandemics and to understand their level of preparation going into the
crisis (see Chapter 4) (OECD, 2023(12)).

Primary and secondary schools: This survey was aimed at better understanding the satisfaction
of primary and secondary school leaders with measures taken by the community governments to
tackle the pandemic. The survey was distributed to all 6 608 primary and secondary school in
Belgium, with the help of the three language communities. Of the schools, a total of 951 answered
the survey (the response rate was 477/3 815 in the Flemish Community, 460/2726 in the French
Community, and 14/67 in the German-speaking Community). The survey is therefore not
representative of schools in Belgium but nevertheless provides insights on how policy responses
were received by school leaders. The survey responses have been used to analyse the educational
policy response to the crisis, the overall satisfaction of school leaders with support provided by and
communication from communities (see Chapter 5) (OECD, 202313)).
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Box 1.2. The OECD survey to Belgian general practitioners

As in many other OECD countries, primary care played a significant role in the pandemic response in
Belgium (see Chapter 4). Most general practitioners in Belgium are self-employed, and while many are
members of medical associations and networks of general practitioners (GPs), no central authority
representing the voice of all general practitioners exists in Belgium.

The high number of general practitioners in Belgium and the likelihood of differing views and
experiences of the pandemic amongst them, led to the development of the OECD Survey of Belgian
general practitioners in the context of the Evaluation of Belgium's COVID-19 responses, which was
circulated to all 15 000 GPs in Belgium with the help of the Federal Public Service Public Health.
420 general practitioners completed the survey.

This subset can be considered to reflect a representative sample of general practitioners across the
country with a 95% confidence level and a 5% margin of error. Moreover, the proportion of responses
coming from each of the three regions of Belgium (Brussels, Flanders and Wallonia) roughly reflect the
relative population sizes of these regions.

Survey questions focused on:

e General practitioners’ experiences during the pandemic, including its impact on their workload,
their access to personal protective equipment, and whether they felt sufficiently informed during
the pandemic and had access to the information and training they needed.

e The evolution of care provided by GP practices during the pandemic, including their uptake of
telemedicine and outreach to vulnerable populations.

e The impact of the pandemic on their mental health and well-being, including on whether the
pandemic impacted their intentions to leave the medical profession.

This evaluation also benefited from access to previously collected survey data. Additional analyses have
been conducted based on the PRICOV-19 survey data for Belgium. An analysis of the perceptions of the
impact of the support measures across the regions relying on surveys of businesses, conducted by the
Economic Risk Management Group (ERMG) during the crisis, was also used to assess business owners’
perception of support measures and the impact of the crisis on their investment and employment plans.
The analysis of labour market and social benefits relies on survey micro data, notably from the European
Union Labour Force Survey (EU-LFS) and the European Union Statistics on Incomes and Living Conditions
(EU-SILC), as well as (largely survey-based) OECD data sources, such as the Income Distribution
Database (IDD). Other OECD multi-country surveys have been used throughout the evaluation, notably
the 2022 OECD Survey on the Governance of Critical Risks.

Finally, firm-level and administrative data on selected business support measures were used to assess
the impacts of Belgium’s policies on firms’ activity during the crisis (see Box 1.3 for more information), as
well as administrative data from the OECD Social Expenditure (SOCX) and Social Benefit Recipients
(SOCR) databases. Hospital data collected by the Hospital & Transport Surge Capacity Committee (HTSC)
was used in order to investigate hospital transfers during the pandemic, especially transfers from nursing
homes to hospitals.
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Box 1.3. Data used to evaluate the economic response to the crisis

The OECD used micro data from several Belgian administrations to evaluate the impact on firms of the
differences across regions in the design, timing and implementation of support measures. The different
datasets were gathered, merged and pseudo-anonymised by STATBEL, to allow the OECD to conduct
a difference in difference analysis (DID) with a continuous treatment.

Administrative data from the Banque Carrefour des Entreprises, Social Security Database and Central
Balance Database (STATBEL)

The combination of these three datasets gathers information on firms’ sector of activity (2-digit NACE
codes), their region of establishment, potential bankruptcy, revenues, capital and other non-financial
characteristics (e.g. number of years since creation, workforce size, etc.). Additional information from
the Social Security Database provides insights on labour costs and workers’ temporary unemployment:
how many employees were affected, how many hours were covered, the type of unemployment, etc.

Information on tax cancellations from FPS Finance

The VAT database provided by FPS Finance provides information on firms’ applications to tax
cancellation and deductions — including rejected applications. This data covers the nature of the debt
covered, the remaining balance, the reason for financial hardship and the payment plan.

Information on regional grants and loan schemes from the federated governments

Information on regional emergency grants were made available by the Service public régional de
Bruxelles (SPRB) for Brussels-Capital, Flanders Innovation and Entrepreneurship (Agentschap
Innoveren & Ondernemen, VLAIO), and Service public de Wallonie Economie,Emploi, Recherche
(SPW EER) for Wallonia. The data contains information on the timing of the applications and the total
amounts of direct support granted.

Quantitative data collected were further cross-referenced with qualitative interviews with key stakeholders
of the COVID response. The institutions met by the OECD teams were identified jointly by the OECD and
two consultative bodies: a Task Force, made up of representatives from each of the federated entities and
the federal government, and an Advisory Group, composed of 6 French-speaking and 6 Dutch-speaking
experts coming from a variety of research fields (see Annex 1.B for more information on the list of
stakeholders). As part of these interviews, the OECD teams were able to meet with over 150 stakeholders,
including ministerial cabinets and public administrations at federal and federated levels, representatives
from schools, the health sector (hospitals and medical centres), representatives of academia, civil society
and trade unions. Roundtables and further interviews were also organised with several governors, long-
term care facilities, and health professionals directly involved in the management of COVID-19.

1.2.3. The evaluation analyses the measures adopted by Belgium, their implementation
processes and the results obtained

Finally, to better understand what worked, what did not, and for whom, this report builds upon the OECD
Development Assistance Committee (DAC) evaluation criteria, assessing and drawing lessons from the
relevance, coherence, effectiveness, efficiency, impact and sustainability of measures taken.
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Box 1.4. Evaluation criteria of the Development Assistance Committee

The OECD Development Assistance Committee (DAC) has become the main benchmark body for
evaluating projects, programmes and policies in all areas of public action. Each criterion represents a
different filter or perspective through which the intervention can be analysed.

Taken collectively, these criteria play a normative role. Together, they describe the characteristics
expected of all interventions: that they are appropriate for the context, that they are consistent with other
interventions, that they achieve their objectives, that they produce results economically, and that they
have lasting benefits.

o Relevance: the extent to which the interventions’ objectives and design respond to
beneficiaries’ needs and priorities, align with national, global and partner/institutional policies
and priorities, and remain relevant even as the context changes.

¢ Coherence: the extent to which the interventions are consistent with other interventions being
carried out within a country, sector or institution.

o Effectiveness: the extent to which the interventions achieved, or are expected to achieve, their
objectives and their results, including differential results across groups.

o Efficiency: the extent to which the interventions deliver, or are likely to deliver, results in an
economic and timely way.

o Impact: the extent to which the interventions have generated or are expected to generate
significant positive or negative, intended or unintended, higher-level effects.

e Sustainability: the extent to which the net benefits of the interventions continue or are likely to
continue.

Source: OECD (2021y141), Applying Evaluation Criteria Thoughtfully, OECD Publishing, Paris, https://doi.org/10.1787/543e84ed-en.

These different criteria are covered extensively throughout this report and its respective chapters. Chapter
2 looks at the relevance and effectiveness of risk anticipation and preparedness measures, taken before
the beginning of the federal phase. Chapter 3 analyses the relevance, coherence, effectiveness and
efficiency of the overall crisis management of the crisis. Finally, Chapters 4, 5, 6, and 7 assess the
effectiveness, efficiency, impact and sustainability of the response and recovery, at both federal and
federated levels where relevant.

Table 1.1. Evaluation questions addressed in this report

Evaluation Evaluation Pandemic Crisis Response and recovery
criterion question preparedness =~ management Public Education Economic Social and
health policy and fiscal labour
policy policy policy
Relevance Is the intervention
addressing the X X
problem?
Coherence Is the intervention
aligned with the X

other interventions?
Effectiveness  Is the intervention

achieving its X X X X X X
objectives?
Efficiency Are resources being X X X X X

used optimally?
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Evaluation Evaluation Pandemic Crisis Response and recovery
criterion question preparedness = management Public Education Economic Social and
health policy and fiscal labour
policy policy policy
Impact What differences is
the intervention X X X X
making?
Sustainability =~ Will the benefits X X X X
last?

Source: OECD authors’ own elaboration based on (OECD, 2022yg)), Evaluation of Luxembourg's COVID-19 Response: Learning from the Crisis
to Increase Resilience, OECD Publishing, Paris, https://doi.org/10.1787/2c78c89f-en.

Addressing those questions and assessing Belgium’s capacity to respond to the COVID-19 crisis requires
better understanding of the structural strengths and challenges inherent to Belgium. These factors have
been significant in defining the initial government’'s room for manoeuvre in its response to the crisis and
the overall performance of the policies adopted. Therefore, this chapter presents the main demographic,
geographic, public governance, economic and social issues in Belgium that might have impacted its
capacity to prepare for, manage and respond to the COVID-19 crisis.

1.3. Understanding the context: What were Belgium’s structural strengths and
challenges in responding to the crisis?

Several factors can affect a government's ability to deal with a crisis. Firstly, each country has its own
particular characteristics, which can pose challenges for policy development and implementation, even in
times when democratic life is functioning normally. In the case of a crisis of the magnitude of that of COVID-
19, there are even more of these factors as combating the threats posed by the pandemic required a
massive response from governments in all areas of public life. As such, to assess a government's response
to the crisis, one must first understand the extent to which that government was able to take these factors
into account in order to deploy measures appropriate for their national context (these fall under the
relevance and coherence criteria).

Moreover, assessing the effectiveness of a given government's response to the crisis requires, among
other things, its results to be compared with those of other countries. This comparative analysis cannot be
completed without a detailed understanding of the direct and indirect impacts that these political, economic
and social factors may have had on measures to mitigate the effects of the pandemic. A mid-sized country
like Belgium, which is very decentralised and multi-cultural, therefore does not face the same challenges
or have the same assets when controlling a pandemic as much smaller, insular country, for example. In
this context, this section presents the particular geographical, demographic, political, economic and social
features of Belgium that may have represented a challenge or an asset in the face of the crisis.

1.3.1. The public governance system in Belgium is highly decentralised

Belgium is a federal and highly decentralised country with three tiers of government: the federal State, the
regions (Brussels-Capital, Flanders, Wallonia), and the language-based communities (Dutch, French, and
German-speaking) (Figure 1.2). Those three tiers have equal decision-making power, making the division
of competencies a key aspect of Belgian public governance. Co-ordination across levels of government,
and in particular collaboration on topics where responsibilities are shared between levels of government,
is ensured either through thematic interministerial conferences, or through the Concertation Committee —
which is the central point for concertation, co-operation and co-ordination between the federal level,
regions and communities, to achieve individual or joint objectives respecting everyone’s competencies
(Belgian Official Journal, 198015)).
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Figure 1.2. Geography of Belgium’s federated entities, at regional and community levels
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Note: Top panel: Map of Belgian regions. Bottom panel: Map of language communities in Belgium.
Source: Federal Public Service Chancellery of the Prime Minister.
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Federal competencies relate to the common interest of all Belgians and include public finances, the army,
the judiciary, social security, or foreign affairs. It also includes competencies over everything that is not
covered by regions or communities. Regions have core competencies related to the economy, public
health, employment, agriculture, water policy, housing and energy, amongst others. Finally, language
communities have competencies over, amongst others, culture and education (Belgium.be, n.d.j1g)).

In practice, however, many competencies are shared between several, if not all, levels of government,
especially since the sixth constitutional reform (Di Rupo, 201117)). In particular, health competencies are
shared between those three tiers of government. The federal level oversees regulating social health
insurance, health products and health professionals, and the establishment of ambulatory and hospital
budgets. Regions are responsible for older citizens’ health, mental health, hospital infrastructure, and
primary care services. Communities oversee preventative measures to preserve the health of minors,
including vaccination and teaching hospitals (Belgium.be, n.d.;16)). The situation is different for the French
Community, which devolved some of its competencies to Wallonia and specific regional institutions from
Brussels.

As a result of this division of labour between levels of government, the different federal and federated
entities have learned to work closely together on matters related to health in the past decades. For
instance, interministerial conferences on health are held regularly in the country, so as to ensure that the
eight health ministers can meet and ensure proper co-ordination across the entities they represent. During
the COVID-19 pandemic, the interministerial conference on public health convened very frequently ahead
of meetings of the National Security Council or the Concertation Committee.

Belgium also has two levels of local administrative units: the provinces and municipalities. Both of these
units play an official role in the crisis management system and, as a result, have been actors in the
response to COVID-19. The 10 provinces of Belgium exercise different roles depending on whether they
are acting under the authority of federal authorities, that of the regions, or that of the communities.
Governors are responsible for emergency planning for crisis situations requiring national co-ordination or
management (Belgian Official Journal, 20031)). During the crisis, some heads of provinces acted on this
basis to take additional measures against COVID-19. Municipalities are responsible for maintaining public
order and the local police, amongst other competencies. The 589 municipalities are also involved in
emergency planning, when co-ordination can be done at the local level (Belgian Official Journal, 2003[1g)).

1.3.2. Belgium’s political system reflects its cultural diversity

At the federal level, coalition governments with an important number of parties have been
recurring in recent years

Belgium, officially the Kingdom of Belgium, is a federal constitutional monarchy with a bicameral
parliamentary system. The King is therefore the head of state, while the Prime Minister is head of
government. Belgian political institutions seek to balance representation of different cultural and language
communities. The important number of parties represented in the national Chamber of Representatives
(12 parties in 2023) fragments the political landscape, which leads to government coalitions with a large
number of partners. Since 2010, Belgium has experienced 7 federal governments — whether of full exercise
or care-taking (Table 1.2). The latest government is the result of a coalition between 7 different parties.
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Government Status Term start date Term end date Length Parties in the coalition

Leterme Il Full exercise 25 November 2009 26 April 2010 5 months, 1 day CD&V, MR, PS, Open VLD,
Care-taking 26 April 2010 6 December 2011 1 year, 7 months, 10 days CDH

Di Rupo Full exercise 6 December 2011 26 May 2014 2 years, 5 months, 20 days PS, CD&V, MR, Open VLD,
Care-taking 26 May 2014 11 October 2014 4 months, 15 days SP.A, CDH

Michel Full exercise 11 October 2014 9 December 2018 4 years, 1 month, 28 days N-VA, MR, CD&V, Open VLD
Full exercise 9 December 2018 21 December 2018 12 days MR, CD&V, Open VLD
Care-taking 21 December 2018 27 October 2019 10 months, 6 days

Wilmes | Care-taking 27 October 2019 17 March 2020 4 months, 19 days MR, CD&V, Open VLD

Wilmes I Full exercise 17 March 2020 1 October 2020 6 months, 14 days MR, CD&V, Open VLD

De Croo Full exercise 1 October 2020 PS, MR, Ecolo, CD&V, Open

VLD, SP.A, Groen

Note: CD&V is the Christian Democratic and Flemish party (EPP), Ecolo (Greens/EFA), Groen (Greens/EFA), MR is the Reformist Movement
(Renew), N-VA is the New Flemish Alliance (ECR), Open VLD is the Open Flemish Liberals and Democrats (Renew), the PS is the Socialist
Party (S&D), SP.A is Vooruit (S&D). Between brackets are each party’s affiliation in the ninth legislature of the European Parliament.

Legislative power in Belgium is divided between federal and federated Parliaments

The legislative power in Belgium is exercised at the federal level by the Chamber of Representatives (La
Chambre des représentants/ Kamer van Volksvertegenwoordigers/ Abgeordnetenkammer) and the
Senate, and by the unicameral Parliaments of the federated entities. The federal Chamber of
Representatives is composed of 150 members of parliament divided in two linguistic groups of 61 French-
speakers and 89 Dutch-speakers. Members of parliaments in the lower chamber are elected for a five-year
term by direct universal suffrage. The Senate is composed of 60 senators, 50 of which are designated by
the Parliaments of each federated entity.

The Parliaments of federated entities are unicameral. Members of Parliament of the federated legislative
bodies are also elected for a five-year term. During the pandemic, the federal level and most federated
entities decided to use special powers, modifying temporarily the legislative process (see Chapter 3 of this
report for more information). All Belgian Parliaments also adapted their working methods to comply with
restrictions taken to tackle COVID-19 (Jousten and Behrendt, 2022}19)).

1.3.3. Belgium faces challenges with trust in public institutions despite high satisfaction
in public services

Trust in public institutions and satisfaction with public services are critical indicators of a fit-for-purpose
governance, particularly during a crisis. While high trust in public institutions is not a prerequisite for sound
democratic governance, trust and satisfaction in public services are associated with greater policy
compliance, increased participation in public life, and enhanced social cohesion.

In Belgium, trust in public institutions is lower on average than in OECD member countries. Less than one
third of Belgians report high or moderately high trust in their national government (32%), almost 10
percentage point lower than the OECD average (41%). Similarly, the share of citizens having high or
moderately high trust in the civil service (41%), parliament (33%), or courts and the legal system (51%) is
significantly lower than the OECD average (respectively 50%, 39%, and 57%).

Those numbers contrast with the high satisfaction of Belgians in their public services. Satisfaction with the
health care system (90%), education system (75%), and administrative services (71%) are all significantly
higher than the OECD average (respectively 68%, 67%, and 63%). Those numbers underscore how
reliable the government has been perceived, even during COVID-19. This reliability however faces limits,
as 44% of Belgians believed in 2021 it was unlikely their government would be prepared to protect people’s
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lives in the event of a new serious contagious illness, a much higher share than the OECD average (33%)
(OECD, 2022j20)).

Trust is important to ensure the effectiveness of the pandemic containment measures insofar as a lack of
trust can lead citizens to not comply with the rules of social distancing and mask-wearing, or to not
participate in vaccination campaigns. Yet, recent research on the satisfaction of Belgians with the
government’s handling of the COVID-19 pandemic shows that the average satisfaction with the
government’s handling of the crisis in Belgium was 5.5/10, making Belgium the 8th highest ranking country
out of 28 (Gugushvili et al., 202321}). Satisfaction was the highest with policies related to the national health
service (6.9/10), and lowest for policies to support elderly people in long-term care facilities (4.7/10). The
study also identified that general worldviews had a higher impact on satisfaction than socio-economic
background or exposure to the effects of the crisis. In this sense, trust in government is the strongest
predictor of satisfaction with the crisis response, with a 3-point gap in overall satisfaction between
individuals who fully trust public institutions and those who fully distrust them. This further strengthens the
need to build trust to best prepare to future crises and reinforce democracy.

1.3.4. Belgium’s population is ageing and faces public health challenges

Belgium’s ageing population was in good health despite some important behavioural risk
factors

Prior to the pandemic, the Belgian population’s overall health profile was relatively high compared to the
EU average, with 74% of Belgians stating in 2019 being in good or very good health (higher than the EU
average of 68.5%) (OECD, 202122;). There were however socio-economic disparities, with only 60% of
Belgian adults in the lowest income quintile reporting good health, compared to 90% in the highest quintile
(OECD/European Observatory on Health Systems and Policies, 2019p23;). However, more than a third of
deaths in 2019 were linked to behavioural risk factors such as tobacco smoking (18%), dietary risks (11%),
alcohol consumption (6%), or low physical activity (2%).

In addition, Belgium’s population has been rapidly ageing, whilst still being relatively younger than the EU
average. The fertility rate in the country is of 1.6 in 2019 and a two-year increase in life expectancy at birth
gained between 2010 and 2019 (Eurostat). The Belgian population is therefore ageing, and the median
age was expected, pre-COVID, to grow from 41.6 years old in 2018 to 44.2 in 2050 (Figure 1.3) (OECD,
2019p24)). Its population of 11.5 million inhabitants (2019) remains younger than the European Union
average, with 18.9% of the population being over 65 years old, against 20% in the European Union
(Eurostat). The population is unevenly spread out across regions, with Flanders accounting for almost 60%
of the Belgian population (Eurostat).
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Figure 1.3. The Belgian population is ageing at a slower pace than most OECD countries
Median age of selected European OECD countries
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Belgium’s health system benefited from important expenditures and mixed workforce
capacity

Belgium’s health expenditure reached 10.7% in 2019, a higher share than the EU average of 9.9%.
Government and compulsory social health insurance represented 77% of all health expenditure. Moreover,
inpatient care represented 36% of total health expenditure, higher than the EU average of 29%. On the
other hand, outpatient care accounted for almost one quarter of health expenditure. Finally, spending on
prevention remained significantly lower in Belgium (1.6%) than in the European Union (2.9%)
(OECD/European Observatory on Health Systems and Policies, 2021 25)).

Belgium saw a continuous decrease in the number of hospital beds from 2007 until the COVID-19
pandemic (OECD Health Statistics 2023). On the other hand, the number of practising doctors was 3.1 per
1 000 population, below the EU average of 3.6. This number had increased in recent years. Similarly, the
number of nurses had increased over the past decade, reaching 11 nurses per 1 000 in 2016, above the
EU average of 8.5 (OECD/European Observatory on Health Systems and Policies, 201923)).

The Belgian health system’s performance was higher than in most EU countries

Pre-pandemic, the effectiveness of the Belgian health system was higher than the European Union (EU)
average. Indeed, Belgium’s healthcare system was more effective at treating acute conditions than the EU
average, with a treatable mortality rate in 2018 of 71 per 100 000 population in Belgium vs. one of 92 in
the European Union. It was also slightly more effective at limiting preventable mortality than the EU average
(146 per 100 000 population, vs 160), but less effective than most western European countries
(OECD/European Observatory on Health Systems and Policies, 2021 25)).

The Belgian health system also remained more widely accessible than in other EU countries. In 2019, 2%
of the population reported unmet medical care due to cost, waiting time or travel. However, there were
socio-economic discrepancies in unmet health needs, with 4% of Belgians in the lowest income quintile
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reporting such cases in 2019, compared to 0.2% in the highest quintile. This difference was above the EU
average but the largest amongst western European countries (OECD/European Observatory on Health
Systems and Policies, 202125)).

Finally, Belgium’s health system was relatively resilient pre-pandemic, with important progress having been
made in several areas. First of all, health spending had increased in line with GDP growth in recent years.
Moreover, initiatives were under way to improve access to new medicines at affordable costs. Finally,
primary care was becoming more integrated, with the adoption in 2015 of a national plan on “integrated
care for better health” (OECD/European Observatory on Health Systems and Policies, 201923)).

1.3.5. Belgium’s education systems are highly autonomous

The education sector is highly decentralised in Belgium

Belgium’s education system is historically characterised by a high-level of decentralisation. The federal
level only exercises competencies related to the number of years spent in compulsory education, minimum
requirements for the recognition of diplomas, and retirement regulations of education staff. The language
communities establish their own policies on vision, improvement, and operation of their respective
education systems (see Chapter 5).

Moreover, the principle of freedom of education allows every natural or legal person the right to open a
school. This leads to significant autonomy for school boards to define, amongst others, teaching methods
and curriculum, as long as it remains compatible with the language community-based learning outcomes.

Additionally, multiple school networks co-exist together in each community: among which education under
the direct responsibility of the community, grant-aided schools public managed, and grant-aided schools
privately managed. This highly decentralised landscape is nuanced by the existence of umbrella
organisations, representing school interests in discussion with language communities and offering support
related to curriculum and pedagogy.

Despite significant investments in the field, disparities in education outcomes have persisted

Before the start of the pandemic, Belgium was one of the OECD member countries investing the most per
student. In 2019, Belgium allocated USD 15 024 per full-time equivalent student in primary to tertiary
educational institutions, surpassing the OECD average of USD 11 990 and EU22 average of USD 12 195
(adjusted for purchasing power). Moreover, from 2012 to 2019, Belgium saw a yearly increased total
expenditure per student of 0.5%, lower than the 1.8% of the OECD average (OECD, 20222g)).

In 2018, PISA data highlighted Belgian students, on the whole, outperformed the OECD average in
reading, mathematics and science. However, substantial variations exist based on the education system
and students' socio-economic backgrounds. Performance diverges significantly among language
communities, with students in French and German-speaking Communities achieving reading and science
scores below the OECD average. Moreover, Belgium also grapples with issues of equity in education, with
socio-economic status of students being one of the largest factors impacting reading performance,
explaining 17.2% of the performance variance (compared to the OECD average of 12%).

1.3.6. Belgium’s economic growth faced several macroeconomic and financial
challenges limiting the fiscal space available to act during the crisis

Prior to the crisis, Belgium’s public finances left limited fiscal space to tackle the pandemic and subsequent
fiscal challenges (OECD, 2022;27;) (OECD, 20232g). In 2019, prior to the pandemic, general government
gross debt reached 119.6% in Belgium, higher than the OECD-EU average of 97.7% and all of its
neighbours but France. Back then, the high level of public debt and public spending, labour-oriented
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taxation, and population ageing were identified as three of the main macroeconomic and financial
challenges of Belgium’s economy (OECD, 202029)).

From 2016 to 2018, Belgium experienced moderate economic growth, lower than the EU average. Its
growth rate however surpassed that of the European Union in 2019. The growth rate in Belgium was 2.3%
compared to an EU average of 1.8%. Moreover, Belgium’s economy is highly integrated with the EU and
reliant on trade, further impacting Belgium’s economic resilience during the pandemic. Net exports had
brought negative contributions to economic growth from 2014 to 2018, apart from 2017. In 2018, countries
from the Euro area represented its first trading partner, representing respectively 57% and 52% of goods
and services exported. With the United Kingdom representing 8% and 9% of goods and services exported,
the impact of Brexit was forecasted to be higher than for the rest of the European Union in the medium
and long term (OECD, 2020;29)).

1.3.7. Socio-economic disparities remain important throughout the country

Prior to the COVID-19 pandemic, Belgium’s labour market experienced robust job creation and low rates
of unemployment, alongside significant challenges. Indeed, until the COVID-19 pandemic Belgium
experienced low labour market activity rates, labour market transitions, weak productivity growth, growing
skill shortages and regional disparities (OECD, 202227).

Table 1.3. Regional disparities in labour market and related outcomes are sizeable, 2018

Belgium Brussels-Capital Flanders Wallonia

Unemployment rate’ 6.0% 13.2% 3.4% 8.5%
Long-term unemployment? 2.9% 7.5% 1.2% 4.8%
Youth unemployment? 15.8% 30.6% 10.9% 22.5%
Employment rate? 64.5% 56.8% 69.4% 58.4%
Inactivity* 31.4% 34.5% 28.2% 36.2%

1. Aged 15-74.

2. As a % of active population.

3. Aged 15-24.

4. Aged 15-64.

Source: From (OECD, 2020p9]) and Eurostat.

However, labour shortages in certain sectors and occupations coincide with low employment rates for
specific socio-economic groups: Employment gaps are particularly high for people with disabilities (52%),
low educated people (44.3%), older workers (36.7%), and non-native (30.7%), and they are more
widespread than across the OECD on average. Those gaps can be explained by a combination of barriers
related to work readiness (low education, low skills, etc.), work availability (health limitations, care
responsibilities), and work incentives (high non-labour income, high earnings replacement benefits). Those
employment gaps can translate into poverty risks, which vary by region and across socio-economic groups.
In Belgium, regional poverty risks range from 12% to 38% and affect predominantly the unemployed and
people with low-level education (OECD, 202227)).

Socio-economic disparities between regions and provinces remain important (Kénigs, Vindics and Diaz
Ramirez, forthcomingso). In 2019, the regional income per equivalised household in current prices was of
EUR 35 668 in Flanders, EUR 30 372 in Wallonia, and EUR 29 786 in Brussels Capital (OECD Stat).
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1.4. How did Belgium respond to the crisis?

1.4.1. A brief timeline of the crisis

It is in this geographic, demographic, economic and social context that, from the start of 2020, Belgium
has put in place policies to prepare for the arrival of the pandemic. From January 2020, the federal
government - through the Federal Public Service Public Health and the Risk Management and Risk
Assessment Groups (hereafter RMG and RAG) - monitored developments related to the COVID-19
situation.

On 19 January 2020, public health authorities included the novel coronavirus as a disease with mandatory
notification under “unusual threat”. In the following days, the National Crisis Centre (NCCN) and the
Federal Public Service Public Health (FPS Public Health) started exchanging on the potential upcoming
crisis. The RAG met several times to best define how to deal with potential repatriation cases coming from
the People’s Republic of China.

In February, discussions in the RMG and the RAG focused on procedures to determine when repatriated
patients could go home, increased repatriation of Belgian nationals and increasing testing capacity. In
parallel, the NCCN continued its collaboration with the FPS Public Health. On 7 March, the RAG was
tasked by the RMG to develop a set of actions to enhance social distancing.

On 12 March, the federal phase of the crisis was declared, meaning that the federal government became
officially in charge of co-ordinating the crisis response. That same evening, the government announced
the closure of schools, clubs, cafés and restaurants, as well as the cancelling of public gatherings, taking
effect the next day at midnight. On 17 March, a lock-down is announced for the whole country.

This evaluation spans the entire duration of the crisis, from the detection and identification of the first
COVID cases in Europe in January 2020 until the end of the so-called federal phase of the crisis in Belgium
on 14 March 2022. Throughout this period, Belgium experienced 6 distinct epidemiological waves
(Figure 1.4).

Figure 1.4. Epidemiological waves of COVID-19 in Belgium
Weekly new deaths per Belgian region per 100 000 inhabitants
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1.4.2. Overview of the governance structure of the crisis response

Following the activation of the federal phase of the crisis, Belgium’s authorities also put in place a
governance structure aimed at co-ordinating the crisis response across levels of government. At the federal
level, other than existing fora for high-level decision making, several ad hoc or standing co-ordination
bodies and advisory groups were activated. The exact landscape of the governance of the crisis has
evolved over time (see Figure 1.5 for a simplified overview of the stakeholders involved in the crisis
response).

Figure 1.5. Federal structure of the crisis management
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Source: OECD authors’ own elaboration based on information gathered and shared by Belgian authorities.

Overall, however, from a governance point of view, the crisis can be divided in three main phases: a pre-
federal phase, a first part of the federal phase with the National Security Council (NSC) leading the crisis
response, and another part of the federal phase with the Concertation Committee leading the crisis
response.

e The pre-federal phase was characterised by the leadership of Federal Public Service Public
Health, the emergence of the virus being first and foremost seen as a public health crisis. During
this phase, the FPS Health was in charge of co-ordinating the crisis response. It was helped in this
mission by the Ministry of Foreign Affairs, which was in charge of repatriating Belgian citizens
located in areas where the virus spread, as well as by the National Crisis Centre (NCCN). The pre-
federal phase ended on 12 March 2020, when the federal phase was officially activated by the
Ministry of Interior, as is his mandate according to the 2003 Royal Decree Establishing the
emergency plan for events and crisis situations requiring national co-ordination or management
(Belgian Official Journal, 20031s)).

e During first part of the federal phase, the crisis response was co-ordinated by the National
Security Council, which was led by the Prime Minister and to which the Minister Presidents of the
federated entities were invited. This phase saw the creation of ad hoc structures seeking to assist
the executive in tackling this new virus. This phase ended on 1 October 2020, when a new
government was formed.
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e The second part of the federal phase of the crisis was mainly led by the Concertation Committee,
a body in which the Prime Minister and the Minister Presidents hold equal decision-making power.
This phase also saw the creation of a Corona Commissariat, which sought to clarify the overall
governance structure and centralise the crisis response in a single delivery unit. In the context of
this evaluation, this phase ended on 14 March 2022, although the Commissariat was only
disbanded on 8 April 2022.

The main bodies involved during the period of January 2020 to March 2022, their composition and
mandates are further described in Annex 1.A.

1.5. What key lessons from the evaluation of Belgium’s COVID-19 responses?

These anticipation and co-ordination efforts, which are detailed in Chapters 2 and 3 respectively, were
complemented by measures aimed at mitigating the impacts of the COVID-19 crisis across various policy
domains, including:

e public health (e.g. through the development of rapid and efficient tracing and vaccination
campaigns, surge capacity, etc.)

e education (e.g. ensuring learning continuity through digital tools and keeping schools open)

e economic and fiscal measures (e.g. through tax and social security deferrals and cancellations,
employment support, temporary suspension of insolvency procedures, grants, loans and
guarantees on loans to businesses)

e and labour market and social policies (e.g. by expanding existing schemes for job retention
support and income replacement for the self-employed, raising the payment levels of
unemployment and minimum-income benefits, and providing financial support to welfare offices for
the delivery of social services for the most vulnerable).

The main findings pertaining to each of these thematic policy responses are detailed in chapters 4 to 7 of
this report and are summarised in the box below. In addition, because the COVID-19 pandemic was a
complex crisis characterised by strong interactions and trade-offs between policy fields, this evaluation
also draws transversal lessons on three key issues of importance to the crisis:

e The proportionality of the measures adopted during the crisis.

e The extent to which the measures adopted in Belgium managed to preserve citizen’s quality of
life, including their mental health.

e The impact of the crisis on vulnerable groups such as youth and the elderly.

These three key issues are thus examined across several chapters of this evaluation. For instance, the
issue of citizen’s quality of life is assessed from a health (which is the focus of Chapter 4) and social (which
is the focus of Chapter 7) perspective, but also in terms of the extent to which school closures and remote
learning had an impact on parents, teachers and students (this issue is discussed in Chapter 5). This
multidisciplinary approach aims to enrich the available evidence base in under explored areas of the
COVID response.

1.5.1. The proportionality of measures adopted during the crisis

As early as 2007, the World Health Organisation (WHO) highlighted proportionality as one of the ethical
principles that governments should pay attention to when applying isolation, quarantine, border control and
social-distance measures to tackle influenza (World Health Organisation, 200733;). The WHO defined
proportionality as:
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“a requirement for a reasonable balance between the public good to be achieved and the degree of personal
invasion. If the intervention is gratuitously onerous or unfair it will overstep ethical boundaries”.

In a fast-changing context such as the COVID-19 pandemic, where little evidence is available ex ante on
the benefit/risk analysis of measures, proportionality is naturally difficult to achieve. Yet, on the other hand,
broader and more stringent restrictions on individual liberties for the public good, albeit temporary, call for
greater attention to this principle.

In Belgium, data shows that overall, measures in the country were similar or less stringent on individual
freedoms that in other countries (Hale et al., 2021(341). For instance, Belgium is one of the OECD countries
where schools were closed the least throughout the duration of the pandemic (see Chapter 5).

On the other hand, following an initial period of exceptional powers between 30 March 2020, and 29 June
2020, the government did continue to restrict freedom of movement through simple ministerial decrees.
The fact that such restrictions to fundamental freedoms were taken on the basis of regulation (mostly by
the Ministry of Interior), that is, without the involvement of Parliament (either ex ante through Parliamentary
voting procedures or ex post through Parliamentary control), raised questions in public debate. Indeed,
democratic accountability is an essential safeguard of the proportionality principle.

In Belgium, the Council of State, the highest administrative court in the country, confirmed these ministerial
decrees under emergency procedure, as did the Constitutional Court and the Court of Cassation (Belgian
Council of State, 2020;35; Belgian Council of State, 20213¢]). These courts render their opinion also in light
of the proportionality principle, meaning that they have deemed these ministerial decrees to be
proportionate to the situation and the goal at end — thus that they preserved the public good. Still, to provide
a more robust legal underpinning to these restrictions of freedom, the Belgian government developed a
“pandemic law” (Law relating to administrative police measures during an epidemic emergency situation),
adopted by Parliament on 15 July 2021 (Belgian Official Journal, 2021377). This law gives a greater role to
Parliament in holding the executive to account during future pandemics and is a step in the right direction
in regard to the preservation of the proportionality principle during times of crises. Belgium may wish to
consider the opportunity of adopting another law, which explicitly envisages other forms of crises that could
require such restrictions to individual freedoms.

1.5.2. The impact of the crisis on citizens’ quality of life

From lockdowns to school closures and other restrictions, quality of life was strongly impacted throughout
the crisis. The pandemic took a significant toll on mental health of the Belgian population, and in 2022,
15% of Belgians reported symptoms of depression and 17% symptoms of anxiety, well above pre-
pandemic levels. While numbers are not comparable across countries, all surveyed OECD member states
saw numbers above pre-pandemic levels (OECD, 2023s)). This toll has been proven to be even more
important for the most vulnerable populations, as well as certain categories of professionals who were at
the front line of the crisis response. Indeed, the crisis particularly impacted the mental health of health-
care professionals. For example, the OECD Survey of General Practitioners found that, of the 17% of
respondents reporting having sought mental health support during the pandemic, 81% had not previously
sought it recently prior to the pandemic. Mental health was also an important challenge for teachers,
students and parents. During the pandemic, young adults (age 18-29) are the age group that reported the
highest prevalence of depressive symptoms in Belgium (Sciensano, 2023;39)).

To address the situation, authorities across the country in Belgium worked to maintain continuity of mental
health care and expand access to psychosocial services. For instance, health authorities at the
Interministerial Health Conference agreed to include 20 visits with a psychologist for an out-of-pocket cost
of EUR 11 per session. Similarly, to respond to the stresses of school closures, all three Belgian
Communities put in place hotlines, adapting curriculums, or additional funding to student guidance centres
for the detection of students with special needs or extra care.
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On the other hand, the pandemic also had an overall balanced impact on household income, another
factor of quality of life. This impact on income was fairly balanced. Unemployment increased at the onset
of the pandemic and has remained above its 2019 Q4 level as well as the OECD average by the end of
2022, yet Belgian households also accumulated excess savings during that period due to decreased
consumption.

1.5.3. The impact of the crisis on vulnerable groups

Throughout OECD countries, the most vulnerable groups were hit the hardest by the pandemic, whether
due to confinement measures or to greater risks related to COVID-19.

While Belgium managed to prevent major job and income losses during the crisis for most people,
unemployment did rise. In particular, job losses were concentrated among workers on temporary
contracts including young people and migrants, who often did not qualify for job retention support. Flat
receipt rates of unemployment benefits, and an only modest rise in the receipt of social assistance benefits,
indicate that these workers often did not receive any income support. In addition, prior to the crisis, Belgian
authorities had a limited ecosystem to identify and help vulnerable groups. This led for example to
difficulties to identify homeless people or undocumented immigrants and provide them with support
throughout the crisis, especially during lockdowns. As a result, Belgian authorities relied on civil society
organisations to best relay measures and campaigns to isolated groups during the pandemic, although
these efforts were overall limited. Belgium provided direct support to municipal welfare offices, amounting
to EUR 135 million until June 2021, to support the provision of social services. However, in the absence of
clear guidance and support on how to use these funds, welfare offices particularly in smaller communities
may have lacked the capacity to use them effectively.

Older populations, especially those in long-term care facilities, were also particularly hard hit by the
COVID-19 pandemic: nearly half (45%) of all COVID-19 deaths in Belgium were among residents of
nursing homes between March 2020 and September 2022. Nursing home residents also comprised nearly
three in five deaths (57%) in 2020. Despite being the age category with the highest levels of COVID-19
vaccination, the proportion of all COVID-19-related deaths impacting older populations has not changed
substantially over the course of the pandemic. Older populations also suffered from challenges related to
isolation and mental health.

Finally, young people in Belgium, as is the case across OECD member countries, have suffered from a
disproportionate impact of the pandemic on their mental health. Specifically, school closures and
restrictions in gatherings impacted youths. Learning discontinuity happened despite schools having been
closed for less time than in most other European countries. To combat this impact, federated entities
sought to prioritise students’ well-being, for instance by opening several hotlines to offer mental and well-
being support to students and their parents.
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Key findings of the report and areas of focus for the future

Four years after the beginning of the COVID-19 pandemic, the time is still right to learn lessons from
this major crisis to better understand what worked, what did not, for whom, and why, in order to increase
countries’ resilience to future complex crises. Evaluations such as this one can also promote
transparency towards citizens on the choices made by decision-makers during the crisis, and as such,
contribute to wider efforts to promote trust in government. In a multi-cultural and highly decentralised
federated country such as Belgium, where levels of trust in public institutions are low, evaluations of
COVID-19 responses are crucial to reflect on the past with the aim of strengthening the foundations of
society.

In this context, this evaluation looks at the full range of measures adopted in Belgium throughout the
risk management cycle, from crisis preparedness and management measures to response and
recovery efforts related to health, education, economic and fiscal affairs, and social and labour market
policies. Within this framework, this report draws the following main conclusions:

e A number of weaknesses in risk anticipation and pandemic preparedness complicated
Belgium’s early response to the COVID-19 pandemic.

e Belgium was able to adopt a whole-of-government response to the pandemic despite the
multiplicity of its institutional structures.

e While Belgium fared poorly on direct and indirect health indicators during the first year of the
pandemic, its health system was able to respond fairly robustly and to adapt over the course of
the pandemic, leading to an improved response in 2021 and 2022. The quick roll out of the
vaccination campaign and a tightly organised hospital response helped prevent hospitals from
becoming overwhelmed during the crisis.

e The Belgian education systems withstood significant challenges and were able to ensure
pedagogical continuity, although the crisis response could have better supported students and
education actors involved in their learning.

e Support to households and businesses was sufficient to avoid a wave of bankruptcies and job
losses but had a large direct impact on spending and could have been better targeted.

e Belgium was able to quickly roll out social protection schemes and provide a first line of defense
against pandemic-related income losses. However, these schemes did not reach everyone to
the same extent and workers with shorter employment records and those with insufficient
contributions to qualify for unemployment benefits, were left uncovered.

Looking to the future, Belgian authorities may wish to:

e Improve anticipation and preparedness to complex crises. In particular, strengthening the
overall national risk management system across all levels of government will be key to
increasing Belgium’s future preparedness.

e Strengthen the use of data and evidence for decision-making, in part by structuring a robust
and credible system to provide multidisciplinary science advice in times of crisis, and by
facilitating data exchanges between levels of government.

e Clarify national co-ordination mechanisms in times of crisis, for instance by improving co-
operation on matters where different levels of government have competencies and
strengthening the whole-of-government nature of the crisis management system.

e Preserve the fiscal balance by making greater use of liquidity measures and better targeting
direct support.
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Continue addressing educational and socioeconomic inequalities, for instance by easing
access to unemployment benefits for workers with short contribution histories, and fostering
teachers’ and students’ digital literacy.

Promote trust in public institutions to build societal resilience, such as by clarifying the role of
science in decision-making and better engaging citizens in the design and implementation of

policies.
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Annex 1.A. Main stakeholders involved in the
crisis

The crisis saw a wide array of bodies and groups having some level of responsibility in the anticipation of,
preparedness to, and management of the crisis. Key bodies that are referred to throughout the chapters
of the present evaluation are defined in the following section.

FPS Health

The Federal Public Service Health, Food Chain Safety and Environment (hereafter FPS Health) is a public
service of Belgium, representing the administrative side of the Ministry of Health. It focuses on healthcare,
animal and plant health, and environmental health. FPS Health went through a reorganisation before the
start of the COVID-19 pandemic, which saw the extinction of the Directorate in charge of emergencies,
which also focused on crisis management. This reorganisation reduced FPS Health’'s capacity to tackle
crises. Before the federal phase was activated, FPS Health was in charge of alerting on and managing the
crisis.

Risk Management Group and Risk Assessment Group

Articles 5 and 7 of the Protocol of 5 November 2018, on Establishing the generic structures for the health
sector management of public health crises and their mode of operation for the application of the
International Health Regulations (2005), and decision no. 1082/2013/EC relating to serious cross-border
threats to health, establish formally the Risk Management Group (RMG) and the Risk Assessment Group
(RAG). As standing bodies, the RMG and RAG have been associated to the management of the crisis
since its very first days.

The RMG is described, amongst others, as the “decision-making and notification forum for public health
emergencies”, as well as a “starting point for (inter)nationally co-ordinated risk management if necessary”.
The RMG is chaired by a national focal point, who works at the FPS Health. It is composed of one or two
delegates from cabinet and the administration for each federated entity, the federal level, and the COCOM.

The RAG is described as the Belgian forum in charge of analysing and scrutinising potential signals, risks
or events having, amongst others, an impact on public health. It is also in charge of proposing measures
and give recommendations based on epidemiological and scientifical data to the RMG. The RAG is chaired
by Sciensano, the national public health institute, and is composed of several experts from each federated
entity, the COCOM, the national focal point and chair of the RMG, and a representative of the Health
Superior Council.

Task Forces and the Hospital Transport & Surge Capacity Committee

Several task forces have been created to answer to different aspects of the pandemic response. Their goal
was mainly to develop recommendations on specific topics. The Task Forces on Testing, Hospital &
Transport surge Capacity, Vaccination, Ventilation, Testing, Primary & Outpatient Care Surge Capacity,
amongst others, were not always hosted by or answered to the same entity.
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The Hospital Transport & Surge Capacity Committee played a key role in the health response to the crisis,
by both monitoring the number of patients in hospitals, and manage the flow of patients throughout the
crisis. This task force was co-ordinated by the FPS Public Health but was giving advice to the RMG.

National Security Council

The National Security Council (NSC) is a body created by the Royal Order of 28 January 2015 (Belgian
Official Journal, 2015u0)). It is presided by the Prime Minister, and composed to Vice Prime Ministers,
ministers of Justice, Defence, Interior, and Foreign Affairs, as well as representatives of security and
intelligence services. As a tool to manage crises, the NSC was the de facto decision-making body in the
initial acute phase of the crisis. In the context of the COVID-19 crisis, its composition was extended to
Minister Presidents who were invited to participate. From 12 March 2020 to 23 September 2020, 14
meetings of the NSC took place.

Concertation Committee

The Concertation Committee has been created in 1980, following the second reform of the State. It is the
central point for concertation, co-operation and co-ordination between the federal level, regions and
communities, to achieve individual or joint objectives respecting everyone’s competencies. The
Concertation Committee became the de facto decision-making body in the later phases of the crisis,
starting in October 2020. It is composed of the Prime Minister and Minister Presidents. Decisions taken in
the Concertation Committee are taken by unanimity, and therefore negotiated by all entities. From
6 October 2020 to 11 February 2022, 28 meetings of the Concertation Committee took place.

Interministerial Conference on Public Health

The Interministerial Conference on Public Health is both a consultative and decision-making body, that
existed prior to the pandemic, seeking to co-ordinate policy responses related to health matters. An
Interministerial Conference aims to creating a space where levels of government can exchange and co-
ordinate on a policy field with shared competencies. Considering the repartition of health-related
competencies, different levels of government have a role to play in the overall health crisis response. The
Interministerial Conference on Public Health gathered all 8 ministers with health responsibilities from the
federal level, regions, and language communities.

Corona Commissariat

The Corona Commissariat has been created during the pandemic, in October 2020. Its creation
represented a highly political point, discussed by all parties in power after the general elections of
May 2019 and highlighted in the federal government’s coalition agreement. Despite its federal mandate,
the Commissariat had buy-in from all federated entities and grew to become the main co-ordinator of the
crisis response. It was composed of a Commissioner and a deputy Commissioner, and staff members. Its
role has often been described as another body putting oil in the machinery of government. It ceased its
activities on 8 April 2022.
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National Crisis Centre and federal crisis structures (COFECO, CELEVAL and
INFOCEL)

The National Crisis Centre (NCCN) is a body that evolved throughout the years, since the formal creation
in 1988 of its predecessor the Coordination and Crisis Governmental Centre (Belgian Official Journal,
1988411). The Royal Order of 31 January 2003, consecrates the role of the NCCN in emergency planning
requiring national co-ordination or management (Belgian Official Journal, 20031s;). Throughout the years,
the NCCN gained an increasing number of responsibilities, and has recently sought to become a risk
management agency focusing on the whole risk cycle.

The Royal Order of 31 January 2003, also details the nature of temporary crisis cells to be put in place in
such situations: a management cell (COFECOQO), an evaluation cell (CELEVAL), and an information cell
(INFOCEL). Those cells have been activated for the COVID-19 crisis on 12 March 2020, when Belgium
moved to the federal phase of the crisis. This federal phase allows national co-ordination by the Minister
of Interior, through the NCCN. COFECO is composed of ministers or their representatives concerned by
the crisis, and is presided by the Minister of Interior or its delegate. During the COVID-19 crisis, COFECO
has not been able to fulfil its mandate and manage the crisis, for reasons detailed in Chapter 3 of this
report. CELEVAL is composed of specialists and scientists experts in the area of the crisis. It was chaired
during the COVID-19 crisis by the President of FPS Health. The first version of CELEVAL, referred to as
CELEVAL 1, was focusing on epidemiologic expertise. In order to better tackle the crisis and its
multidisciplinary nature, CELEVAL 2 was created, but only last for a few weeks before being shelved.
CELEVAL 2’s main mission was to design a barometer giving more predictability on measures taken based
on epidemiological criteria. Finally, INFOCEL is in charge of communicating decisions taken by COFECO.
This cell is composed of communication experts from the impacted federal departments. The NCCN has
a key role is defining the working methods of INFOCEL. Throughout the entirety of the crisis, INFOCEL
remained in charge of crisis communication, even though its role expanded beyond its scope in several
instances (CROSSREFCHAP3).

GEES and GEMS

The Group of Experts tasked with the Exit Strategy (GEES) and the Group of Experts for the COVID-19
Management Strategy (GEMS) were ad hoc scientific advice groups set up specifically to tackle the
COVID-19 pandemic. The GEES was created in April 2020 to advice directly the Belgian government on
how to restart public life after the first wave of the virus. It was composed of 12 experts, 5 with a biomedical
background, 5 with a social and human sciences background, and 2 in economics. The GEES ceased de
facto to exist in August 2020. The GEMS was created in December 2020, succeeding to the GEMS and
CELEVAL 2. It provided advice formally to the Corona Commissariat and to the Concertation Committee.
It was composed of 24 experts in infectiology, epidemiology, psychology, public health, economy, and civil
society. The GEMS was closed at the same time as the Corona Commissariat, on 8 April 2022.
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Annex 1.B. List of stakeholders interviewed and
involved

Over 150 stakeholders were interviewed in the context of this evaluation. Those stakeholders include:

Public administration of federal and federated entities

The OECD team met with representatives from the Chancellery, the Federal Public Service Public Health,
the FPS Foreign Affairs and Home Affairs, the FPS Employment, Labour and Social Dialogue, the FPS
Social Security, the Federal Public Planning Service for Social Integration, the National Crisis Centre and
its respective crisis management cells, the COVID-19 Commissariat, the Vaccination Task Force,
Sciensano, the National Institute for Health and Disability Insurance, the National Institute for the Social
Security of the Self-employed, the Belgian Health Care Knowledge Centre, the Superior Health Council,
the Flemish and Walloon Crisis Centres, the Ministry of the German-speaking Community the Office de la
Naissance et de I'Enfance, the Flemish Department of Care, the Agence wallonne pour une vie de qualité,
the Services du College Réuni, Iriscare, the Fédération des Services Sociaux, Brussels Prevention &
Security, the Brussels’ Vaccination Task Force, the Mechelen Welfare Office and the Combat Poverty,
Insecurity and Social Exclusion Service

Members of ministerial cabinets

Interviews were conducted with stakeholders from the former and current cabinets of the Prime Minister
and the federal Minister of Health, Cabinets of Minister-Presidents of Brussels-Capital, Flanders, the
French Community, the German-speaking Community, Wallonia, the cabinets of federated Ministers with
health responsibility from Brussels-Capital, Flanders, the French Community, the German-speaking
Community and Wallonia.

Education actors

Interviews were conducted with stakeholders from the paediatric task force, school board umbrella
organisations (In the Flemish Community: GO!, OVSG vzw, Catholic Education Flanders; in the French
Community WBE, CPEONS, SeGEC; in the German-speaking Community: GUW, OSU, FSU), teachers’
unions (COC, ACOD, COV, CSC, FGOD, AZOD), parents’ associations (FAPEO, UFAPEC, EBOB),
school students’ associations, representatives of organisations involved in teachers’ continuing
professional development (AHS, Department Education), Pupil Guidance Centres (CLB), the Office de la
Naissance et de I'Enfance, the Flemish Education Inspectorate, Kaleido Ostbelgien.

Health actors

The OECD met with various members of the Federal Ministry of Health (SPF Health) and Ministries of
Health corresponding partners from the federated entities (AViQ, lIriscare, etc.). It also engaged with
representatives of bodies that had been set up within these entities, namely the Hospital Transport and
Surge Committee, the Interministerial Test and Tracing Committee, the Task Force Vaccination, and the
Corona Commissariat.
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The OECD engaged with a set of representatives representing various sectors of the healthcare system.
These include health professionals from the primary care sector from Brussels and the German-speaking
Community, a total of nine representatives of long-term care facilities from all federated entities (two from
Brussels-Capital, three from Flanders, two from the German-speaking Community, and two from Wallonia),
two representative from a hospitals in the German-speaking Community, two members from an insurance
fund from Brussels, and two representatives of the Belgian Red Cross from Brussels. In addition, it
engaged with stakeholders from the Belgian Cancer Registry, Sciensano, KCE, and the Observatoire du
santé du sociale de Bruxelles.

Social partners

The OECD met with representatives of the National Work Council (NAR-CNT) as well as of trade unions
(ACVICSC, ACLVB/CGSLB, UCM, UNIZO) and the Federation of Belgian Enterprises (VBO-FEB).

Academics and scientific advisors

The OECD also met with over 20 academics and scientific advisors. These include several experts from
the various scientific advice groups that were had a role during the crisis: the GEES, the GEMS, CELEVAL
1 and 2, the RAG. It also included experts from the Interfederal Committee Testing & Tracing and from the
Motivation Barometer. These members include the following experts: Lieven Annemans (UGent), Karine
de Ridder (Sciensano), Marijke Eyssen (KCE), Sophie Gerken (KCE), Lydia Gisle (Sciensano), Niel Hens
(Uhasselt), Christophe Janssens (KCE), Olivier Klein (ULB), Christian Léonard (Sciensano), Geert
Molenberghs (UHasselt and KULeuven), Karine Moykens (Vaccination Task Force), Inge Neven, Céline
Nieuwenhuys (Fédération des Services Sociaux), Fabrice Péters (Superior Health Council), Sam
Proesmans, Sabine Stordeur (UCLouvain), Dieter van Cauteren (Sciensano), Pierre Van Damme
(UAntwerpen), Koen van den Heede (KCE), Piet Van Themsche, Maarten Vansteenkiste (UGent), Erika
Vlieghe (Institute of Tropical Medicine Antwerp), Vincent Yzerbyt (UCLouvain).

Task Force and Advisory Board

Moreover, the evaluation received valuable feedback from two key groups of stakeholders: a Task Force
and an Advisory Board. The Task Force was composed of representatives of the Chancellery, the Prime
Minister’'s Office, the FPS Public Health and the NCCN at the federal level, as well as representatives of
the cabinet of the Minister-Presidents and one the administrations of each of the federated entity.

The 12 members of the Advisory Board — 6 French-speaking academics, 6 Dutch-speaking academics —
were respectively nominated by the Conseil des rectrices et recteurs of French-speaking universities and
the Vlaamse Interuniversitaire Raad of Dutch-speaking universities. The Advisory Group gathered different
types of expertise, from infectiology or immunopathology and epidemiology, to law, public administration,
or social and cultural psychology.

Other key stakeholders

The team also met with the governors of Antwerp, Luxembourg, Namur, and replacements for the province
of Liege and Brussels’ Haut fonctionnaire.
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Z Emergency anticipation and

preparedness in Belgium

Risk anticipation capabilities and preparedness are essential to allow
governments to manage critical risks. This chapter examines the extent to
which Belgium's risk anticipation capabilities and the initial emergency
procedures enabled the country to effectively combat the COVID-19
pandemic prior to the start of the Federal Phase on 12 March 2020. The
chapter also looks at the wider preparedness arrangements for pandemics
present in Belgium at the start of COVID-19, including the efforts by critical
infrastructure operators and essential service providers in Belgium to prepare
for a pandemic. It then draws lessons to improve the country’s preparedness
to future threats.
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Key findings

The OECD’s work on government evaluations of COVID-19 responses has identified risk anticipation
and preparedness measures as being one of the three types of measures countries should assess to
best learn from the crisis.

The National risk assessment for Belgium had identified the risk posed by infectious diseases prior to
the COVID-19 pandemic but there was limited shared understanding of the risk across government
(both at federal and federated level). The assessment of risks did not translate into the full range of risk
prevention or mitigation measures it could have done.

Planning and preparedness for pandemics and other risks should be enhanced to better place the
country for future challenges that may come. Public health emergencies capabilities were used
effectively to monitor the situation and take early actions to address the first cases of COVID-19 but
were not used to mobilise further preparatory activity across sectors other than health. Lessons from
past outbreaks/pandemics, and gaps analysis were mostly limited to the health sector. Mature cross-
government crisis management capability, focused primarily on responding to acute crises, was not
mobilised from the outset of the COVID-19 crisis. Prior to the start of the Federal Phase, there was a
lack of shared situational awareness (including a fragmented view of what information from international
sources meant for Belgium).

The critical infrastructure resilience system seemed mostly geared towards infrastructure protection
but still delivered enhanced preparedness for essential services. Belgium was able to ensure continuity
of emergency services provision through highly adaptive incident response and co-ordination
arrangements.

The FPS Foreign Affairs performed a key role supporting Belgians abroad and helping nationals
understand travel restrictions in other countries and changing entry requirements globally. Belgium has
played an active role in global efforts to respond to COVID-19 and ensure equitable vaccine access.

2.1. Introduction

This chapter examines Belgium's pre-pandemic preparedness efforts, risk anticipation capacities and initial
emergency procedures implemented at the start of the COVID-19 pandemic, both at the federal and at the
federated level. It also examines the pandemic preparedness of Belgium's critical infrastructure operators
and essential service providers. In particular, this chapter examines:

e the extent to which risk and crisis assessment and anticipation helped the country prepare for the
COVID-19 pandemic.

e the overall preparedness of critical infrastructure operators and essential service providers, such
as emergency services, including their ability to consistently provide personal protective equipment
(PPE) and medical supplies to key sectors and the general population.

e emergency procedures and mechanisms, and how far they helped effective preparation for the
acute phase of the crisis and took account of the cross-border effects of the pandemic.

The chapter follows the logic of the disaster risk management cycle (see Figure 2.1), starting with an
exploration of how it was that Belgium set out to understand the risk of a potential pandemic. This is then
followed by an analysis of the extent to which the information about the risk was used to put in place risk-
specific contingency plans and preparedness measures at both national and subnational levels. The
chapter then examines barriers to effective preparedness and to what extent early signs of the pandemic
approaching (from both European and global sources) were picked up by the Belgian system.
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Figure 2.1. Disaster risk management cycle

Recovering W ’ Understanding the

and learning

from it fsk
Reducing /
Responding to it mitigating
the risk
Early
actions to Preparing

address the risk for the risk

as it approaches ~
Source: Adapted from OECD (2019p1)), Risk Governance Scan of Colombia, OECD Reviews of Risk Management Policies, OECD Publishing,
Paris, https://doi.org/10.1787/eeb81954-en.

This chapter focuses on measures taken by Belgium before the start of the federal phase of the COVID-
19 response which started on 12 March 2020 (for a full chronology of this initial stage of the crisis, see
Annex 2.A); Chapter 3 will cover crisis management measures taken from that date onwards.

2.2. The anticipation capacities of government of Belgium before the arrival of
the pandemic in the country

This section examines how federal and federated authorities across Belgium addressed the main steps of
the disaster risk management cycle. In particular, the section analyses Belgium's contingency planning
prior to the COVID-19 pandemic, focusing on anticipation measures. This section then shifts its focus to
pandemic preparedness, shedding light on how it was perceived, and the level of priority assigned to
pandemic preparedness across the country's governance structures. Local perspectives come into play as
it examines pandemic planning at the municipal level and its impact on local preparedness. Moving beyond
pre-crisis preparedness, this section explores Belgium's general risk management framework and its
relevance to the initial response during the early stages of the COVID-19 outbreak. This section concludes
with an evaluation of how public health emergency capabilities processed early signals of the coming
pandemic and the extent of preparatory measures taken in response to the impending pandemic.

2.2.1. Belgium's national risk assessment had identified the risk posed by infectious
diseases prior to the COVID-19 pandemic

Risk assessment is the first step in a wider process that culminates in risk informed decision making on
the sort of measures that need to be taken in order to prevent or mitigate the negative impacts of the risks
identified. Indeed, the OECD Recommendation on the Governance of Critical Risks calls on adherents to
identify and assess critical risks and use the resulting analysis to build effective disaster risk and crisis
management capabilities (OECD, 20142)).
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Box 2.1. Anticipation capacities and the Recommendation of the Council on the Governance of
Critical Risks

The OECD Council adopted the Recommendation on the Governance of Critical Risks (hereinafter the
‘Recommendation”) in 2014. An OECD Council Recommendation is one of the several legal
instruments the OECD can develop and represents a political commitment to be reached by all OECD
member countries. The High-Level Risk Forum (HLRF) was instrumental in the development of this
Recommendation. Since its adoption, 41 countries have signed up to the Recommendation, including
Belgium as a member country of the OECD.

The Recommendation focuses on critical risks, i.e., “threats and hazards that pose the most strategically
significant risk, as a result of (i) their probability or likelihood and of (ii) the national significance of their
disruptive consequences, including sudden onset events (e.g. earthquakes, industrial accidents or
terrorist attacks), gradual onset events (e.g. pandemics) or steady-state risks (those related to illicit
trade or organised crime).” The Recommendation is based on the principles of good risk governance
that have enabled many member countries to achieve better risk management outcomes.

The Recommendation proposes that governments:
o identify and assess all risks of national significance and use this analysis in decision-making, in
particular by:

o evaluating risks of national significance and leveraging this analysis to inform risk
management priorities,

o equipping departments and agencies across all levels of government with the capacities to
anticipate and manage the full range of risks the country is exposed to,

o monitoring and strengthening the core risk management capacities in the country,
o and planning for the potential costs that the government is expected to cover following the
onset of a crisis within clear public finance frameworks.
e put in place governance mechanisms to co-ordinate on risk management and manage crises
across government, including with sub-national entities.
e ensure transparency around and the communication of information on risks to the public before
a risk occurs and during the crisis response.

o work with the private sector and civil society, and across borders through international co-
operation, to better assess, mitigate, prepare for, respond to and recover from critical risks.

Source: OECD (2014p)), “Recommendation of the Council on the Governance of Critical Risks”, OECD Legal Instruments,
OECD/LEGAL/0405, OECD Publishing, Paris, https://legalinstruments.oecd.org/en/instruments/OECD-LEGAL-0405.

Like most other OECD member countries, Belgium considered a variety of infectious disease risks as part
of its national risk assessment (OECD, 2018;3;; OECD, 20184)). The most recent version of this assessment
was completed in 2018 by the National Crisis Centre (NCCN). Within this assessment are three health
related risks under the category of diseases and other effects of globalisation that could be seen as relevant
for the preparedness for a possible pandemic:

e spread of a new infectious disease as a result of globalisation

e infectious disease amongst livestock with a direct impact on human health (including zoonotic
diseases)

e an infectious disease with no possible treatment and a limited stock of vaccines (National Crisis
Center of Belgium, 20195)).
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Belgium has, through the National Risk Assessment process led by the NCCN, taken the first steps towards
what is required by the Recommendation. This is currently the minimum common denominator across
OECD member countries, as nearly all have developed similar risk assessments. However, providing an
overview of critical risks facing the country is only the first step in the journey towards anticipating risks.
Indeed, the OECD Recommendation on the Governance of Critical Risks calls for whole of society and
whole of government risk governance and preparedness (OECD, 20142).

2.2.2. Going forward, Belgium could raise awareness of its risk assessment to achieve a
shared understanding of risks across all levels of government

In order to increase the awareness of the national risk assessment across the whole of government and
the wider society, Belgium could consider complementing passive communication of the assessment (such
as the online publication of a summary of the assessment), with a more active communication model.
Targeted briefings on the country’s risk profile as part of existing information sharing forums for
policymakers across both federal public services and federated entities could be complemented with
training for key elected officials at various levels of government. The United Kingdom, for example,
delivers briefings on the outputs of the National Security Risk Assessment at meetings of departmental
chief scientific advisors, as well as in cross-government meetings of permanent secretaries and cabinet
sub-committees.

Belgium could also seek to address this by further engaging parliaments, federal public services and
federated entities in the production and review of risk assessments. For example, in Sweden, state
agencies, counties and municipalities have a legal obligation to participate in the process for producing a
national risk assessment, including doing specific risk and vulnerability analyses for their areas of
responsibility (Swedish Minstry of Defense, 2006(5)). In Switzerland, the Federal Office of Civil Protection
co-ordinates a national risk assessment process that involves all ministries, as well as the cantonal and
municipal authorities. Information on the methodology and the detailed findings of the assessment are
publicly available and are debated in Parliament (FOCP, 2020).

While a summary of this assessment was made available to the public - initially via the country’s risk
communication website (info-risques.be) (Belgian FPS Interior, 2019)), and more recently through a
dedicated section within the website of the NCCN (National Crisis Center of Belgium, 2019g), the full
version of the Belgian National Risk Assessment remains a classified document, which presents
challenges when it comes to communicating it across the wider government or to decision makers
(Government of Belgium, 2022107). Overall, evidence suggests that efforts to communicate the outputs of
this risk assessment process to decision makers (at both the federal and the federated level) could be
improved. This contributed to less shared understanding of the risks associated with human pandemics
across the country, than could have been the case. As a result, in Belgium, the ownership of the topic was
generally placed with the federal public health authorities, with little engagement from across government.
The risk assessment did not lead to specific risk anticipation activities across government (beyond some
of the core capacities linked to the International Health Regulations and more general health emergencies
preparedness) as pandemic preparedness was seen as a sector-specific matter primarily concerning the
federal public health authorities.

As part of efforts to refine the country’s preparedness for future health crises, Korea implemented both
scenario planning and frequent exercises aimed at testing preparedness of public health specialists and
other disaster management personnel. In December 2019, the Korean Disease Control and Prevention
Agency (KDCA) conducted an exercise involving infectious disease experts discussing the response to a
hypothetical epidemic. The infectious disease that the exercise focused on was a highly contagious
coronavirus which caused pneumonia, helping enhance the knowledge across the system of the risk
assessment conducted by the country and even consider what type of measures would be needed in such
a scenario — which later proved useful for dealing with COVID-19 (Shin, 2020;11;). Belgium could consider
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using scenario discussions and exercises to help raise awareness of the national risk assessment and
improve shared understanding of the risks, whilst considering the country’s capacities for dealing with the
scenarios explored.

2.2.3. In Belgium, the assessment of risks should inform policy and decision making
going forward, as it did not translate into sufficient risk prevention or mitigation
measures prior to COVID-19

In addition to having such a national risk assessment, the Recommendation encourages adherents to use
risk assessments to inform the development of prevention, mitigation or preparedness capabilities.
Anticipation capacities such as this make it possible to act either before a crisis hits or at least before
substantial impacts are felt (OECD, 20142).

In Belgium, the health risks covered in the Belgian National Risk Assessment were not sufficiently
leveraged to inform all decisions on anticipatory actions requiring significant investments (such as the
renewal of stockpiles and a reserve capacity for public health emergency response). Nevertheless, some
important core capacities were in place across the Belgian healthcare system prior to the COVID-19
pandemic (such as laboratory capacities for early testing of samples linked to outbreaks, isolation units for
highly transmissible diseases, and an above-average number of intensive care beds).

Anticipatory actions: a set of actions taken to prevent or mitigate potential impacts before a crisis or before
acute impacts are felt. The actions are carried out in anticipation of a potential impact and based on some
understanding of how the event might unfold. (International Federation of Red Cross and Red Crescent,
2020p12)

Belgium is not alone in having performed a risk assessment but failing to fully leverage its findings to put
in place the full range of anticipatory capacities that could have reduced the impacts on lives, livelihoods,
and systems and services essential to the normal functioning of society (European Commission, 202113)).
Furthermore, as the country did not introduce any supplementary legislation mandating pandemic
preparedness planning prior to COVID-19, the risks to human health covered in the Belgian National Risk
Assessment were not deemed to require specific emergency plans by most actors (beyond health). Health
had developed a an influenza pandemic plan — see Section 2.2.4 — and a protocol between federal and
federated entities for dealing with public health emergencies, including the establishment of an
Interministerial Conference of Health Ministers, the Risk Assessment Group (RAG) and the Risk
Management Group (RMG) (Belgian Federal Government, 2018(14;)) — however these mechanisms were
mostly limited to sectoral arrangements. Generic plans need to be complemented with more targeted
contingency planning for risks which are expected to pose particular challenges or those which are likely
to require co-ordination between the various levels of government. This principle is well established in
Belgium, with its system recognising the need for specific contingency plans for certain risks, such as those
associated with major industrial accidents involving dangerous substances, nuclear incidents (Belgian
Federal Government, 200315)) or terrorism (Belgian Federal Government, 2020y16]) (see Box 2.2). These
specific contingency plans (“specific Emergency and Response Plan” or PPUI/BNIP) provide detailed
descriptions of the risks, emergency planning zones, intervention zones, contact lists, scenarios, specific
procedures for informing the public, and actions to protect people and property.
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Box 2.2. Contingency planning in Belgium

In Belgium, contingency planning is organised through several distinct types of plans designed to
address various types of emergencies.

At the municipal and provincial levels, there is a requirement for each mayor or governor to have a
generic contingency plan ("General Emergency and Response Plan" or PGUI/ANIP) for their respective
areas. (Belgian Federal Government, 201917;) This plan encompasses general measures for managing
emergency situations of all kinds. It includes information such as contact lists of relevant partners,
potential risks, the timing of plan updates, and details about how emergency situations will be managed,
including communication channels, responsibility for public information dissemination, and the
establishment of accommodation centres for those displaced by an emergency.

At the national level, there is also a generic contingency plan ("General Emergency Plan"), established
by a royal decree (Belgian Federal Government, 20031s;)) which sets out general principles for co-
ordinating and managing national-level emergencies.

Source: in the text.

However, at the provincial and municipal level, pandemic preparedness was not seen as one of the areas
that required a specific emergency management plan (PPUI). At the federal level, pandemic planning was
viewed as a sectoral plan falling under the responsibility of the Federal Public Service (FPS) Public Health,
with the rest of the organs of the state not explicitly considering pandemic scenarios in their own planning.
This meant the absence of specific pandemic preparedness planning activities across most of government
at both the federal and federated levels.

Across the country, contingency planning itself was seen as the preserve of the federal government, so
federated entities had little incentive to consider pandemic scenarios in their planning. These perceptions
may have led to insufficient commitment from both policy and decision makers, contributing to inadequate
resource allocation for pandemic preparedness, and an under-prioritisation of proactive measures across
the whole of government and throughout both the federal and federated entities. Shifting this perception is
vital to fostering a culture of preparedness and encouraging all actors across all levels of government to
recognise the critical importance of planning for future pandemic scenarios.

Belgium would benefit from developing mechanisms for explicitly feeding risk assessment into
policymaking and decision making. For example, the National Risk Assessment of the Kingdom of the
Netherlands is produced as a collective effort of the National Network of Safety and Security Analysts,
and it explicitly informs the National Security Strategy for the country, which is then discussed in Parliament
and followed-up by it (National Network of Safety and Security Analysts, 2023(1g]). Similarly, the United
Kingdom uses its national risk assessment in the production of its Integrated Review, which sets out the
Government’s national security and international policy. The commitments described in the Integrated
Review are then further detailed in the UK Government Resilience Framework (House of Commons
Library, 2023 207). Whilst the governance structure of Belgium differs from that of the examples cited,
practices from other countries with a federal system, reinforce the importance of feeding risk assessments
into policy and decision making. The experience in the United States using the National Threat and Hazard
Identification and Risk Assessment (FEMA, 2023p21)) to drive the work needed to fulfil the National
Preparedness Goal presents an example of a country with a federal system working on national
preparedness at multiple levels of government. In the United States, efforts conducted at the Federal
government-level on the National Preparedness Goal, are complemented by the activities of state and
tribal governments as part of the National Preparedness System (FEMA, 2020[22]). To facilitate this, the
Federal Emergency Management Agency produces guidance on how state and tribal authorities can make
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use of the information coming out of the national assessment to further the resilience of the communities
they are responsible for.

2.2.4. Planning and preparedness for pandemics could have been better prioritised

Contingency planning for pandemics involves complex multi-sectorial planning, resource allocation, and
collaboration among various actors at different levels of government. The level of complexity of this
endeavour, the tension between spending on contingency measures for a potential pandemic and pressing
needs from the national health system, as well as the challenges of collaborating across levels of
government, all contributed to Belgium not having an up-to-date pandemic response plan when the
COVID-19 crisis hit. Furthermore, the country under-resourced the units responsible for health emergency
planning and depleted its national stockpiles of personal protective equipment. This was aggravated as
staff in specialised units and at the corporate level within the FPS Health retired without robust knowledge
management processes to prevent the loss of institutional memory. As a result of these compounding
factors, Belgium was not as well prepared for a pandemic as it could have been.

Following the emergence of SARS in 2003, the federal health authorities started working on an operational
plan for managing an influenza pandemic. This plan was initially drawn up within the Belgian Interministerial
Influenza Coordination Committee (CII). The initial draft was prepared in 2006 by a team that included
what are today the FPS Public Health and of Sciensano, as well as the NCCN, the Federal Agency for the
Safety of the Food Chain, the Federal Agency for Drugs and Health Products and health departments from
the regions and communities (Belgian Advisory Committee on Bioethics, 200923]). At the outset of the
COVID-19 pandemic Belgium lacked an up-to-date pandemic plan, and had only conducted limited training
and briefing of key actors on the pandemic plan and their role within it. This stands in clear contrast with
the experience of New Zealand, where not only was there a current pandemic plan in place, but this formed
an integral part of a pandemic preparedness system that enabled a rapid reaction to COVID-19 (see
Box 2.3).

Box 2.3. From risk assessment to pandemic preparedness — the New Zealand experience

In New Zealand, the national risk assessment contributed to the development of the National Pandemic
Plan, the development of Ministry of Health emergency management teams, and a pandemic readiness
programme and a national exercise programme which emphasised the criticality of business continuity
planning to pandemic preparedness.

The most recent version of New Zealand’s pandemic plan prior to COVID-19 was released in August
2017. The plan had been modified to take into account lessons learned during the response to the 2009
H1N1 influenza pandemic and was intended to be adaptable and flexible.

For New Zealand, the serious nature of the outbreak in Wuhan and its pandemic potential became clear
in late January and the country began to implement its existing pandemic plan.

Provisions on public communications and co-ordination of a whole of government response, which had
been exercised prior to 2020, proved helpful for shaping the country’s response to COVID-19.
Sources: OECD (forthcoming), 2022 OECD Questionnaire on the Governance of Critical Risks; New Zealand Ministry of Health (2017 24)),

Influenza pandemic plan: A framework for action; and Kvalsvig and Baker (202112s)), “How Aotearoa New Zealand rapidly revised its Covid-
19 response strategy: lessons for the next pandemic plan”.
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Following the H1N1 pandemic in 2009 the federal public health authorities sought to update the influenza
plan. However, resource pressures meant the influenza pandemic response plan was not regularly
updated or exercised. While having a plan in place is a crucial step towards preparedness, the
effectiveness of plans can diminish if they remain stagnant, untested and unknown to key actors. Regular
updates ensure that plans are aligned with evolving risks, technological advancements, and lessons
learned from past crises. Belgium’s health contingency planning, thus became anchored in an out-dated
plan and did not fully incorporate lessons from major outbreaks globally. Having an out-of-date plan also
eroded the trust of decision makers in pre-established contingency plans, contributing to the proliferation
of ad hoc structures (see Chapter 3).

Not having an up-to-date pandemic plan ahead of COVID-19 makes Belgium an outlier amongst OECD
Members. 24 out of 27 OECD Members answering the 2022 OECD Questionnaire on the Governance of
Critical Risks, indicated they had such a plan in place prior to the COVID-19 pandemic (OECD, 20222g)).
The majority of those having such plans also indicated that a fair amount of the challenges that came up
during their response to the pandemic were included in their plans and useful for dealing with COVID-19
(see Figure 2.2). In particular, provisions linked to providing information to the public and aligning public
communication messaging across government agencies were generally present in pandemic plans and
deemed useful for dealing with COVID-19.

Figure 2.2. Elements of pandemic plans present and useful for COVID-19 across OECD Members

Il Not included in the plan Included in the plan Il Included in the plan and useful for COVID-19

Government continuity - |

Essential services continuity |

Critical infrastructure ontinuity |
Restrictions on transportation |
Restrictions on movement |

Assistance to citizens abroad ]
Information to the public |

Public communication across agencies |
Support as an international response |
Stockpiles and countermeasures |
Prioritisation and distribution of vaccines |
Vaccine distribution |

Testing prioritisation |

Isolation and quarantine |
|

Screening of travellers

0 5 10 15 20 25

Source: OECD (forthcoming), 2022 OECD Questionnaire on the Governance of Critical Risks.

StatLink Sa=m https:/stat.link/foruew

As a complement to the national pandemic plan, the NCCN worked with health authorities to develop
guidance on how to approach business continuity during a pandemic. This guidance, completed in 2006,
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focused on the socio-economic implications of a potential pandemic influenza outbreak. Following the 2016
terrorist attacks, at the request of the Conference of Presidents of Federal Public Services, a working group
was set up under the co-ordination of the NCCN. This working group was tasked with preparing a template
for business continuity management for Federal Public Services. This template, along with an explanation
of what business continuity management is, was proposed and approved by the Conference of Presidents
of Federal Public Services in 2019. This guidance, was then revisited by the NCCN and an updated version
was made available shortly before the transition to the federal co-ordination phase of COVID-19 crisis
response (National Crisis Center of Belgium, 2020;27;). Complementing pre-existing business continuity
efforts with measures specific to a particular disruptive event that can be foreseen is not unusual, but may
be less effective when a crisis has already started to affect the region and disrupt global markets. In the
case of COVID-19, some preparedness measures, such as the procurement of stocks of personal
protective equipment, were no longer feasible or came at a much higher cost once the pandemic had
reached Europe.

Investing in a robust public health emergencies capability and a stable workforce, as well as ensuring they
have the necessary tools and expertise is essential for bolstering overall preparedness for pandemics.
Under-resourced units responsible for preparedness is another challenge that Belgium was confronted
with. The efficacy of pandemic response depends on the capacities and capabilities of the units tasked
with planning, co-ordinating, and executing these efforts. Insufficient funding, staffing, competencies and
resources for these units can hinder their ability to develop comprehensive strategies and respond
effectively to emerging threats. Within the FPS Public Health, the unit responsible for conducting this
planning slowly saw its resources depleted in the years preceding the COVID-19 pandemic. This included
decreasing the size of the unit by not recruiting new staff to replace personnel retiring.

The issue with under-resourced public health units was highlighted in 2017 when a joint external evaluation
of Belgium’s International Health Regulations capabilities was performed. As part of the evaluation’s
recommendations, the World Health Organisation found that Belgium did not have adequate capacities for
dealing with protracted public health emergencies and recommended the implementation of a workforce
plan and a strategy in order to bridge this gap (WHO, 201725)). However, there is no evidence these
recommendations were acted upon at either the federal or federated levels. As a result, capacities for
dealing with public health emergencies at the level of the federated entities, in particular those needed for
effective outbreak control and contact tracing, were likely weaker than they should have been.

Another challenge faced by Belgium was the depletion of its national strategic stockpiles. Between 2003
and 2006 Belgium set up a national stockpile of masks. The national influenza pandemic plan highlighted
the importance of masks as individual protection measures. This plan proposed to make two types of
masks available: surgical masks for patients and healthcare staff, as well as respirator masks for
healthcare staff in the event of exposure to potentially infectious aerosolised particles. These stockpiles
were designed to provide essential equipment during emergencies. An advisory opinion of the Belgian
Advisory Committee on Bioethics highlighted the usefulness of keeping stockpiles of masks (both surgical
and respiratory (type FFP2) masks). The opinion suggests the use of surgical masks in order to prevent
contaminated persons from contaminating others, not as a measure to help the general public limit the
spread of the disease. Similarly, the opinion also suggests that sufficient stocks of respiratory masks should
be kept in order to help protect those coming into direct contact with people who could be infectious. Whilst
the opinion states that not only healthcare professionals should be considered when planning the
stockpiles, there is no suggestion that stockpiles of respiratory masks need to be kept for use by the
general population (Belgian Advisory Committee on Bioethics, 200923)). However, and in spite of the
technical advice and their mention in national contingency plans, these stockpiles were not replenished
after being utilised or after being destroyed following the end of their shelf life, leaving the country
vulnerable to subsequent pandemics. At the level of the federated entities, keeping of stockpiles was not
seen as an explicit requirement and there was a lack of guidance on how the national strategic stockpiles
might be drawn upon or complemented with local stocks. Failing to guarantee the availability of these
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stockpiles at the outset of the COVID-19 pandemic, undermined the robustness of the country’s response
to the pandemic and highlighted the challenges to sustained investment in health emergency preparedness
in Belgium.

2.2.5. Going forward, Belgium could use a shared understanding of risks to drive
evidence-based preparedness activity and track its progress over time

Belgium could make better use of the evidence-base underpinning the national risk assessment to inform
resourcing decisions on the capabilities required for addressing key risks. An example of such a
mechanism, in Australia, is the Queensland Emergency Risk Management Framework (QERMF). The
framework sets out a process for local, district and state authorities to not only conduct risk assessments,
but also provides a method for turning the analysis into actionable advice on resource allocation. Actors
participating in all levels of Queensland’s Disaster Management Arrangements are thus able to use robust,
evidence-based risk assessments for applications for resources and funding (Queensland Fire and
Emergency Services, 201829)).

Furthermore, there is a need for a feedback loop in order to ensure there is a connecting thread linking
these resourcing decisions with the levels of capabilities required for dealing with the risks identified in the
assessment. Canada’s capability-based planning approach uses an evidence-informed process identify
gaps in capabilities and improve national resilience, interoperability, and integrated planning in emergency
management. This approach fosters interagency collaboration and innovation, providing a common
framework for resource co-ordination and achieving shared goals. It builds on the Canadian Core
Capabilities List (which identifies the capabilities required based on the National Risk Profile) and includes
an assessment of the progress made on their development against a pre-defined set of goals (Public
Safety Canada, 2023j30;). Belgium could develop a similar system for understanding the level of
preparedness against identified risks and track progress on mitigations and on the development of the
capabilities required for dealing with them. To ensure the activity needed to develop the required
capabilities is adequately resourced, there is a need to develop mechanisms for increasing the attention
given by senior leadership across all levels of government to all-hazards crisis preparedness and
resilience. A way of doing so could be for Belgium to involve ministers from federal and federated entities
in explicit discussions about preparedness for high impact events and complex crises.

In addition to buy-in from leadership, oversight and accountability mechanisms can further drive
improvements in the planning and preparedness system. In the United Kingdom, the National Audit Office
(NAO) conducted a review of the lessons on risk management that government could draw from the
COVID-19 pandemic. One of the key lessons raised by this report was precisely about how to ensure
lessons from past incidents are identified, addressed and followed-up. The NAO recommended that the
Cabinet Office should set up a cross-government process to capture learning for emergency preparedness
and resilience from exercises and actual incidents, and to allocate clear accountabilities for applying
learning — including a yearly reporting process (National Audit Office, 202131]). As part of the Cabinet
Office’s efforts to synthesise lessons learned of all major exercises and emergencies, the country now
publishes the UK Resilience Lessons Digest (Cabinet Office EDS/Cabinet Office EPC, 2023(32). Since
2020, the various parliaments in Belgium all set-up special commissions to scrutinise various aspects of
the COVID-19 response, providing democratic oversight for the efforts to tackle the impacts of the
pandemic and control the spread of the virus. Belgium could further leverage democratic accountability,
including the role of parliaments, to follow up on how lessons from past incidents are implemented and
how gaps in preparedness are addressed.

Wider system reforms arising out of lessons from recent events (including COVID-19, Russia’s war on
Ukraine, and major floods across Europe in 2021), provide an opportunity for Belgium to review the
legislation underpinning emergency planning duties at all levels of government to mandate preparedness
planning across federal and federated entities. Sweden, has recently embarked on such a process,
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introducing legislation that reforms the crisis preparedness and civil defence system of the country. The
new system is organised around ten Civil preparedness sectors, each with a lead authority with sectoral
responsibilities, the Swedish Civil Preparedness Agency providing support and guidance, and a National
Security Council at the Prime Minister's Office providing strategic co-ordination (Swedish Civil
Contingencies Agency (MSB), 202233)). Estonia is also seeking to bring competences contained in
multiple legislations under a single act and use this statutory reform to speed up implementation of key EU
directives (such as the Critical Entities Resilience Directive).

2.2.6. Pandemic planning at the municipal level was generally lacking but its absence is
not perceived as the main reason for poor preparedness at the local level

To understand the importance of municipalities in crisis response and preparedness in Belgium, it's helpful
to provide context through two key decrees: one from 2003 (Belgian Federal Government, 20031g) and
another from 2019 (Belgian Federal Government, 201917)). These decrees emphasise the role of
municipalities in handling crises and preparing for them.

Evidence from the OECD survey of Belgian municipalities on the country’s response to the COVID-19
pandemic, shows that only a very small proportion of municipalities across Belgium had a multi-disciplinary
emergency plan that covered their pandemic response (only 40 out of 259 surveyed), even after the onset
of the COVID-19 pandemic (OECD, 2023341). Of the municipalities which had such a plan, roughly one fifth
had in place a General Emergency and Response Plan prior to the apparition of the first case of COVID-
19.

In total, just under 2% of the municipalities surveyed had produced an annex to their General Emergency
and Response Plan addressing pandemic preparedness before COVID-19, and slightly over 3% of
municipalities produced such an annex after the first case of COVID-19 in the country but before the federal
phase of the pandemic response kicked in. Some municipalities had decided to produce specific
emergency and response plans for pandemics, with over 2% doing so before the first case of COVID-19,
and an extra almost 4% implementing specific plans after the first case but before the federal phase had
kicked in. This is particularly notable given that the duties to keep such plans were only introduced in 2019
under the Royal Decree on emergency planning and management at municipal and provincial level.
(Belgian Federal Government, 2019177). A smaller proportion of municipalities introduced plans only after
the country had entered the federal crisis management phase, but the majority of municipalities that had
adopted specific plans or supplemented their plans with a specific pandemic-related annex did so during
the period between the first case of COVID-19 in Belgium and the start of the federal crisis management
phase (see Figure 2.3). The low number of municipalities with specific pandemic plans, even once the
scale of the challenges posed by COVID-19 became evident, suggests that either pandemics were not
picked up as a risk in local risk assessment, or if it did, that generic planning would suffice — specific
pandemic preparedness seems to not have been seen as a task for municipalities across most of the
country.
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Figure 2.3. Shift from a generic emergency plan towards a specific emergency and response plan
for pandemics

Il Before the first case of COVID-19 After the start of the federal crisis management phase
I Atter the first case of COVID-19 but before the start of the federal crisis management phase

A General Emergency and Response Plan An annex to the General Emergency and Response A specific Emergency and Response Plan
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Note: N=259. VLA =129, WAL=114, BXL=9, German-Speaking Community=7.

Question: Have you drawn up an emergency and intervention plan for pandemic risks, or included a specific annex on pandemics, as defined
by the Royal Decree of 22 May 2019 on local emergency planning (PGUI/ANIP//PPUI/BNIP)?

Source: OECD (202334]), OECD Survey of municipal authorities for the evaluation of Belgium's COVID-19 response.

StatLink Sa=r https:/stat.link/9bp8ex

The majority of municipalities across Belgium seem to have conducted an assessment of their pandemic
preparedness needs (nearly 65% of those responding to the survey conducted by the OECD). However,
the survey also revealed that a notable proportion of municipalities did not (close to 35%) (OECD, 202334)).

The answers from municipalities which have undertaken a needs assessment since the onset of COVID-
19, highlight where they have turned to for guidance and support, not just in performing the assessment
itself but also in addressing the gaps in their system. As would be expected in a complex decentralised
system such as the Belgian one, there was a significant level of diversity in the sources of advice, guidance
and support used by municipalities across the country.

Approximately 53% of the municipalities which had undertaken an assessment of needs relied on support
and guidance from federal authorities, showcasing a significant reliance on central government strategies
and advice. Regional authorities have also played a substantial role, with around 51% of municipalities
seeking guidance from this level, followed closely by support from provincial authorities, roughly 27% of
municipalities. However, it is worth noting that around one fourth of municipalities expressed having been
influenced by the practices of other municipalities (see Figure 2.4).
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Figure 2.4. Sources of guidance and support used by municipalities with a needs assessment in
place
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Source: OECD (2023(34), OECD Survey of municipal authorities for the evaluation of Belgium's COVID-19 response.
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It is worth noting that in areas with established First Line Zones, municipalities have indicated these have
proved useful in both helping them understand their pandemic preparedness needs and in addressing the
gaps identified. First Line Zones are meant to strengthen the collaboration between the local health actors
and the municipal authorities, this reinforced collaboration is expected to help municipalities benefit from
the technical expertise of the health sector when it comes to dealing with public health emergencies.

The challenges and successes faced by various municipalities shed light on the nuances of pandemic
preparedness. There are instances of delayed assistance, indicating that support from higher authorities
arrived later than desired. Some municipalities initially navigated the crisis independently but later received
assistance from different levels of government. Collaboration across municipalities was evident in efforts
such as setting up vaccination centres and pooling resources. Challenges around personal protective
equipment (PPE) shortages were encountered, leading to innovative solutions, such as local business
innovation hubs mobilising local entrepreneurs to not only produce PPE, but also identify reliable global
suppliers, and test the quality of the equipment procured. Additionally, some of these hubs formed a task
force to co-ordinate efforts between public and private entities, streamlining the distribution of protective
gear.

Despite some success stories, comments from municipalities highlight shortcomings, such as the need for
clearer national frameworks, improved decision-making involvement for municipalities, and better long-
term needs identification. The varying experiences showcase the dynamic nature of pandemic response,
where local adaptability played a significant role. Nevertheless, a large proportion of municipalities across
Belgium (more than 62% of those responding to the OECD survey) noted they had not been sufficiently
prepared to implement the national COVID-19 restrictions. When asked about the main reasons behind
this lack of sufficient preparedness, municipalities overwhelmingly attributed this to the timing of the
announcements and the lack of sufficient time to prepare the implementation of measures taken. However,
the main purpose of contingency plans is to enable the adoption of timely response measures to limit the
impact of a disruptive event — as such, having pandemic plans in place could have prepared the ground
for swift implementation of measures taken at the national level.
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2.2.7. Mature crisis management capability focused primarily on responding to
acute crises and was not mobilised from the outset of the COVID-19 crisis

The Belgian strategic crisis management system has developed incorporating lessons derived from
various incidents (most notably the terrorist attacks of 2016) and the specific set-up of the Belgian
administrative system. Prior to COVID-19 the Belgian crisis management system had been used to
handling acute crises, most of them with a discreet geographic scope and relatively short lived. At the
outset of the pandemic there was a lack of consensus as to when to activate this strategic crisis
management system and this limited the benefit the country derived from the maturity of its system.

The central node of the national strategic management system is the National Crisis Centre (NCCN), which
was established in 1988 (Belgian Federal Government, 198835)). The NCCN is tasked with prioritising
risks, maintaining an active watch on threats to the nation, collecting and disseminating urgent information,
and providing crisis management support to the country.

The systematic integration of key components of crisis management has fostered a comprehensive
approach to readiness for the kind of acute crises the country had experienced prior to COVID-19. This
approach has included not only actors across the Belgian federal government, but also within various levels
of government, with clear expectations and communication channels established for municipal and
provincial crisis management structures laid out in statute (Belgian Federal Government, 2019u7;). The
NCCN has also fostered close co-operation between public authorities and private sector actors
responsible for critical infrastructure.

Even before the COVID-19 pandemic, Belgium's crisis management system could be considered mature
by OECD and European Commission standards (Tubb, 2020s6;; OECD, 2014 2). This maturity is reflected
in the integration of risk awareness, prevention, preparedness and resilience at all levels of government
and among private sector operators. As can be seen in Table 2.1 below, Belgium had indicated its crisis
management system covered nearly all the features of a mature system set out in the OECD
Recommendation.

Table 2.1. Features of a mature crisis management system prior to the COVID-19 pandemic

In the OECD Present in Belgium
Recommendation
Standard operation procedures for crisis management Yes Yes
Organisational structure with defined roles and responsibilities Yes Yes
Emergency response plans for the main types of risk Yes Yes
Process for co-ordination between ministries Yes Yes
Process for international co-operation Yes Yes
Intelligence processing system to inform decision making Yes Yes
Mechanism for liaising with international monitoring and early warning systems Yes Yes
A public information system Yes Yes
The power to demand resources from the private sector in times of crisis Yes Yes
Training of civil servants on the crisis management system Yes Yes
Training of ministers on the crisis management system Yes No!
Mechanism for mobilising multidisciplinary expertise to support crisis management Yes Yes

1. An expanded programme to train officials across government on the national crisis management system was introduced following the COVID-
19 pandemic. The NCCN also organised exercises with the participation of ministerial cabinets (cabinet heads) prior to the COVID-19 pandemic
— although none of these exercises focused on public health emergencies.

Source: (OECD, 20142; Government of Belgium, 2022;10)).
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Generic emergency planning, however, is perceived across the country as being a responsibility that
follows federal reporting lines (from mayors through provincial governors and all the way to the NCCN).
This model is predicated on the idea that follows the principle of subsidiarity, where crises are managed at
the level of government closest to the affected population, with a clear system for escalation (from
communal to provincial to federal management as may be required). However, this crisis management
escalation process does not recognise an explicit role for federated entities — even for crises where their
competences are involved. According to this system, the activation of a federal co-ordination phase could
take place as soon as a crisis affects multiple provinces, exceeds provincial resources required for handling
it, involves numerous victims, involves major effects on the environment and/or the food chain, damages
or threatens to damage the nation's vital interests, requires co-ordination with various ministerial
departments, or requires providing information to the entire population (Belgian Federal Government,
200337 (see also Chapter 3).

At the outset of the COVID-19 pandemic, there was a lack of consensus regarding when the transition to
a federal co-ordination phase should take place. Indeed, multiple actors across the various levels of
government have indicated that, prior to the 12 March 2020, they had made presentations to the federal
authorities indicating their belief the situation would benefit from the structures in place for the federal co-
ordination of the crisis management efforts and that the threshold for the activation of such a phase, as
described above, had already been met. As a result, the NCCN was not mobilised to support the co-
ordination of the COVID-19 situation until the activation of the federal phase on 12 March 2020. This
created challenges because the national crisis management system, designed for achieving shared
situational awareness and cross-sector co-ordination of response efforts, was not used — resulting in a lack
of a common view of the risks and challenges COVID-19 presented across the various actors at the level
of both federal and federated entities.

Even though the National NCCN was not mobilised to co-ordinate the COVID-19 situation from the start,
it still provided support to the Federal Public Service for Public Health (hereafter, FPS Public Health) from
the initial phases of the crisis, that is from January to March 2020. The collaboration between NCCN and
the FPS Public Health encompassed various aspects of risk anticipation and preparedness, ranging from
communication efforts to legal advice (National Crisis Center of Belgium, 20213s;). From the early days of
the COVID-19 crisis, it became apparent that there would be a significant interest from the public and the
media in updates on the evolving situation. The NCCN sought to support the FPS Health deal with inquiries
from the general public and contributed to the development of a risk communication strategy based on the
Standard Operating Procedures for Crisis Communication framework. The NCCN regularly analysed the
perceptions and needs of the media and used this to provide strategic and operational advice to public
health authorities on aligning risk communication with the evolving situation. Furthermore, the NCCN
supported public health by helping establish specific information channels, including a dedicated
information number, the activation of the national COVID-19 information website and co-ordination with
social media platforms. The NCCN also assisted the FPS Public Health with stakeholder engagement,
facilitating communication between governors, and public health officials to ensure clear channels for
sharing information and addressing queries promptly.

Collaboration extended to legal matters, as the legal services of both the FPS Public Health and the NCCN
worked together on issues related to quarantine measures. This collaboration involved the analysis of legal
aspects and the provision of templates for the placement and management of quarantine measures by the
federated entities. This collaboration, which was delivered on an ad hoc basis, highlights the need for clear
processes for mobilising the NCCN’s generic crisis response capabilities prior to any activation of a federal
phase.
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2.2.8. Belgium has an opportunity to enhance its crisis management capabilities to
facilitate early mobilisation

An aspect that came up strongly throughout the evaluation of Belgium’s preparedness prior to COVID-19,
was the absence of a system that helped deliver shared situational awareness across the whole of
government prior to the Federal Phase. Belgium should consider developing pre-crisis capabilities for
achieving shared understanding of risks and joint situational awareness across sectors and levels of
government (inspired by the practices and procedures for crisis management developed by the NCCN
such as the common information picture). For example, in the United Kingdom, a key tool for ensuring
shared situational awareness is the National Situation Centre. It is part of the national crisis management
structures that the Cabinet Office co-ordinates and was created to gather and collate reliable and timely
data about all aspects of crisis response. Expertise from the Government Actuaries Department and the
Office of National Statistics has helped developed the analysis, modelling and quality assurance tools and
processes used by the Centre.

Another aspect that could have aided the early mobilisation of national crisis management structures in
Belgium, as it did in other countries, is the existence of a gradual process for activating and scaling up
flexible capacities. In France, the Ministry of Health's Centre opérationnel de régulation et de réponse aux
urgences sanitaires et sociales (CORRUSS) has an organisation that can be adapted to each situation,
whilst remaining proportionate. From the day-to-day management of health alerts to the management of
an exceptional health situation, the CORRUSS is able to mobilise flexible capacities in a gradual way.
Three levels of activation — going from operational watch to a full activation of the Health Crisis Centre —
allow the Centre to scale up and scale down responses as required. (Ministére de la Santé et de la
Prévention, 202139)) One of the response capabilities available to the Ministry of Health is the health
reserve (réserve sanitaire), which is made up of active, retired or graduating healthcare professionals,
which can be mobilised at very short notice for missions of varying duration. (Santé Publique France,
2023401) Belgium would benefit from developing mechanisms for establishing flexible capacities (such as
strategic stockpiles or surge capacities) that can be put on stand-by and stood down if not required — to
make early mobilisation of capacities easier.

2.2.9. Belgium was able to use its public health emergencies capabilities to monitor the
situation and take early actions to address the first cases of COVID-19, but more can be
done to mobilise further preparatory activity beyond health

Prior to the emergence of COVID-19, the FPS Public Health had already established generic structures
for the "detection, assessment, notification, reporting, and response through public health action
proportionate and limited to the risks it presents to public health" (Belgian Federal Government, 201814)).
In Belgium, it is the ministry of Health, the FPS Public Health, that acts as the national focal point for the
purposes of the International Health Regulations (IHR) — with Sciensano playing an active role in the
systems for notification and reporting into both the WHO and European Union relevant agencies. This role
is facilitated by two standing groups which perform a central role in the monitoring and management of
risks to public health in the country: the Risk Assessment Group (RAG) and the Risk Management Group
(RMG). These groups were established in 2007, following the adoption of the IHR, with their role and
membership established in a protocol between the federal and federated Belgian Health Authorities
(Belgian Federal Government, 2018141). Both groups convene a wide range of health sector stakeholders
from both the federal and the regional and language community levels.

Sciensano co-ordinates the RAG, which is tasked with evaluating threat to public health and assessing the
risk posed to public health, based on epidemiological and scientific data. The RAG is also responsible for
proposing measures to the RMG to limit or control such a threat and for evaluating the impact of
interventions. The RMG consists of representatives of health authorities and-chaired by the National Focal
Point for the IHR, which is part of the FPS Public Health. Based on the advice of the RAG, the RMG makes
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recommendations on the measures that are needed to protect the public health to the Interministerial
Conference for Public Health. The RMG has also been empowered, by the Interministerial Conference for
Public Health, to take decisions directly when considered appropriate. The decision on whether to take the
measures suggested by RMG lies with the Interministerial Conference for Public Health, which has the
ability to eventually raise the matters to the Concertation Committee. The RMG is also tasked with leading
the communication to public health professionals and the general public.

Already on the 20 January 2020, Sciensano had mobilised members of the Risk Assessment Group(RAG)
for a first discussion on the novel coronavirus. On 22 January, as the situation in China evolved, the World
Health Organisation (WHO) Director-General convened a meeting of the IHR Emergency Committee to
determine whether the novel coronavirus met the criteria to be considered a public health emergency of
international concern (PHEIC). The meeting took place over 2 days (22-23 January) and ended without a
recommendation to declare a PHEIC (The Independent Panel of Pandemic Preparedness, 202141).

On 23 January, the first meeting of the RMG regarding the novel coronavirus took place. This meeting,
however, makes no mention of the IHR Emergency Committee meeting convened by the WHO. RMG
decided that, according to the available information, Belgian authorities would be in a position to offer a
message of reassurance regarding the novel coronavirus. This was deemed as justified given there was
already an ongoing system of epidemiological surveillance in place in the country, with the disease already
subject to obligatory notification procedures. In addition to this, RMG further supported their decision on
the existence of a protocol for handling a first case of the disease in Belgium, that the National Reference
Center (CNR) had already developed a test procedure and that the country already had a specialised
hospital facility and a well-functioning patient transportation mechanism designed to address cases of
highly contagious respiratory diseases (Belgian FPS Public Health, 202042)).

The following day, the FPS Public Health issued advice to general practitioners across the country
regarding the case definition for the novel coronavirus and the measures to take in case they identified a
possible first case of the disease.

On their second full risk assessment on the novel coronavirus, issued on the 26 January 2020, the
European Centre for Disease Control (ECDC) considered that the potential impact of the outbreak of the
novel coronavirus was high and that further global spread was likely. The ECDC stated that there was a
moderate likelihood of further case importation into Europe and that the impact of the late detection of an
imported case in Europe could be high (ECDC, 2020p3)). Following this warning, the RAG and RMG
considered the need to reinforce epidemiological surveillance measures in the country (through a notice
to health practitioners requiring them to declare any suspected cases of the novel coronavirus and the
established lab capacity to detect cases). However, contact tracing or testing arrangements were not, at
this stage, scaled up as a result of the ECDC risk assessment.
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Box 2.4. European Centre for Disease Prevention and Control (ECDC), the European Early
Warning and Response System (EWRS), and the EpiPulse forum

At the European Union level, the European Centre for Disease Prevention and Control (ECDC) plays a
leading role in identifying, assessing and communicating current and emerging threats to human health
posed by infectious diseases.

The ECDC hosts the European Early Warning and Response System (EWRS), an online platform that
enables the European Commission, the ECDC and public health authorities in the member states to
exchange information.

Each national administration (the FPS Health as the national focal point for the International Health
Regulations for Belgium) must notify alerts and measures taken to protect public health in the face of a
serious threat.

This platform predates the IHR and has played an important role in ensuring co-ordination between EU
member states during a number of outbreaks, ranging from the Severe Acute Respiratory Syndrome
(SARS) crisis in 2005, Ebola, and avian influenza, amongst other.

In addition to the EWRS, there is also the EpiPulse forum, which is aimed at facilitating discussions
among public health experts. Sciensano is responsible for updating responses for Belgium.

Following natification, the Health Security Committee (HSC) enables EU Member States to co-ordinate
national responses and provide risk and crisis communications updates to each other.

Source: Decision no. 1082/2013/EU of the European Parliament and of the Council of 22 October 2013 on serious cross-border threats to
health and repealing Decision No 2119/98/EC Text with EEA relevance; and website of the ECDC.

A week after their first meeting on COVID-19, the IHR Emergency Committee was reconvened and on the
30 January the WHO declared the novel coronavirus a public health emergency of international concern
(and it was only on the 4 May 2023 that the WHO declared COVID-19 to be “an established and ongoing
health issue and no longer a PHEIC” (WHO, 202344))).

Under the IHR, the declaration of a PHEIC enables collective global action to be further organised. A
PHEIC is defined in the IHR as "an extraordinary event which is determined to constitute a public health
risk in other states due to the potential for international spread of disease, and which may require co-
ordinated international action" (WHO, 200845)). In the fifteen years preceding the COVID-19 pandemic, the
WHO had only declared five events as PHEIC: the 2009 H1N1 influenza pandemic, the Ebola outbreak in
West Africa in 2013-2015, the Ebola outbreak in the Democratic Republic of Congo in 2018-2020,
poliomyelitis (2014 to the present), and Zika (2016) (Wilder-Smith and Osman, 2020p6)). Whilst the
declaration of a PHEIC is not in itself a reason for countries to trigger exceptional measures, it constitutes
a strong message that the health risk in question is serious and unusual enough to merit close monitoring
and the adoption of certain precautionary measures.

Subsequent meetings of the RAG and RMG were focused on controlling the potential for community
transmission of Belgian nationals being repatriated, as well as addressing the immediate impacts of a
rapidly growing number of cases on the health sector, including operational challenges linked to shortages
in essential equipment. This left little room in the system for providing strategic advice on more proactive
preparatory measures beyond the health sector preparations. In common with several other countries
across Europe, Belgian epidemiological surveillance actors and public health emergency arrangements
were not able to highlight early on, the potential scale of the challenge that COVID-19 could present to the
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country. Risk assessments were worded in cautious language, so as not to alarm the public, in effect
contributing to an underestimation of the scale of the risk amongst decision makers.

Belgium would benefit from involving actors beyond health in the Risk Assessment Group and the Risk
Management Group in order to better identify implications of public health emergencies beyond the health
sector as they arise. For example, involving experts from federal public services and federated entities on
topics such as economics, education, policing or environmental protection, as required. Depending on the
type and duration of a health crisis, and with due consideration of the actual health risk assessment based
on evidence and epidemiological data, an early assessment of possible consequences in other sectors
such as economy and education should be considered.

Belgium could also establish effective links between early risk assessment and scientific advice related to
public health emergencies and wider situational awareness for federal and federated authorities. Given
the scale of the impacts of the pandemic, an essential part of learning the lessons from it is drawing on the
experiences and insights from a wide range of organisations and public agencies. Belgium should consider
involving actors beyond health in the debrief and lessons learned process for COVID-19 (but also for public
health emergencies in general) and leverage their input to highlight and address gaps in preparedness
(including on cross-sector collaboration).

2.3. The preparedness of Belgium's critical infrastructure operators and essential
service providers

This section examines how critical infrastructure in Belgium prepared for disruptive events ahead of the
COVID-19 in a system that evolved to address the protection of critical infrastructure from malicious
attacks. This section then explores how the definition of what is essential for the Belgian society was
expanded to encompass a much larger array of services and industries at the outset of COVID-19. Given
the key role emergency services played not only in responding to COVID-19 but also in supporting the
health and social care sectors during the pandemic, this section expands on the factors that contributed to
their resilience.

2.3.1. A critical infrastructure resilience system geared towards infrastructure protection
that still delivered enhanced preparedness for essential services and can inform efforts
to enhance public sector continuity of services

The system for promoting the resilience of critical infrastructure in Belgium is primarily co-ordinated by the
NCCN, working in collaboration with sectoral authorities. These co-ordination efforts extended to both the
security and protection of critical infrastructure and operators of essential services. Critical infrastructure
in Belgium encompasses sectors such as energy, transportation, finance, drinking water, healthcare, digital
infrastructure, and electronic communications (see Annex 2.B).

Operators of essential services are subject to obligations, including the development of security plans,
taking threat level-based measures, maintaining government contact points, organising exercises, and
promptly reporting incidents. Even though these obligations have a strong emphasis on the protection of
critical infrastructure from malicious threats, the regular practice of reviewing and refining these
arrangements and the collaboration between private infrastructure providers and governmental authorities
led to mature crisis management and organisational resilience arrangements across critical infrastructure
in Belgium.

However, at the outset of the COVID-19 pandemic, the government expanded the definition of which
sectors were vital for the Belgian society. This vastly expanded list of vital services, and, although it had
some overlap with the pre-existing definitions of critical infrastructure, it went much further (see Annex
2.B). Among the new vital services were multiple examples of both public services delivered by the State
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(like diplomatic and consular missions, the judiciary and meteorological and weather services) and services
chiefly delivered by the private sector (for example food supply and logistics).

These new vital services found themselves having to implement a whole host of organisational resilience
measures in a very reactive manner (given the absence in most cases of mature business continuity
arrangements). From the public sector side, a report from the Belgian Court of Auditors sheds light as to
the state of preparedness across the Federal Public Services prior to COVID-19. The report presents an
in-depth review of the business continuity arrangements in place across 24 administrations examined by
the Belgian Court of Audit. Out of the 24, only 16 had a pre-existing business continuity plan in place.
However, knowledge of these business continuity plans seemed to be limited to technical staff responsible
for their development, with some managers not being aware of the existence of continuity plans for their
organisation. Preparedness across the federal administrations for a possible health crisis was, in most
cases, incomplete. Whilst the public administration, on the whole, established strategies for allocating
resources to carry out their public service tasks in the context of the health crisis, this was done so in
chiefly reactive manner. The absence of a crisis management strategy formalised beforehand in a business
continuity plan, meant that ensuring the continuity of the administrations required more resources and was
made harder than it could have been (Belgian Court of Audit, 202247)).

Across the private operators of critical infrastructure and vital services alike, responsive infrastructure,
characterised by agility, flexibility, scalability, and adaptability, played a crucial role in addressing the
challenges linked to COVID-19. For example, during the COVID-19 pandemic, public transportation
systems showcased flexibility by adjusting schedules and routes to maintain service levels while
accommodating reduced passenger numbers. Belgium is encouraged to make use of insights and
processes used by resilient essential services / critical infrastructure operators and providers of essential
services to enhance resilience planning across all sectors and levels of government.

2.3.2. Belgium was able to ensure continuity of emergency services provision through
highly adaptive incident response and co-ordination arrangements

Throughout the COVID-19 pandemic, the Belgian emergency services continued to provide uninterrupted
support to their citizens thanks to their adaptability and the collaborative approach of the various agencies
in the face of significant operational challenges.

The Belgian emergency services' preparedness for a potential disruptive event is predicated on a
combination of generic response plans and business continuity plans for each organisation. The Belgian
emergency response planning system is established in accordance with two main Ministerial Circulars
from the Federal Public Service Interior (Ministerial Circular NPU-1 of 26 October 2006 on emergency and
response plans and Ministerial Circular NPU-4 of 30 March 2009 on disciplines).

In the Belgian emergency response system, the organisation revolves around disciplines rather than
specific emergency services. These disciplines are categories of tasks and responsibilities (or missions)
that need to be carried out during an emergency. There is a total of five disciplines in this system, ranging
from providing medical, health and psychosocial assistance, to logistical support or public information.
These disciplines are not tied to specific emergency services but rather represent a framework for
organising various missions. This flexibility allows different services to collaborate with each other during
responses to emergencies and was instrumental in ensuring continuity of operations during COVID-19.
Not only did emergency services collaborate between disciplines, but also across locations. Regular co-
operation across emergency response zones also meant that no single area was overwhelmed by staff
shortages or peaks in the demand for their services.

The contingency plans for the various emergency services, organised around these monodisciplinary
intervention plans and multi-disciplinary arrangements, were further developed through standard operating
procedures for each emergency service. Resource allocation strategies and co-ordination mechanisms
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involving federal, regional, and local authorities were also well established across the country prior to
COVID-19. This response planning system, and the co-ordination structures that underpin it, were devised
for responding to acute shocks. Nevertheless, Belgium was still able to mobilise its emergency services to
support the wider health and social care sector response to the COVID-19 pandemic, whilst ensuring the
continuity of essential emergency response capabilities throughout the country (Directorate-General Civil
Security, FPS Interior, n.d.j4g)). Fire service barracks were used as hubs for the distribution of personal
protective equipment (PPE), patient transport was supported by rescue services and civil protection
volunteers supported social care settings facing staff shortages due to the pandemic — to name but a few
examples.

Box 2.5. Resilience of law enforcement in the face of COVID-19

In Belgium, law enforcement is delivered through the Integrated Police Service, formed by the Federal
Police and Local Police. Policing (at all levels) faced numerous challenges throughout the COVID-19
pandemic, which affected both operations and the internal functioning of the various forces. In common
with all essential services, Police forces were faced with the challenge of maintaining key operations
while coping with reduced staffing due to absences and addressing logistical issues, like the shortage
of personal protective equipment (PPE).

Prior to COVID-19, the Police forces, at both Federal and local level, had developed business continuity
plans which identified critical tasks, essential processes, and the necessary personnel, ensuring that
even during times of staff shortages, vital services could be upheld. These plans also emphasised the
need to establish a point of contact with Federal authorities, ensuring seamless co-ordination and
resource allocation.

The pandemic accelerated the digital transformation of policing in Belgium, with investments made in
ICT infrastructure, including laptops, video conferencing tools, and secure access to police information.
This enabled remote working and ensured that officers could access essential information while
adhering to safety measures.

Source: Federal Police Service of Belgium (2021p4g), 2020 Annual Report of the Federal Police Service of Belgium.

2.4. Managing the cross-border effects of the pandemic in Belgium

Belgium's approach to addressing the international dimension of the COVID-19 pandemic included a wide
range of efforts led by the Federal Public Service Foreign Affairs, Foreign Trade and Development
Cooperation (FPS Foreign Affairs, hereafter), the Federal Public Service Public Health and the wider set
of Belgian public entities involved in the COVID-19 response. Belgium was able to provide assistance to
Belgians abroad, including through the repatriation of nationals from locations across the world. The FPS
Foreign Affairs led the provision of up-to-date travel advice as well as a public helpline. Nevertheless,
information exchanged between the health crisis management structures and the FPS Foreign Affairs
seemed to have only been used to inform the activities of the FPS Foreign Affairs. The rest of the Belgian
system, including both federal and federated entities, seems to not have used intelligence coming from the
FPS Foreign Affairs (including, for example, reports from embassies and consular posts regarding how
control measures were being implemented by the first countries with community transmission of COVID-
19) to shape preparedness during the early days of the pandemic.

Throughout the pandemic, Belgium actively engaged in partnerships aimed at strengthening healthcare
systems in low - and middle-income countries. The country has been a strong advocate for a global
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framework, including a pandemic treaty, that prioritises robust healthcare systems, universal health
insurance, and equal access to medicines. The country's multifaceted initiatives range from vaccine
donation and technology transfer to strengthening healthcare systems and increasing global vaccine
production.

2.4.1. The FPS Foreign Affairs performed a key role supporting Belgians abroad and
helping nationals understand travel restrictions, but information from international
sources could be better integrated in national crisis structures

From January 2020, the FPS Foreign Affairs played a significant role in the Belgian response to the
evolving situation in China, both in terms of repatriating Belgian nationals in the absence of commercial
flights and by providing intelligence to the other Belgian authorities regarding the evolving situation.
Working closely with the FPS Public Health and the NCCN, the FPS Foreign Affairs increased its
involvement as the crisis unfolded. Meetings surged in late February, initially concentrating on logistical
aspects of repatriation of Belgians nationals from China and, later on, from across the world. Even though
there was regular communication with the Risk Management Group (RMG) around updates to travel
advice, information from consular missions and diplomatic posts was fed through the system in an ad hoc
way and was not formally captured in the proceedings of either RMG or the Risk Assessment Group (RAG)
— highlighting the lack of shared situational awareness.

The FPS Foreign Affairs was able to draw on its prior experience dealing with the Ebola outbreak in West
Africa and mobilise its staff to manage these complex repatriation efforts. Belgium chartered 47 flights and
facilitated 12 others, often within the European context. These combined efforts culminated in the
successful repatriation of 11 266 Belgian citizens. The breadth of this operation is evident in the 14 flights
organised by Belgium under the European Civil Protection Mechanism (see Table 2.2).

Table 2.2. Repatriation flights under the Union Civil Protection Mechanism organised by Belgium

Country of origin of flight Date EU citizens Non-EU citizens Total repatriated
Enfidha (Tunisia) 20 March (2 flights) 224 35 259
Dakar (Senegal) 23, 25 March (2 flights) 433 14 447
Banjul (Gambia) 25-Mar 225 27 252
Cairo (Egypt) 26-Mar 138 9 147
Algiers (Algeria) 02-Apr 218 2 220
Lima (Peru) 04-Apr 181 6 187
fggst?]”f\?fgg’ Cape Town 09-Apr 302 7 309

Kinshasa (Democratic

Republic of the Congo) 1-Apr 190 2 192
Bogota (Colombia), Santo

Domingo (Dominican 16-Apr 123 2 125
Republic)

Lima (Peru) 21-Apr 233 32 265
Yaoundé (Cameroon), 23-Apr 185 4 219

Accra (Ghana)

Note: All flights organised under the Union Civil Protection Mechanism took place between January and July 2020.
This list does not include other flights chartered by Belgium outside the Union Civil Protection Mechanism arrangements.
Source: European Union Member States via Common Emergency Communication and Information System (CECIS), 2020.
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The FPS Foreign Affairs had also set-up a crisis centre to manage its own operations early on in 2020, as
it became aware of the scale of the unfolding situation through reports from its posts and missions abroad.
One of the first actions taken by the FPS Foreign Affairs crisis centre's was to ensure its call centre
remained operational throughout. As the crisis evolved to encompass Belgians residing and working
abroad, the discussions evolved in nature. Amid the growing demands, the FPS Foreign Affairs
experienced an unprecedented volume of calls, prompting redeployment of staff within the ministry to
accommodate the surge in inquiries. In the first year of the pandemic, this call centre tended to the needs
of nearly 100 000 incoming callers (Belgian FPS Foreign Affairs, Foreign Trade and Development
Cooperation, 2020;s0]). This number is close to the number of calls received by a well-established mental
health call-line in Belgium (Tele-Onthaal), which received one of the highest numbers of calls as a
percentage of population in the region during the same period (Brilhart et al., 202151;). However, the
efforts of the FPS Foreign Affairs were not effectively connected with those of the FPS Public Health or to
the Walloon, Flemish, German speaking Communities or the Region of Brussels, all of which had also set
up helplines around the same time. This lack of co-ordination lead to a certain level of duplication of efforts
and meant messaging was not always well aligned.

Recognising the paramount importance of clear information dissemination, the FPS Foreign Affairs,
together with the FPS Health, embarked on the development of visual aids such as tables, color-coded
indicators, and maps. These visual tools served to vividly illustrate the prevailing health conditions abroad,
based on data provided by Sciensano, and in collaboration with various authoritative bodies, including the
FPS Interior and CELEVAL.

Diplomatic cables emerged as a pivotal communication channel for FPS Foreign Affairs, with their content
shared among relevant stakeholders, including RMG, COFECO, and NCCN. These cables played an
important role in conveying essential information on how Belgium was handling COVID-19 to other
countries also grappling with the virus. Close collaboration with countries like Denmark and Sweden
enriched response strategies through these shared insights.

A substantial endeavour encompassed the publication of 7 864 updates to travel advice on the FPS
Foreign Affairs’ official website. This concerted effort to keep citizens informed and aware of evolving travel
conditions underscored the commitment of the FPS Foreign Affairs to transparency and public welfare
(Belgian FPS Foreign Affairs, Foreign Trade and Development Cooperation, 2020s0;). When updating
travel advice, the FPS Foreign Affairs had to navigate a host of scientific, political and economic
considerations. The FPS Foreign Affairs engaged in a multifaceted process involving collaboration with
the FPS Public Health. Weekly meetings with RMG formed the basis of the decision-making process,
culminating in travel advice adjustments that reached the foreign minister's approval. The balance between
scientific data and discretionary decision-making inherent in this process was acknowledged, particularly
evident when swift adjustments were needed, as seen in the case of Sweden. During the crisis, the FPS
Foreign Affairs acknowledged the varying preparedness levels among different postings, with certain
countries better equipped to handle pandemics due to their prior experience.

In Switzerland, the Federal Civil Protection Crisis Management Board provides the country with a
mechanism for ensuring information relevant for managing crises flows across the whole of government.
The Board also facilitates co-ordination of the efforts of both federal and cantonal authorities. A further key
element of the Board’s responsibility is ensuring the Federal Council and the responsible federal
department or office have access to the information they need to make their decisions. The Board is also
tasked with assessing the overall situation, in particular where it comprises a combination of different
situations. In the Swiss system, the Federal Department of Foreign Affairs is a permanent member of the
Federal Civil Protection Crisis Management Board, and its Crisis Management Centre and the Swiss
Humanitarian Aid and Swiss Humanitarian Aid Unit play an active role in providing information and
assisting with the analysis of situations involving an international dimension.
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Building on the experience of the response to COVID-19, where the FPS Foreign Affairs was a fixed
member of the Federal Coordination Committee (COFECOQO), Belgium would benefit from further identifying
clear procedures for feeding information and knowledge coming from international sources (including
international organisations, global professional networks, diplomatic missions and consular posts and
foreign governments) into joint situational awareness, early warning and crisis management systems. For
example, in Switzerland, the Federal Civil Protection Crisis Management Board provides the country with
a mechanism for ensuring information relevant for managing crises flows across the whole of government.
The Board also facilitates co-ordination of the efforts of both federal and cantonal authorities. A further key
element of the Board’s responsibility is ensuring the Federal Council and the responsible federal
department or office have access to the information they need to make their decisions. The Board is also
tasked with assessing the overall situation, in particular where it comprises a combination of different
situations. In the Swiss system, the Federal Department of Foreign Affairs is a permanent member of the
Federal Civil Protection Crisis Management Board, and its Crisis Management Centre and the Swiss
Humanitarian Aid Unit play an active role in providing information and assisting with the analysis of
situations involving an international dimension (FOCP, 202152)).

2.4.2. Belgium has played an active role in global efforts to respond to COVID-19 and
ensure equitable vaccine access

Belgium has been a key contributor to global health initiatives aiming to ensure fair access to COVID-19
vaccines. The country has been a supporter of the COVAX initiative, which strives to distribute over 2
billion vaccine doses worldwide by early 2022, covering around 30% of the global population.

Belgium's contribution includes EUR 4 million to COVAX through Team Europe, part of the EU's collective
commitment of EUR 2.47 billion. Additionally, Belgium had pledged to donate more than 8 million vaccine
doses by the end 2021. Notable contributions have been made, such as donating 187 000 vaccines to
Armenia and over 1 million doses to African partner countries.

In addition to vaccine donations, Belgium has extended support to partner nations by providing essential
supplies like protective equipment, oxygen, and testing capacity since the pandemic's onset. Enabel, the
Belgian development agency, has played an important role in facilitating technical and financial assistance
for vaccination campaigns in partner countries. Through the Union Civil Protection Mechanism, Belgium’s
emergency response team (B-FAST) has provided supplies of masks, medicines, and medical equipment
to countries in need, including Guinea, India, Nepal, Namibia, and Tunisia (Belgian FPS Foreign Affairs,
Foreign Trade and Development Cooperation, 2021is3)).

Belgium's efforts also encompass advocating for robust healthcare systems, with a focus on factors like
gender, environment, nutrition, sanitation, and social protection. Financial support to the World Health
Organization (WHO) aids in strengthening healthcare infrastructure in partner nations.

Belgium has also made substantial contributions to enhance global vaccine production. This involves
fostering production capacity, especially in Africa, and supporting the African Union's initiative for local
vaccine deployment. Belgium also endorses the COVID-19 Technology Access Pool (C-TAP), a WHO
mechanism facilitating technology sharing to boost vaccine production worldwide (WHO, 2021(54)). In
collaboration with Canada, Belgium has also provided a significant funding boost to COVID-19 vaccine
research conducted by the Coalition for Epidemic Preparedness Innovations (CEPI).
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2.5. Summary of recommendations

2.5.1. Use shared understanding of risks to drive evidence-based preparedness activity

Improve the communication of the national risk assessment by shifting from passive to active
communication.

Use scenario discussions and exercises to help raise awareness of the assessment and improve
shared understanding of the risks.

Further engage parliaments, federal public services and federated entities in the production and
review of risk assessments.

Develop mechanisms for explicitly feeding risk assessment into policymaking and decision making.

Make better use of the evidence-base underpinning the national risk assessment to inform
resourcing decisions on the capabilities required for addressing key risks.

Develop a system for understanding the level of preparedness against identified risks and track
progress on mitigations.

Further leverage democratic accountability, including the role of parliaments, to follow up on how
lessons from past incidents are implemented and how gaps in preparedness are addressed.

2.5.2. Mobilise capabilities for addressing public health emergencies specifically to
further preparatory activities as risks materialise

Involve, depending on the context and scale of a health crisis, actors beyond health in the Risk
Assessment Group and the Risk Management Group, in order to better identify implications of
public health emergencies beyond the health sector as they arise.

Establish effective links between early risk assessment and scientific advice related to public health
emergencies and wider situational awareness for federal and federated authorities.

Develop mechanisms for establishing flexible capacities (such as strategic stockpiles or surge
capacities) that can be put on stand-by and stood down if not required — to make early mobilisation
of health capacities easier.

2.5.3. Socialise lessons from past outbreaks / pandemics, and gaps analysis to drive
improvements across all levels of government and beyond the health sector

Involve actors beyond health in the debrief and lessons learned process for public health
emergencies beyond and leverage their input to highlight and address gaps in preparedness for all
risks (including on cross-sector collaboration).

2.5.4. Develop capabilities that can be mobilised ahead of a crisis that build on work
done on crisis management and critical infrastructure resilience

Develop pre-crisis capabilities for achieving shared understanding of risks and joint situational
awareness across all sectors and levels of government (inspired by the practices and procedures
for crisis management developed by the NCCN).

Identify clear procedures for feeding information and knowledge coming from international sources
(including international organisations, global professional networks, diplomatic missions and
consular posts and foreign governments) into joint situational awareness, early warning and crisis
management systems.

Make use of insights and processes used by resilient essential services / critical infrastructure
operators and providers of essential services to enhance resilience planning across all sectors and
levels of government.
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Annex 2.A. Timeline of the first months of the

COVID-19 pandemic

International

Preparedness and response measures in Belgium

4 January 2020

WHO alerts Member States of an outbreak in China through the
International Health Regulations (IHR) event reporting system.

9 January 2020

Chinese authorities determine that the outbreak was caused by a
novel coronavirus.

The ECDC considers the probability of introduction to the European
Union to be low.

13 January 2020

WHO publishes the first protocol for an RT-PCR test by a WHO
partner laboratory to diagnose the novel coronavirus.

22-23 January 2020

The WHO Director-General convenes an IHR Emergency Committee,
but the committee does not recommend classifying the epidemic as a
public health emergency of international concern (PHEIC).

24 January 2020

The first three cases of the novel coronavirus in Europe (France) are
confirmed.

28 January 2020

The Presidency of the European Council activates the EU Integrated
Political Crisis Response (IPCR) mechanism for information
exchange and the EU Civil Protection Mechanism is activated
following a request for assistance from France to repatriate EU
citizens from Wuhan.

30 January 2020

The WHO Director-General declares a public health emergency of
international concern (PHEIC).

31 January 2020

EUR 10 million is granted under the EU’s research and innovation
funding programme, Horizon 2020, to support research into the novel
coronavirus disease.

2 February 2020

The United States implements border controls for non-citizens who
were in China in the previous 14 days.

4 February 2020

The WHO Director-General asks the UN Secretary-General to
activate the UN crisis management policy.

11 February 2020

WHO announces that the disease caused by the novel coronavirus
would be named COVID-19.

21 February 2020

Researchers report the first suspected case of asymptomatic
transmission.

23 February 2020

Italian regions introduce the first lockdown/stay-at-home measures in
Europe.

27 February 2020

WHO provides guidance to countries on the rational use of PPE. The
use of masks or PPE is not recommended for asymptomatic people.

19 January 2020

Public health authorities include the novel coronavirus as a disease with
mandatory notification under ‘unusual threat'. Belgium establishes a
procedure for case management for 2019-nCoV.

20 January 2020

Initial contacts made between NCCN (CBRNe Centre) and Federal Public
Service (FPS Public Health), as well as with Sciensano; FPS Health and
Risk Management Group closely monitoring evolving situation.

21 January 2020

RAG issue epidemiological update. A second contact between the CBRNe
Centre and FPS Health, confirming human-to-human transmission as
highlighted in the epidemiological update, and an upcoming crisis
consultation scheduled with WHO.

23 January 2020

Risk Assessment Group (RAG) meeting considers Belgium's case
management procedure for 2019-nCoV, as well as a transport and
hospital system for highly contagious respiratory diseases.

24 January 2020

NCCN asked to prepare for crisis management, examining similar disease
threats and past management strategies.

27 January 2020

Belgium's Health Cabinet deliberates COVID-19 strategy, considers
evacuations, and seeks real-time updates on travel advice.

28 January 2020

NCCN advises FPS Public Health on a risk communication strategy with
media monitoring to analyse information needs.

30 January 2020

The Risk Management Group (RMG) discusses preparation for
repatriation of Belgians from Wuhan and protocols for Belgians returning
from China. Key points included a 14-day quarantine and communication
strategy.

2 February 2020

Belgians repatriated from Wuhan arrive in Belgium

5 February 2020

NCCN participates in meetings with the governors where the situation of
the coronavirus was discussed.

6 February 2020

RMG meets and proposes meningitis procedure to determine when
patients can return home. Shortage of FFP2 masks noted.

7 February 2020

Debriefing after repatriation of Belgians from Wuhan

12 February 2020

RAG meets and suggests adopting recommendation to encourage
Belgians not to travel to China or delay travel.

13 February 2020

RMG discusses increased testing capacity. Sciensano to contact hospitals
for capacity assessment. Future repatriations suggest home isolation if
feasible.

19 February 2020
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28 February 2020

The European Commission launches pooled procurement of medical
equipment with Member States.

The first of four pooled procurement contracts for PPE is launched
with Member States.

2 March 2020

The Presidency of the European Council steps up the IPCR to full
activation mode.

10 March 2020

Italy imposes its first national lockdown.

11 March 2020

The WHO Director-General declares COVID-19 a pandemic.

14 March 2020

Spain declares a state of emergency and announces a two-week
lockdown.

15 March 2020

The Commission takes steps to protect the availability of PPE by
requiring exports of such equipment outside the European Union to
be subject to export authorisation by Member States.

Shortage in some essential medical material, even for routine medical
care: maskers and swabs

24 February 2020

RAG provide advice focusing on two lines of action: preventing spread
within hospitals and among health care personnel.

25 February 2020

NCCN and RMG meeting to improve coronavirus readiness, discussing
partner communication, quarantine laws, and co-ordination with countries.
FPS Health for clarification on quarantine.

26 February 2020

NCCN/ FPS Publi Health meet to prepare for phase 3 transition. NCCN
aims to prepare without taking over FPS Public Health management.

28 February 2020

RMG addressed consultations with FPS Foreign Affairs and FPS Health
following the quarantine and return of Belgians to Tenerife. Mask
shortages to be addresses through advice on use.

1 March 2020

Core considered federal phase proclamation, but chose not to move to
phase 3 in Public Health's phases.

No immediate federal phase proclamation .Increased NCCN participation
in sanitary working groups and task forces led by Public Health.
3/41/6/9/12 March 2020

The NCCN participates in meetings with governors where the situation of
the coronavirus was discussed.

3 March 2020

NCCN sends the message to the Prime Minister’'s Cabinet stating phase 3
of FPS Public Health’s planning should be prepared.

4 March 2020

Belgium has 23 confirmed COVID-19 cases. The monthly Conference of
Governors will address the management of the coronavirus, with input
from NCCN. FPS Health explains phase 2.

6 March 2020

Epidemiological update, 109 confirmed cases, the NCCN issued a new
note to the political authorities. The purpose of that note is to confirm the
co-operation between FPS Health and the NCCN.

The NCCN acts as a link between the various partners and the FPS
Health.

7 March 2020

During the RMG meeting more stringent social distancing measures were
proposed, and RAG was assigned the task of formulating a set of actions
for enhanced social distancing; Due to low number of cases in schools, it
appears beneficial to keep schools open, as the primary affected group
consists mainly of elderly individuals with comorbidities.

11 March 2020

Sciensano tasked with developing consistent regulations.

12 March 2020

RMG unanimously agreed to cancel all meetings.

NCCN issues final emergency planning note for federal phase
announcement, detailing structures, responsibilities, representation, and
commands of each cell. Federal phase announced the same evening.

Source: For the international timeline: Authoritative timeline for COVID-19, December 2019-March 2020 (The Independent Panel of Pandemic
Preparedness, 202141)) and the timeline of EU action (European Commission, 2022;ss)). For the Belgium timeline: Prepared by the author with
input from the Belgium Government's internal documents, the information-gathering questionnaire for the Belgium Crisis Management

Evaluation and the websites of the RAG and RMG.
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Annex 2.B. Critical infrastructure and vital

services in Belgium

Operators of critical national infrastructure - 2011

Vital Services — 2020

Energy

Electricity: Electricity companies, Distribution network operator.

Qil: Oil pipeline operators, Operators of facilities for the production.
Gas Natural: Distribution network operators, gas companies, Natural
gas transport network, Storage operators.

Transport

Air transport, Airport operators, Air navigation services, Rail transport
Infrastructure managers, Railway companies, Water transport Land,
sea, and coastal passenger and freight transport companies, Road
transport Road authorities.

Finance
Financial institutions, Credit institutions, financial trading platforms
Operators of trading platforms.

Healthcare
Healthcare institutions, Healthcare providers.

Drinking water
Suppliers and distributors of water intended for human consumption.

Digital infrastructures
DNS service providers, Top-level domain name registries.

Energy sector

Construction, production, refining, storage, transmission, distribution,
market.

Nuclear and radiological sector.

Fuel suppliers and carriers, and firewood suppliers.

Transportation and Logistics

Essential transportation and logistics services, including taxi services,
public transport, rail transport, other modes of transportation, logistics,
animal transport, national and international transport, air transport and
airports, ports and maritime transport, and emergency breakdown and
repair services for vehicles. As well as the provision of replacement
vehicles.

Financial Services

Financial sector: banks, electronic payments, securities trading, financial
market infrastructure, foreign trade, services providing cash supply, cash
transport, money processors, and financial reporting between banks.
Insurance sector.

Healthcare, social care and social services

Medical care institutions, including preventive healthcare services.
Services for the care, shelter, and assistance of elderly persons, minors,
disabled persons, and vulnerable persons, including victims of domestic
violence.

Medical assistance services and emergency medical assistance
Pharmacies and the pharmaceutical industry.

Childcare environments and schools, for the purpose of organising care,
boarding schools, reception centers, and permanent care institutions.
Social services

Social secretariats.

Social benefit payment institutions.

Asylum and migration services, including asylum reception and detention
for forced return.

Integration services.

Water sector

Drinking water, purification, extraction, distribution, pumping.

Water management.

Telecommunication infrastructure

Services (including the replacement and sale of telephones, modems, SIM
cards, and installations) and digital infrastructure.

Communication

Media, journalists, and communication services.

Postal services.

National security, Defence and Emergency Services

Fire and emergency services.

Private and special security services.

Police services.

Civil Protection.

Emergency planning and crisis management services, including Brussels
Prevention and Security.

Emergency centers and ASTRID.

Defence.

Intelligence and security services, including the OCAD.
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Environmental protection

Institutions, services, and companies responsible for environmental and
health care monitoring, control, and crisis management.

Waste collection and processing services.

Services and companies for the management of polluted land.
Essential Industries and Manufacturing

Businesses involved in the food chain, animal feed, food industry,
agriculture, fertilizer production, and fisheries.

Companies active in the production of personal hygiene products.
Production chains that cannot be stopped for technical or safety reasons.
Packaging industry related to authorised activities.

Chemical industry, including contracting and maintenance.

Production of medical instruments.

Radioisotope production.

Government services and Public Administration:

Legislative and executive powers, with all their services.

International institutions and diplomatic posts.

Government services and infrastructure involved in the essential services
of authorised categories.

Meteorological and weather services.

Judiciary

Justice services and related professions: justice houses, magistracy and
penitentiary institutions, youth institutions, electronic surveillance, court
experts, bailiffs, judicial personnel, translators-interpreters, lawyers.
Council of State and administrative courts.

Constitutional Court.

Space

General Administration of Customs and Excise.

Ground stations of space systems

Animal Care

Veterinarians, livestock inseminators, and rendering services.

Services for the care, shelter, and refuge of animals.

Funerary services

Funeral undertakings, gravediggers, and crematoria.

Other Essential Services

Cleaning, maintenance, and repair companies for other crucial sectors and
essential services.

Inspection and control services.

Vital scientific research.

Essential services for urgent repairs involving safety or hygiene risks.
Hotels.

Source: Prepared by the author using the Law of the 1 July 2011 on the security and protection of critical infrastructures for the list under
“Operators of critical national infrastructure — 2011” and the Ministerial Decree of the 18 March 2020 on emergency measures to limit the spread
of the COVID-19 coronavirus for the list under “Vital Services — 2020".
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§ The management of the COVID-19

crisis in Belgium

Managing a complex multidisciplinary crisis of the likes of the COVID-19
pandemic calls for a whole-of-government and whole-of-society response,
maintaining trust in public action and preserving democratic continuity. This
chapter assesses the extent to which crisis governance structures and
mechanisms enabled Belgium to develop a co-ordinated and agile response
to the pandemic. It also looks at the effectiveness of crisis communication.
Finally, the chapter examines the extent to which the government was able
to foster a whole-of-society response to the crisis and maintain democratic
accountability channels.

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



80 |

Key findings

The OECD’s work on government evaluations of COVID-19 responses has identified crisis management
related measures as being one of the three types of measures countries should assess to best learn from
the crisis (OECD, 20221;). For the purposes of this evaluation, crisis management refers to the policies
and actions taken to co-ordinate government action across and within levels of government, to
communicate to the public, as well as to involve the whole-of-society in responding to the crisis. The crisis
management measures detailed in this chapter relate to the ones taken during the federal phase of the
crisis, from 12 March 2020 to 14 March 2022.

In Belgium, the governance of crisis management suffered from a multiplicity of actors involved in the
early stages of the pandemic but evolved over time to adapt to the changing needs of the crisis and to
better involve federated entities in decision making at the centre. Co-ordination within levels of government
mostly worked well, even though the multiplicity of ad hoc bodies at the federal level created challenges
relating to blurred lines of responsibility and overlapping mandates. While important efforts were made to
ensure the multidisciplinary of advisory bodies, increased transparency on internal decision-making
processes and conflicts of interest would have been needed to strengthen the transparency and legitimacy
of scientific advice.

Crisis communication remained overall coherent throughout the crisis. The country’s political leadership
appeared frequently in the media to share information about the evolution of the virus and the measures
taken by the government in response to it. Efforts taken to monitor trust levels and the impact of
communication helped better tailor communication messages, which were communicated widely through
different channels and tools. However, these messages suffered at times from the fact that each level of
government had their own communication campaigns and used different channels or tools. Moreover,
vulnerable and minority groups were not sufficiently targeted, as was the case in many OECD countries.

Finally, Belgium made efforts to develop a whole-of-society response to the pandemic and to preserve
democratic accountability during the crisis. The recent adoption of a pandemic law and the numerous
evaluations already conducted in Belgium on this topic are contributing to reinforcing democratic
accountability. Still, this whole-of-society approach could have been strengthened by further involving civil
society organisations both in scientific advice and in some crisis management bodies.

3.1. Introduction

This chapter focuses on the federal crisis management phase, which covers the policies and actions
implemented by the government in response to the pandemic, i.e., once it had become a reality. “Crisis
management” hereafter thus refers to the capacity of government to react appropriately and at the right
time, while ensuring co-ordination across government and the whole-of-society. In Belgium, this phase
officially began for the whole of the country with the declaration of the so-called “federal phase of the crisis”,
on 12 March 2020 (Belgian Official Journal, 20032). Given that this phase is by definition one in which the
federal government co-ordinates the crisis response, this chapter mainly looks at how the crisis was
managed by the federal government, as well as the extent to which federal-level policies impacted, and
required co-ordination with, the federated entities.

The management of modern and complex crises, such as the COVID-19 pandemic, involves a wide variety
of actors beyond traditional emergency services and risk management units. As a result, increased co-
ordination across all levels of government and sections of society is essential to managing the crisis and
its many impacts. This type of crisis also requires the government to maintain public trust, for instance
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through public communication, both to ensure the effectiveness of the measures adopted to mitigate the
effects of the crisis, as well as to maintain margin for manoeuvre for action in the future. Finally, the impact
that large-scale crises can have on the public's trust in public institutions requires that governments
increase their efforts to ensure the continuity of democratic life and to demonstrate the integrity, legitimacy
and robustness of their decisions.

These issues, while undeniably heightened during the COVID-19 crisis, are not new. As early as 2014, the
OECD Recommendation required governments to make appropriate arrangements to manage risks and crises
while co-ordinating across government, including with sub-national entities; to ensure transparent and
meaningful crisis communication; and to enable a society-wide response to hazards and threats (see Box 3.2).

Box 3.1. The OECD Recommendation on the Governance of Critical Risks

The OECD Council adopted the Recommendation on the Governance of Critical Risks (hereinafter the
“‘Recommendation”) in 2014. An OECD Council Recommendation is one of the several legal
instruments the OECD can develop and represents a political commitment to be reached by all OECD
member countries. The High-Level Risk Forum (HLRF) was instrumental in the development of this
Recommendation. Since its adoption, 41 countries have signed up to the Recommendation, including
Belgium as a member country of the OECD.

The Recommendation focuses on critical risks, i.e., “threats and hazards that pose the most strategically
significant risk, as a result of (i) their probability or likelihood and of (ii) the national significance of their
disruptive consequences, including sudden onset events (e.g. earthquakes, industrial accidents or
terrorist attacks), gradual onset events (e.g. pandemics) or steady-state risks (those related to illicit
trade or organised crime).” The Recommendation is based on the principles of good risk governance
that have enabled many member countries to achieve better risk management outcomes.

The Recommendation proposes that governments:
o identify and assess all risks of national significance and use this analysis to inform decision
making on risk management priorities (see Chapter 2 of this report).

e put in place governance mechanisms to co-ordinate on risk and manage crises across
government, including with sub-national entities.

e ensure transparency around and the communication of information on risks to the public before
a risk occurs and during the crisis response.

o work with the private sector and civil society, and across borders through international co-
operation, to better assess, mitigate, prepare for, respond to and recover from critical risks.

Source: OECD (2014)), “Recommendation of the Council on the Governance of Critical Risks”, OECD Legal Instruments,
OECD/LEGAL/0405, OECD Publishing, Paris, https://legalinstruments.oecd.org/en/instruments/OECD-LEGAL-0405.

In line with this Recommendation, as well as the OECD framework on ‘Evaluating COVID-19 responses’
(OECD, 2022i1)) (see also Chapter 1), this chapter examines the extent to which the governance
arrangements put in place in Belgium to manage the crisis enabled the government to adopt a co-ordinated
and agile response to the pandemic. It also offers a look at the use of scientific expertise for crisis
management in Belgium. The chapter then examines the strategies used by the government to
communicate to citizens, in terms of both the relevance and the coherence of the messaging. Finally, the
chapter looks at the measures adopted by the Belgian governmental entities at federal and federated levels
to maintain the continuity of democratic life and involve society as a whole in the crisis response. The ways
in which risks are identified and anticipated in Belgium are discussed in Chapter 2 of this report.
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3.2. The governance of crisis management of the COVID-19 crisis in Belgium

According to the terminology adopted by the OECD, the crisis phase officially begins when a significant
threat is clearly announced and anticipated, or when an undetected event causes a sudden crisis (OECD,
2015p4)). In Belgium, public health emergencies capabilities monitored the situation and took early actions
to address the first cases of COVID-19, as detailed in Chapter 2. However, a broader response to disaster
risk occurred with the whole-of-government federal phase of the crisis. The whole-of-government
framework for crisis management is regimented by the Royal Decree of 31 January 2003, later on
amended in 2006 and 2019, which identifies three levels of crisis, by increasing degrees of threat (Belgian
Official Journal, 20032)):

e A municipal phase, corresponding to an emergency or threat that can be co-ordinated at the local
level and remain within the purview of the municipalities.

e A provincial phase, corresponding to an emergency or threat that can be co-ordinated at the
provincial level and requires escalating the management of the crisis to the governors of the
provinces.

o Afederal phase, corresponding to threats and emergencies that require crisis co-ordination at the
national level, with the responsibility for co-ordinating crisis management being given to federal
authorities. The federal phase is officially launched by the Minister of Interior, when at least one of
the conditions detailed below is met (Box 3.2). Unlike in other OECD countries, such as France or
Luxembourg, the identification of a (federal) “crisis phase” under the Royal Decree of 2003 in
Belgium is not associated with the attribution of exceptional powers to the executive.

Box 3.2. Activation of a federal phase of crisis management in Belgium

Following the Royal Decree of 31 January 2003 on Establishing the emergency plan for events and
crisis situations requiring national co-ordination or management and the Royal Decree of 22 May 2019
on Emergency planning and management of emergency situations at municipal and provincial level and
the role of mayors and provincial governors in the event of events and crisis situations requiring co-
ordination or management at the national level, the activation of a federal phase of a crisis belongs to
the Minister of Interior, in consultation with other Ministers affected and governors.

This decision is based on several indicative criteria:

e two or more provinces or the entire national territory are concerned

o the means to be implemented exceed those available to a provincial governor as part of his co-
ordination mission

o threat or presence of numerous victims (wounded, killed)
e occurrence or threat of major effects on the environment or food chain

o damage or threat of damage to the vital interests of the nation or the basic needs of the
population

e the need to implement and co-ordinate the various federal government departments or agencies
e need for general information to the entire population.

The COVID-19 crisis therefore combined several criteria justifying the activation of a federal phase of
crisis management. The activation of a federal phase leads to the activation of three bodies within the
NCCN: an evaluation cell (CELEVAL), presided by the head of the most relevant department, a
management cell (COFECO), presided by the Minister of Interior or its replacement, and an information
cell structured by the National Crisis Centre (INFOCEL).
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Source: Belgian Official Journal (20032, Royal Decree of 31 January 2003 establishing the emergency plan for events and crisis situations
requiring national co-ordination or management; Royal Decree of 22 May 2019 on emergency planning and management of emergency
situations at municipal and provincial level and the role of mayors and provincial governors in the event of events and crisis situations
requiring co-ordination or management at the national level.

The federal phase of the crisis was officially declared in Belgium on 12 March 2020, as a result of several
weeks of preparatory work and discussions, as well as interministerial meetings, which had taken place
since 24 January 2020. The federal phase ended to 14 March 2022. As this chapter focuses on the federal
phase of the crisis, this section examines mostly the federal level governance mechanisms. Crisis
response at subnational level is analysed to the extent it required interaction or co-ordination with federal
entities.

In the face of a crisis, the OECD Recommendation stresses the importance of putting in place governance
mechanisms to co-ordinate on risk and manage crises across government. In particular, the
Recommendation advises that members:

e Assign leadership at the national level to drive policy implementation and designate an authority in
charge of drawing on and co-ordinating sufficient resources to manage civil contingencies.

e Establish specific structures to ensure interministerial co-operation and to facilitate agile
implementation, including by engaging sub-national levels of government.

e Activate or create mechanisms to gather expert advice on the pandemic.

This section of the chapter looks at how the Belgian authorities used these three types of mechanisms, as
well as the extent to which they were able to cope with the complex and changing nature of the crisis.

3.2.1. The institutional and personal leadership of the crisis in Belgium

Leadership is at the centre of effective crisis management. Such leadership is essential to facilitate co-
operation and decision making across government and with external stakeholders, but it also plays a key
role in crisis communication by helping to build trust in those managing the crisis. Therefore, crisis
leadership is twofold: it can be institutional, that is having an institution or authority with an explicit mandate
enabling it to drive the crisis response, and personal, that is having one or several clearly identified
decision maker(s) in charge of leading the crisis response. The need for both of these aspects is clearly
underlined by the OECD Recommendation on the Governance of Critical Risks, which advises adherents
to (OECD, 20143)):

"Assign leadership at the national level to drive policy implementation, connect policy agendas and align
competing priorities across ministries and between central and local government through the establishment of
multidisciplinary, interagency-approaches (e.g., national co-ordination platforms) that foster the integration of
public safety across ministries and levels of government.”

“[Designate] an authority in charge of drawing on and coordinating sufficient resources to manage civil
contingencies, whether from departments and agencies, the private sector, academia, the voluntary sector or
non-governmental organisations.”

In Belgium, personal leadership was ensured at the highest level of government by the heads of the
executives throughout the crisis. However, in the initial months of the pandemic, the National Crisis Centre
(hereafter, the NCCN) and the Federal Public Service Health did not play a strong institutional role in
leading the crisis response, despite having the legal mandate to do so, which may have led to important
inefficiencies in the co-ordination of the crisis response.

The creation of the COVID Commissariat in October 2020, a unit headed by a Commissioner and backed
by the Prime Minister's Office and the Health Minister’s Office, more clearly articulated the national
response to the pandemic. In this context, the following paragraphs examine the extent to which the
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leadership of the crisis in Belgium, both from an institutional and personal standpoint, facilitated
decision making across government and promoted trust in the crisis response.

Personal leadership was embodied at the highest level of government

Personal leadership has a key role in ensuring that crisis management is personified in the eyes of the
public and in driving a whole-of-society response. Indeed, personal leadership is essential to the meaning-
making functions of crisis management, as it provides the public with a coherent narrative for the crisis
response, as well as personifies the response. In many OECD countries, personal leadership for the crisis
was provided for by a political figure and/or a scientist or senior level public servant (such as the head of
the crisis management agency in Luxembourg, for example) (OECD, 2022p5)). For example, in New
Zealand, the daily briefings of the Prime Minister and the Director-General of Health greatly demonstrating
clear personal leadership. The communication type it enabled has been described as (1) open, honest and
straightforward, (2) using motivational language, and (3) using expressions of care (Beattie and Priestley,
2021161). Such leadership can be even more important in federal states where competencies are shared
between levels of government that do not have constitutional authority over one other, as it can create a
common figure or narrative to rally forces around.

In Belgium, personal leadership was embodied at the highest level of government throughout the duration
of the crisis. First, the National Security Council (NSC) provided leadership during the initial few months of
the federal phase and served as a forum for co-ordination between the different entities composing the
federal government. Personal leadership was embodied in the fact that the Minister Presidents and the
Prime Minister of Belgium systematically participated in the NSC meetings. Following October 2020, the
Concertation Committee (CC) played the central role in representing the political face of the crisis and the
interfederal nature of the crisis response. In addition to the CC, the federal Minister of Health also took on
a more public facing role starting in October 2020, which was well received by the public (Motivation
Barometer, 2020(7). Joint press interventions by the Minister Presidents and the Prime Minister throughout
the pandemic served to reinforce an image of joint leadership by the heads of the executives of the various
entities in this federal state.

This political leadership from the Centre of government is essential to maintaining citizens' trust in
government in the context of infringements (albeit temporary) to fundamental freedoms for the purpose of
mitigating the effects of a crisis. This is why, in the future, Belgium could consider continuing to
communicate at the level of the CC in times of crises that require the involvement of both federal and
federated entities to highlight clear leadership from all levels of government.

Institutional leadership was overall lacking in the early phases

Institutional leadership at the national level is also needed to facilitate co-operation across stakeholders,
mobilise resources for the crisis response and ensure that stakeholders have the capacity to fulfil their risk
management responsibilities. In practice, such leadership translates into the designation of a national
institution with the responsibility to spearhead critical risk governance throughout the entire disaster risk
management cycle. Indeed, the OECD Recommendation on the Governance of Critical Risks calls
countries to identify bodies able to drive policy implementation, connect policy agendas and align
competing priorities across ministries and between central and local government (OECD, 20143;). Most
OECD countries rely on a central government institution or body to co-ordinate government stakeholders
in the management of risks (OECD, 2022jg)). This is the case of Belgium with the NCCN, Luxembourg with
the High Commission for National Protection or the United States with the Federal Emergency
Management Agency. Overall, the results of the 2022 OECD survey on critical risk governance show that
a majority of OECD member countries (20 out of 25 respondents, including Belgium) designate such a
lead institution from within their central government, although the roles assigned to them vary considerably
from country to country (see Figure 3.1) (OECD, 2022)).
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Figure 3.1. Lead institutions and their mandates

Percentage of OECD countries where a central government institution or body has some responsibilities to co-
ordinate management of critical risks
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Note: N=20.
Source: OECD (2022), Questionnaire on Governance of Critical Risks.

StatLink Sa=r https:/stat.link/h6axo7

In Belgium, it is the NCCN that had a mandate to co-ordinate a multidisciplinary crisis response. The Royal
Decree of 18 April 1988, states that the role of the NCCN is “fo provide the competent authorities with the
infrastructure and resources necessary for the management of such a crisis, and in particular to ensure co-ordination, the
preparation of decisions, their possible execution and their follow-up". As a result, the NCCN would have been well
positioned to play a leadership role in the crisis response, from an institutional point of view. The NCCN is
aided in its role as the main crisis management agency at the federal level by governors. The Royal Decree
of May 22, 2019, highlights the role of governors during municipal, provincial and federal phases (Belgian
Official Journal, 2019p9). During the federal phase of a crisis, governors are supporting the federal co-
ordination by implementing decisions on their territory when necessary, and they can take temporary
measures to limit the consequences of the crisis as long as the Minister of Interior is informed. The regional
crisis cells of Flanders and Wallonia also provide regional contact points to the NCCN, although the role
of Flanders’ has historically been more focused on crisis co-ordination and communication, and Wallonia’s
on crisis anticipation, preparedness and support (Vlaamse overheid, n.d.;10) (Géoportail de la Wallonie,
n.d.i11)).

In addition, given the nature of the crisis, the federal Minister of Health and their cabinet, as well as the
Federal Public Service Public Health (the Belgian Health Ministry), also had a key role to play in leading
the pandemic response. A co-ordinated approach to health is made even more important by the multiplicity
of Ministers of Health at different levels of government — eight in Belgium. First, the Royal Decree of
31 January 2003, highlights the role of the relevant policy Minister, with the Ministry of Interior, in activating
the federal phase of emergency planning (Belgian Official Journal, 2003[2). In the case of a pandemic, it
is naturally the federal Minister of Health that plays this role. Second, the FPS Public Health managed the
secretariat of the two bodies created to apply the World Health Organisation’s International Health
Regulations (IHR) (2005), which stipulate that countries should designate a National Focal Point for IHR-
related communications with the WHO and key national sectors, and the European Union’s Decision No.
1082/2013/EU on serious cross-border threats to health, which requires member countries to support the
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implementation of the IHR (WHO, 200512 (Official Journal of the European Union, 2013[13]). These two
bodies, discussed at greater length in Chapters 1 and 2, are the Risk Management Group (RMG) and the
Risk Assessment Group (RAG).

Despite the NCCN and the FPS Public Health having a clear mandate to lead the crisis response, both
institutions were not able to play a strong leadership role during the COVID-19 pandemic. First, there was
a discrepancy between the mandate of the NCCN and the role it played during the crisis. Indeed, the NCCN
and its crisis structures were essentially bypassed when it comes to most crisis management
responsibilities as of 12 March 2020. For instance, the Federal Co-ordination Committee (COFECO), a
crisis body in charge of co-ordinating the overall response and presided by the NCCN, was not able to
conduct preparatory work and co-ordinate the implementation of measures. This could in part be explained
by the ambiguity included in the NCCN'’s founding Royal Decree of 18 April 1988, on whose role exactly it
is to ensure co-ordination (Belgian Official Journal, 198814]). Indeed, the sentence “fo provide the competent
authorities with the infrastructure and resources necessary for the management of such a crisis, and in particular to ensure co-
ordination” in the original text does not make it clear whether the NCCN is meant merely to support the
“competent authorities” in their crisis management role, or to take on the co-ordination itself.

Another reason for the NCCN not being able to act out its full mandate is that the institution was not
sufficiently known by stakeholders in the field of public health, and vice versa. This can be partly explained
by the lack of institutional memory, as illustrated by the fact that several key stakeholders of the COVID
era were civil servants who had to be called back from retirement to lend a hand during the crisis. Perhaps
most importantly, the NCCN did not have strong political backing giving it leadership over crisis
management. Indeed, to be effective, this institution should have co-ordination and incentive powers to
effectively oversee the process, which requires political backing (OECD, 201815). Overall, these different
factors limited the impact of the NCCN’s work and structures.

Similarly, as mentioned in Chapter 2, the FPS Public Health did not play its full leadership role during the
crisis, for several reasons. First of all, the RMG, chaired by the FPS Public Health, was increasingly
attended by a large number of stakeholders, going from a usual participation of 4 or 5 stakeholders to
almost 30 stakeholders at the peak of the crisis. Those numbers differed greatly from the status of the
RMG, limiting participation to two people per entity. This made discussions both complex and politicised.
De facto, the RMG became a debate body rather than a decision-making one. Moreover, the FPS Public
Health did have a small crisis management unit. This unit, however, mostly focused on emergency
management, for instance through the 112 hotline, and did not have sufficient resources to co-ordinate a
crisis of the scale of COVID-19. Both these factors diminished the role that the FPS Public Health could
have played, especially in the first health-focused stage of the crisis. However, current efforts to revive a
dedicated crisis cell dealing with risk anticipation and preparedness in the FPS Public Health are now
taking place and should be followed closely.

The creation of the COVID Commissariat improved the articulation of the national response
to the crisis

October 2020 saw the creation of a COVID Commissariat, led by a Commissioner serving as single co-
ordinator for the crisis response. In doing so, Belgium took after the example of other OECD countries,
such as ltaly, Latvia or New Zealand that appointed a single co-ordinator or point of contact within the
Prime Minister’s Office to more clearly articulate the national response to COVID-19 (OECD, 2020;1¢]). The
choice to clearly attach the crisis response to the Centre of government, as well as the fact that the
Commissariat’s mandate was explicitly included in the new government’s coalition agreement, gave the
institution strong legitimacy and political backing to play a leadership role during the subsequent phases
of the crisis (Belgian Federal Government, 2020;17).

Moreover, while the Commissariat was a federal institution, it received the buy-in of the various federated
entities through the CC, thus enabling it to play its leadership role and ensure stronger unity in command.
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The Commissariat is widely recognised by stakeholders present during the crisis as having managed to
establish a clear single point of contact at the centre of government, backed by political will. Nevertheless,
as will be discussed in the following sections of this chapter, challenges related to the sheer multiplicity of
crisis management bodies and stakeholders, as well as timeliness of advice, did not completely disappear
with the creation of the Commissariat. Moreover, while the creation of the Commissariat alleviated the
challenges faced by the standing crisis institutions and structures, leadership, networks, and ultimately
trust, are built over time. For this reason, Belgium should consider reinforcing its standing structures and
institutions to better prepare for future crises, as opposed to resorting to ad hoc mechanisms such as that
of the Commissariat.

Belgium should consider reinforcing the mandate and structures of its federal crisis
management agency

In this context, looking ahead, Belgium should consider reinforcing the mandate and structures of the
NCCN. First, Belgium should consider updating the Royal Decree of 18 April 1988, to lift the ambiguity on
whose role exactly it is to ensure co-ordination during times of federal level crises (see previous sections).
Given that such a co-ordination role would not preclude the fact that each federated entity would retain its
mandate in making the policy decisions relating to the crisis management (within the context of the CC), it
would be useful in the future to attribute this competency directly and explicitly to the NCCN.

In addition, beyond having a legal mandate, the effectiveness of the NCCN is directly dependent on it
having political backing. For this reason, considering the current division of powers, Belgium could
consider, with further careful analysis, ensuring that the head of the NCCN is appointed using a mechanism
involving both federal and federated entities, such as a collaboration agreement.

Finally, the NCCN will need to strengthen its network and to build institutional knowledge in line ministries
for crisis management (see also the following sections for more information on this network building). To
do so, the NCCN will need to strengthen its efforts in training senior level public servants on crisis
anticipation and management (see also Chapter 2 for more on this topic).

3.2.2. Mechanisms to ensure co-operation across and within levels of government, as
well as the implementation of the crisis response

Co-ordination across government, including vertically with sub-national authorities, and the
operationalisation of decisions into implementable actions, are crucial elements of the governance of a fit-
for-purpose crisis management system. Indeed, the Recommendation calls on Adherents to complement
the core capacities in crisis agencies with flexible resources that bolster resilience, enabling reaction to
new, unforeseen and complex events (OECD, 20143)). In order to ensure such agility across government
in the face of a crisis, many OECD countries have set up standing platforms or committees that bring
together a wide array of government stakeholders across disciplines. This is the case with the Group of
Experts on the COVID-19 Management Strategy (GEMS) in Belgium, for example, which started in
December 2020. Yet, the scale of the COVID crisis meant that some countries had to complement these
traditional crisis management mechanisms with new structures. In Luxembourg, for instance, the
composition of the crisis unit in charge of COVID-19 had to evolve slightly twice to adapt to the scale of
the pandemic (OECD, 2022s)).

Similarly, in Belgium, the standing crisis management structures managed by the NCCN and the FPS
Public Health were quickly bypassed to the benefit of new ad hoc bodies, such as the Group of Experts
tasked with the Exit Strategy. The resulting multiplication of bodies with unclear mandates created
challenges around attributions of lines of responsibility and the efficiency of the crisis management system.
In addition, the politicisation of existing and newly created crisis management bodies led to difficulties in
the operationalisation of some decisions. Nevertheless, overall, close interpersonal relationships
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supported the good functioning of these governance mechanisms, particularly at the sub-national level. In
this context, this section examines the impact of the multiplication of ad hoc bodies, as well as co-ordination
between and within levels of government.

At the federal level, the multiplication of ad hoc bodies blurred lines of responsibilities and
created challenges in the implementation of policy decisions

Traditional crisis management at the federal level in Belgium is structured around the COFECO, for
interdisciplinary cross government co-ordination, and around the RMG, for the specific co-ordination of the
sanitary crisis response (Belgian Official Journal, 20032) (Belgian Official Journal, 2018y1s]). However, new
structures were put in place to provide scientific advice to government and help with co-ordinating the crisis
response. Whilst, as mentioned previously, the creation of ad hoc bodies is not specific to the Belgian
experience, the sheer number created specific challenges in this country (Figure 3.2). To this list should
be added the different task forces set up to address specific challenges (vaccination, hospital & transport
surge capacity, primary & outpatient care surge capacity, etc.), all reporting to different stakeholders.

Figure 3.2. Co-ordination cells and scientific advice bodies during the federal phase of the COVID-

19 crisis
20 | 20| 2022 |
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COFECO (including INFOCEL)

Crisis managements cells / departments within Federal Public Services & federated entities

Risk Assessment Group

SCIENTIFIC ]

Ad hoc / informal advice (at both federal and federated levels)

Standing advisory organisations (Sciensano, KCE...)

Note: This chart is a simplified representation of the different cells and bodies involved during the federal phase of the COVID-19 crisis.
Source: Authors’ elaboration based on information gathered and shared by Belgian authorities.

First, the creation of new crisis management cells and advisory bodies led to overlapping mandates
between structures. For instance, the second iteration of CELEVAL (the Evaluation Cell of the Federal Co-
ordination Committee), was first tasked with developing a barometer of the level of circulation of the virus,
together with general principles regarding the measures to be taken based on the progression of the virus.
It was later asked to translate these principles into detailed specific implementable measures for each
sector of the economy — a task which proved outside of the initial scope of their mission.

The creation of new structures also blurred the lines of responsibility between the different bodies. For
instance, while CELEVAL was created to advise the Federal Co-ordination Committee (COFECO), it de
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facto also advised the National Security Council (NSC), a political decision-making body which took a
prominent place during the acute phase of the crisis. In addition, the Group of Experts tasked with the Exit
Strategy (GEES) gave its advice directly to decision makers, thus bypassing the operational crisis
managements cells that were in charge of preparing policy decisions.

Overall, this confusion of lines of responsibility generated a lack of clear division of roles between policy,
operational, and scientific advice — often to the detriment of operational decision making. This can be
illustrated by the fact that the online Frequently Asked Questions (FAQs) pages prepared by the INFOCEL
(the Information Cell bringing together local, regional, community and federal authorities to co-ordinate
crisis communication, and co-chaired by FPS Health and the NCCN), crystallised tensions and discussions
between stakeholders. Indeed, in the absence of clear implementation routes for many of the decisions
taken at a political level, stakeholders in the INFOCEL were often left having to interpret new rules and
decisions by themselves within short timelines. As a result, INFOCEL, a body that had in theory been
created to focus solely on communication efforts, became an important player in the operationalisation of
crisis management measures.

Co-ordination between levels of government was mostly enabled by personal relations

In federal countries particularly, effective crisis management requires close co-ordination between national
and sub-national entities — which are often at the front line of the crisis response and are responsible for
crucial aspects of pandemic management. As a result, in many OECD countries, co-operation with sub-
national entities was thus both essential and complex, given that national authorities had to contend with
the varying local realities of sub-national authorities (OECD, 20221;; OECD, 2020119;). Therefore, the quality
of co-ordination among levels of government has been a key determinant in the effectiveness of the
response to the health, social, and economic crisis across OECD countries (OECD, 2022(1; OECD,
2020p19)).

In Belgium, co-ordination between levels of government is well institutionalised, as it is made necessary
by the federal nature of Belgium and the division of competencies between levels of government ensuring
the federal level and federated entities are on the same equal footing (Belgian Official Journal, 1980;20)).
From a health perspective, the Interministerial Conference (IMC) on Public Health embodied co-ordination
between levels of government. As a consultative and decision-making body, existing before the pandemic,
the IMC gathered all eight ministers — from federal and federated entities — with public health
responsibilities. The Conference met frequently and regularly throughout the crisis and discussed technical
health-related matters — such as testing and monitoring strategies or procurement procedures for vaccines
— ahead of the high decision-making level meetings.

Indeed, as of the beginning of the crisis, federal and federated entities convened regularly at the highest
decision-making level — first through the National Security Council and, as of 10 October 2020, through
the Concertation Committee. The use of the Concertation Committee, a body that had been established to
resolve conflicts regarding the division of competences between the different public entities of Belgium’s
federal state, formalised the fact that both federal and federated authorities were given an equal voice at
the decision-making table (Belgian Official Journal, 198020q)). All stakeholders involved have underlined the
importance of the CC for enabling meaningful co-ordination across levels of government, including on
topics where sub-national levels of government may not have a mandate de jure. In addition, the policy
decisions made by the NSC and the CC were regularly communicated to the public through joint
conferences bringing together the heads of the executives of all of the entities involved: the Prime Minister
of Belgium and the Minister-Presidents of the federated entities.

This effective co-ordination at the political level was also supported by collaboration at a technical level
between federal and federated entities. First, the NCCN had single contact points in both Flanders and
Wallonia for matters related to crisis management that predated the crisis. For instance, the Flemish Crisis
Centre (CCVO) had been created in 2017 to serve as a contact point for the NCCN for external co-
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ordination. As a result, communication between levels of government on matters that were within the
purview of the NCCN was facilitated. A reflection on the role of regional crisis cells and their interaction
with the NCCN could be relevant to better articulate federal and federated crisis management on a standing
basis. This could also require the development of crisis cells in other federated entities and public services,
to establish clear communication lines leading to the NCCN. Doing so would enable better collaboration,
as well as clearly recognise the NCCN’s expertise and tools in multidisciplinary crisis management.

Co-ordination between federal and federated entities was also enabled by the fact that the many crisis
management and science advice bodies mentioned previously did not have clear mandates, which resulted
in many cases the same group of people attending meetings for most of these bodies. While this situation
meant that efforts were often duplicated and that lines of responsibilities were blurred (see previous
sections for more on this topic), the upside was to facilitate information flows between stakeholders and
levels of government. Going forward, the pandemic law explicitly provides a legal basis to this co-operation
during epidemic emergency situations: “Whenever the measures have a direct impact on political areas falling within the
competence of the federated entities, the federal government offers the federated governments concerned the possibility of
consulting in advance about the consequences of these measures for their political areas, except in cases of emergency”
(Belgian Official Journal, 202121)).

Nevertheless, co-ordination of the federal or federated executives with local entities (municipalities and
provinces, mostly) proved more challenging. The co-ordination between the federal level and provinces
was hindered due to the fact that the NCCN, which has an explicit mandate to serve as a contact point for
governors on risk management issues, was not in the driving seat of the crisis response. For example, the
NCCN has been on some occasions unable to provide explanations to governors about policy decisions
made at the federal level. Similarly, co-ordination between the federal and/or federated entities with
municipalities was somewhat challenging. Indeed, a large share of municipalities (46%, out of 259
municipalities) report having faced challenges in communicating COVID restrictions for various reasons,
such as inconsistent (as well as sometimes contradictory) messages coming from the different government
entities (OECD, 2023p221). Some of these challenges also arose between federated entities and
municipalities and/or provinces.

One notable exception is in Brussels, where, due to the police functions devoted to its Minister President,
the co-ordination with all 19 municipalities took place through the Regional Security Council. The provincial
crisis cell was regularly extended to mayors when local measures could have had an impact on them
(article 23, paragraph 2, of the ministerial decree of 30 June 2020). This made co-ordination with mayors
shorter and more efficient as it reduced the number of stakeholders involved and built upon the first-hand
information of the Minister President.

At the federated level, cross agency co-ordination mechanisms mostly functioned well

Multidisciplinary crises of the likes of the COVID pandemic call for increased horizontal co-ordination within
each level of government, including at the sub-national level. Co-ordination mechanisms, whether informal
or formal, need to be tailored to the context, the mission and the objectives of the crisis response.

In Belgium, horizontal co-ordination of the crisis response within each federated entities was mainly
structured around the Minister Presidents and their respective cabinets. This ensured strong leadership
and coherence, both in the interactions with federal stakeholders and other federated entities, and within
each federated entity. Indeed, the Wallonia region set up an internal administrative co-ordination cell before
the beginning of the federal phase. Its administrative co-ordination mechanism was structured around the
regional crisis centre supporting AviQ (Agence wallonne pour une Vie de Qualité). The political co-
ordination was done with the cabinet of the Minister President, the Minister of Health, and AviQ.

In Flanders, from March to October 2020, both internal and external co-ordination was done by the CCVO,
that had a central crisis management team and crisis communication and information team for the entire
Flemish administration. On 22 October 2020, Flanders set up an extra co-ordination platform, presided by
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the cabinet of the Minister President, facilitated by CCVO, which brought together both ministerial cabinets
and the respective administration. This platform helped co-ordinate input from Flanders to the CC.

In Brussels, administrative co-ordination was ensured by a regional task force representing the Services
du College Réuni (SCR) and Iriscare, the Brussels administration, and led by a COVID-19 co-ordinator.
Political co-ordination was ensured by the Minister President, regularly sharing information to the
government and parliament. Institutional specificities giving the Minister President of Brussels-Capital
police functions usually devoted to governors, also allowed Brussels-Capital’s Minister President to be
present at the governors meeting, facilitating information flow.

The German-speaking Community established in February 2020 an overarching committee to co-ordinate
the community crisis response. Finally, the French-speaking Community saw close co-ordination between
the cabinet of the Minister President and ONE (Office de la naissance et de I'enfance). Crisis management
of this scale was challenging for a language community that is not traditionally at the centre of crises.
Overall, those different structures greatly helped overcoming siloed structures at each level of government,
even though the pace of the crisis put administrations and their staff under pressure.

Going forward, standing federal crisis management structures and reporting lines should be
clarified and vertical co-ordination further institutionalised

In the future, it will be crucial to ensure that federal crisis structures are used according to their intended
purposes. This involves allowing the COFECO to function as the central body for policy preparation and
implementation, with the support of a network of specialised operational task forces. The specific
composition and area of specialisation of the task forces will depend on the type of crisis that the COFECO
and NCCN need to manage. Giving the COFECO the opportunity to play its full role as a management
body that sits between the policy level of decision making (in the case of a national and multidisciplinary
crisis where competencies from different levels are involved, the CC) and the technical level of
decision making (task forces) or the science advice (CELEVAL), could resolve some of the issues with the
implementation of policies that stakeholders faced during the COVID-19 crisis. To this end, the composition
of COFECO could be adapted to ensure that federated entities are represented, in addition to the provinces
(at governor level).

In addition, it would be useful to establish clear reporting lines between the standing federal health
management structures and the multidisciplinary management structures in the advent of future health
related federal level crises (Annex Figure 3.A.1). Concretely, during the federal phase of a health-related
crisis, the RMG would report to the COFECO — with one body focusing on the preparation of health-related
decisions and the other focusing on the impact of these decisions on other policy fields. Similarly, the RAG
could be one of the expert groups feeding into CELEVAL (see the next section for more information on this
point). Implementing this approach would involve, among other things, enhancing information sharing and
establishing collaboration agreements between these bodies.

Finally, while the Interministerial Conferences did play an important role in the field of health during the
pandemic, evidence shows that in other areas (see Chapter 5, for example), there may have been
insufficient co-ordination across federated and federal entities. In policy areas where different levels of
government have shared competencies, the use of Interministerial Conferences can ensure greater
alignment and co-ordination throughout entities and levels of government. This tool is even more so
important in Belgium where, more so than in other federal countries, federal and federated entities are on
an equal footing. During epidemic emergency situations, the pandemic law will provide a legal basis to
anchor vertical co-operation between entities, as mentioned previously (Belgian Official Journal, 202121)).
In addition, in times of multidisciplinary crises involving different levels of government, the Concertation
Committee should be considered as the best forum for making decisions at the political level.
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3.2.3. The role of evidence and scientific advice in crisis decision making

The last important aspect related to crisis management governance concerns the advisory role that experts
and scientific bodies play to help governments make decisions. This role is also known in risk management
as “sense-making”. The COVID-19 crisis required governments to make clear and legitimate decisions
based on reliable data in a context where there were many unknowns and very little time for dialogue and
information gathering (OECD, 2020p16). Governments were also faced with the need to synthesise
information from multiple sources and stakeholders and use it to inform plans and responses to the COVID-
19 crisis (OECD, 2020p6]). As a result, many OECD countries, such as Luxembourg, Spain and
Switzerland, have activated or created scientific and expert bodies to provide advice to decision makers.
While necessary in the face of so many unknowns, uncertainties around the exact mandates or
compositions of these bodies risked threatening the public’s trust in government and in expert advice, as
well as calling into question the boundary between expertise and political decision making.

The federal government of Belgium also faced many of these same challenges. Firstly, the different
scientific advisory bodies that existed throughout the crisis did not always have a clear mandate. In
addition, while efforts were made to ensure that the advice decision makers were receiving was
multidisciplinary, there were challenges with the legitimacy of this advice due to a lack of clarity around
internal decision-making processes. In this context, this section provides an analysis of the extent to which
the Belgian federal scientific advisory system meets the main principles for robust and credible scientific
advisory systems set out by the OECD (see Box 3.3).

Box 3.3. General principles for a robust and credible system to provide science advice to the
government

To ensure the availability of credible expertise, governments should create scientific advisory systems
that:

1. Have a clear mandate, with defined roles and responsibilities for its various actors. This
includes:
o clear definition and demarcation of advisory and decision-making roles and functions
o definition of the roles and responsibilities of each actor in the system

o ex ante definition of the legal role and potential liability of all persons and institutions
involved

o availability of the institutional, logistics and personnel support necessary to accomplish the
advisory mission.

2. Involve relevant stakeholders, including scientists and policymakers, as appropriate. This
involves:

o using a transparent participation process and following strict procedures for declaring,
verifying and dealing with conflicts of interest

o drawing on the scientific expertise needed in all disciplines to address the issue at hand

o explicitly considering whether and how to engage non-scientific experts and civil society
stakeholders in advice development

o implementing effective procedures for timely information exchange and co-ordination with
various national and international counterparts.

3. Produce sound, unbiased and legitimate advice. This advice should:
o be based on the best scientific data available
o explicitly assess and communicate scientific uncertainties
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o be free from political interference (and other special interest groups)
o be generated and used in a transparent and responsible manner.
Source: OECD (2022123)), Scientific advice in crisis: Lessons learned from COVID-19 (unpublished); OECD (2015y)), The Changing Face of

Strategic ~ Crisis ~ Management, ~OECD  Reviews of Risk Management Policies, OECD Publishing, Paris,
https://doi.org/10.1787/9789264249127-en.

The respective responsibilities of ad hoc scientific advisory bodies were not always clear or
explicit and should be clarified

First, to fulfil their mission, scientific bodies should have a clear mandate, giving them the legitimacy to
interact with governmental and non-governmental stakeholders. In this sense, the OECD General
principles for a robust and credible system to provide science advice to the government recommend having
a clear mandate with defined roles and responsibilities for its various actors (OECD, 20154)) (see Box 3.3).

From the beginning of the crisis, the federal government in Belgium developed several ad hoc advisory
bodies to council decision makers on health, economic and societal matters. Federal scientific institutions,
such as Sciensano, the Superior Health Council, the Federal Agency for Medicines and Health Products,
or the Health Care Knowledge Centre (KCE), collectively played an important role in feeding epidemiologic
evidence to those bodies. Few of these ad hoc bodies, however, had an explicit or clear mandate. This
resulted in overlapping responsibilities between groups and questions around the exact scope of the advice
to be provided. For instance, the GEES co-existed with CELEVAL, when scientific advice on the exit
strategy could theoretically have been covered by the latter. Another example relates to CELEVAL 2, a
body originally tasked with providing the federal government with advice on how society could ‘learn how
to live with the virus’ and with developing a barometer to assess the state of the epidemic and generic
measures associated to it. This body was later on tasked with translating those generic measures into
sectorial and specific ones, a mission that the experts in the group deemed outside of the role of an
advisory committee and best fit for an operational cell. On the other hand, the GEMS, which was
established later in the crisis, did have an explicit mandate.

In addition, even where mandates were clear, scientific advice bodies had limited resources to support the
accomplishment of their advisory mission. Experts working in these groups did so on several instances on
a voluntary basis and were not relieved of their other functions, creating challenges with continuity in
experts’ attendance. There were also challenges in ensuring sufficient resources to provide a secretariat
for these bodies. While some bodies turned to private sector consultancies to fill those gaps, thus creating
other issues linked to the transparency and the exact role of these individuals in the advisory body, not all
bodies were able to do so.

It will be essential in the future for advisory bodies, whether they are standing, dormant crisis cells or
ad hoc bodies, to benefit from clear and explicit mandates. This mandate should not only be limited to a
legal text promulgating the creation of body but should also include clear terms of reference and a budget.

Efforts were made to ensure the multi-disciplinarity of the advice, but broader scientific
expertise could have been included

The COVID-19 pandemic quickly emerged as being not only a sanitary crisis, but also a social and
economic one. The multidisciplinary nature of the crisis meant that governments had to rely on different
types of expertise. However, in many OECD countries, science advice bodies were too heavily focused on
the health impacts of the crisis (and mainly physical health, and to a much lesser extent mental and social
health), especially in the first wave of the pandemic (OECD, 2022;1;). Indeed, including expertise from a
variety of backgrounds ensures that decisions are informed by credible and neutral advice. In Belgium, the
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idea of multidisciplinary advice came in quite early in the crisis, with the GEES, CELEVAL 2 and the GEMS
seeking to include experts from different fields of expertise, such as economics, civil society and
psychology.

In practice, striking a balance between different disciplines was a complex task. The GEES, for instance,
was composed of 5 experts on biomedical science, 5 experts focusing on social and human sciences, and
2 experts in economics, and had also different task forces (for instance one on mental health, one on how
to deal with other medical conditions than COVID19). However, in practice, stakeholders felt that voices
from non-virological and epidemiological disciplines were not given the same weight in the discussions.
This challenge is, in part, a result of the fact that decision-making processes within the groups had not
been formalised ex ante. For instance CELEVALZ2 involved a wider range of expertise, but was still
dominated in the facts by experts in infectiology. The GEMS, however, did manage to involve a wider range
of expertise (it was composed of 24 experts in infectiology, epidemiology, psychology, public health,
economy, civil society, as well as public services and sanitary authorities) and stakeholders report that
more balanced discussions took place. The Economic Risk Management Group (ERMG) is also a good
example of an advisory body that represented different forms of expertise, as it was a group dedicated to
analysing the economic impacts of the crisis, where social partner organisations were represented (see
Chapter 6).

Still, this multidisciplinary approach could have benefited from including an even wider range of expertise.
Civil society and practitioners are also important stakeholders, as they can provide valuable information
on the operational impacts of measures and their feasibility. They can increase the credibility of scientific
advice (OECD, 2022}1;). These groups were not always fully involved in the Belgian advisory bodies. In
fact, across the OECD, only few countries involved those types of stakeholders in their scientific advice
bodies. Similarly, experts from other disciplines, such as behavioural insights or mental health specialists,
were rarely included in the above-mentioned advisory bodies. This type of expertise did play an important
role in helping shape an effective yet proportionate response to the crisis in other countries. For instance,
in Austria, the COVID Crisis Co-ordination Committee (GECKO), provided multi-disciplinary evidence
throughout the crisis. The GECKO brought together scientists from various disciplines, experts from
interest groups, and other organisations (OECD, forthcomingp24)). In Belgium, building multidisciplinary
advice in times of crisis will prove essential to best address potential upcoming crises. Practitioners,
leaders of civil society organisations and legal and mental health experts could enrich the type of expertise
developed in scientific advice bodies and improve the nature of the advice delivered.

The credibility and legitimacy of scientific advice was challenged, and should be the focus of
future efforts to strengthen science advice

The COVID-19 crisis put scientific advice under the spotlight. Across OECD countries, efforts have been
made to support this advice through an enabling and supportive institutional environment. Sound evidence
governance ensures that the evidence provided answers to the highest standards of advice, limiting undue
bias in decision making, reducing potential impact of lobbying, and ensuring governments can act in the
interest of the public. This means ensuring the appropriate levels of integrity, accountability, contestability,
public representativeness and transparency possible (OECD, 2020;25)). The sense of urgency deriving from
the crisis sometimes shook scientific advice governance.

In Belgium, efforts have been made to make the advice shared with decision makers transparent, as all
reports from the GEES, CELEVALZ2, the GEMS and the RAG were made public. This aligns with the OECD
Recommendation on the Governance of Critical Risks, which highlights the need to “ensure transparency
regarding the information used to ensure risk management decisions are better accepted by stakeholders
to facilitate policy implementation and limit reputational damage” (OECD, 20143;). Those reports were
usually published after corresponding decisions were made. Even though they were not available in all
official languages, they represented an important step towards greater understanding of the advice made
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and its scientific underpinnings. Similarly, the Austrian GECKO, mentioned previously, saw its expert
meetings summarised in an executive report and published on the website of the federal Chancellery
(OECD, forthcomingiz4). In Ireland, the National Public Health Emergency Team was in charge of co-
ordinating the response of the health sector and facilitating information flow between the Department of
Health and its agencies. The Team published its meeting agendas and meeting minutes, including
dissenting opinions, actions and policies discussed (OECD, 2020p6]). Going forward, making Belgian
scientific advice public by default and including dissenting expert opinion when applicable could help make
scientific advice more credible and robust.

Moreover, the decision-making processes of the various ad hoc scientific advice bodies could have
benefited from being made explicit and public, as was done for the RAG accordingly to its house rules.
The OECD Principles for a robust and credible system to provide science advice to the government
highlight the need to produce sound, unbiased and legitimate advice that should be based on the best
scientific data available, explicitly assess and communicate scientific uncertainties, be free from political
interference (and other special interest groups), and be generated and used in a transparent and
responsible manner (OECD, 2015p)). This, amongst others, requires declaring potential conflicts of
interest, which is particularly crucial for trust in a context where scientists are speaking to the public, to
protect these scientists from external pressures. Such declarations of conflict of interest did take place in
the RAG and the GEMS. However, these were not always shared with the public. Yet, sharing with the
public how advice is formulated and how disagreements are taken into account amongst expert groups
can help citizens understand why the advice was made. It also allows for disagreements to be structured
and balanced, instead of taking place through the media. The pandemic law adopted in 2021 does mention
that experts involved in providing advice during a future pandemic will need to respect a code of ethics
determined by the King, as well as the fill out an of a “declaration of interest” (Belgian Official Journal,
2021p21)). However, going forward, experts for which potential conflicts of interest have been identified
should clearly be excluded from participating in government advisory bodies at large, regardless of whether
these bodies serve to advise government on pandemic response or not. Doing so would better protect
experts participating in those groups from external pressures, as well as strengthen the legitimacy of the
advice. To this end, establishing procedures for identifying, managing and resolving conflict of interest
situations in all government advisory bodies could be a first step for the Belgian government.

3.3. Crisis communication

The OECD Recommendation of the Council on the Governance of Critical Risks advises governments to
communicate risks to the public using targeted messaging, methods tailored to different audiences, while
ensuring that the information provided is accurate and reliable (OECD, 2014). In this sense, the
Recommendation stresses the importance of crisis communication, understood as communication from
the government to the public and stakeholders on the evolution of the crisis and the actions to be taken in
response to a risk that has materialised. Such communication should be targeted, adapted, accessible,
precise and coherent (OECD, 20162¢)).

In Belgium, as in many other OECD member countries, it has sometimes been difficult to strike this
balance, given the fast-changing nature of the health measures to be communicated. Indeed, while crisis
communication was mostly coherent throughout the pandemic, the initial role some scientific experts
played with limited involvement from senior decision makers impacted its overall coherence. In addition,
several experts from the ad hoc scientific advice bodies communicated to the media on a regular basis,
which sometimes blurred the lines between official communication channels and those done by individuals
in their own name. Moreover, Belgium diversified its communication strategies and channels, but ultimately
could have gone further in making efforts to reach marginalised groups and different language
communities. Finally, the impact of the federal government’'s communication efforts, particularly on trust,

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



96 |

have been evaluated throughout the crisis. These efforts have proved helpful in providing insights to the
government on how and when to adapt communication measures.

3.3.1. Crisis messaging was mostly coherent but suffered from dilution across levels of
government

As was the case in most OECD countries, producing coherent messages to the public, resting on
government-wide communication strategies, was a challenge in Belgium. This problem had already been
identified by OECD countries prior to the COVID-19 pandemic. Indeed, OECD data shows that in 2019,
Centres of Government and Ministries of Health had already identified communicating in times of crises
and producing government-wide communication strategies as some of the top challenges governments
face when it comes to public communication (OECD, 2021;277). This is because meaning-making in times
of crisis requires coherent, clear, and continuous communication, which is often difficult to achieve when
decisions have to be made quickly and adapted continuously. This is why leadership is also critical to crisis
communications in order to provide an overall narrative for the crisis response and to gain trust from
citizens (OECD, 2015}4)) (see also previous sections of this chapter for more information on this topic).

Meaning-making quickly evolved throughout the crisis in Belgium. As was the case in some other European
countries, public communication in Belgium, during the early months of 2020, conveyed a conservative
view of the risk present by the COVID-19 virus, informed by the national experts’ understanding of the
evidence available at the time (see Chapter 2 for more details on this). It is only once it became clear that
the nature of the threat would amount to a pandemic that public communication was scaled up and the
nature of the risk communicated fully. This shift in narrative is not specific to Belgium but may have
exacerbated issues with trust in government (see Figure 3.4) and potentially minimised the impact of
communication efforts (Figure 3.3).

The work of INFOCEL, whose initial role was to bring together the spokespersons from the different
government entities to align the overall crisis messaging, contributed to ensuring the coherence of
messages from 12 March 2020. Still, the coherence of messages to the public in further stages of the crisis
suffered from the multiplicity of messaging coming from the different federated entities. Indeed, data from
the OECD shows that a large share of respondent municipalities encountered challenges throughout the
pandemic with the inconsistency of responses between levels of government (37% of total respondent
municipalities, 81% of municipalities having faced communication challenges) and contradictory
information shared from the different government actors (34% of total respondents, 73% of municipalities
having faced communication challenges) (Figure 3.3) (OECD, 202322).
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Figure 3.3. Main challenges faced by municipalities in communicating COVID-19 measures to the
general public

Main challenges highlighted by respondents that encountered communication challenges

Inconsistency of responses between levels of government/geographical areas

Contradictory information from government actors/experts

Lack of tools made available by the federal government to communicate to the
public

False and misleading information from non-governmental actors

Lack of tools made available by the regional government for communication to
the public

Lack of tools made available by provincial authorities to communicate to the
public

0% 20% 40% 60% 80% 100%

Note: Original survey question: Have you encountered any challenges in communicating COVID-19 measures to the general public? Yes/ No,
If so, why?: N=118. VLA =55, WAL=53, BXL=6, German-Speaking Community=4.
Source: OECD (2023), Survey of Belgian municipalities in the context of the OECD Evaluation of Belgium’s COVID-19 responses.

StatLink Sa=ra hitps:/stat.link/62Ipgy

Another challenge in communication about the crisis in Belgium was linked to the use of experts as
spokespersons during the crisis. Indeed, aside from the two interfederal spokespersons, scientific experts
from advisory bodies were in charge of communicating the epidemiological situation and any restrictions
to the public during the first six months of 2020. Whilst experts are valuable figures in a pandemic to help
with meaning-making and to foster trust amongst the public that governments’ decisions are backed by
science, the choice to have them be the ones to communicate almost exclusively to the public created
several challenges. First, few of these experts had prior experience in communicating to the public or had
received any media training. Several of them also felt that their mandates were unclear and were uncertain
as to what media engagements they could or could not accept.

More importantly, scientific experts were asked by media to provide explanations for decisions that they
had not taken part in. This became particularly true after the first wave of the pandemic when decisions
became more nuanced (for example finding compromises between societal, economic and health
interests). Whilst the Prime-Minister and Minister-Presidents were holding regular press conferences to
present the decisions made by the Concertation Committee, there was usually little time to discuss the
application of measures or their rationale. The strong presence of experts in the media therefore raised
important issues with the public’s perception of the boundaries between science and decision making in
democracy. In later stages of the crisis, these tensions were somewhat alleviated as the political sphere —
as was the case with the Minister of Health in particular — began communicating more regularly and directly
to the public.
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3.3.2. Despite a multiplicity of communication channels and tools, there were challenges
targeting vulnerable and minority groups

Crisis communication took different shapes and forms during the crisis across OECD countries. Media
briefings, press releases and conferences, information campaigns, posts on social media and FAQs were
tools used to communicate the epidemiological context and measures to the population. During the
COVID-19 crisis, communication channels opened by the NCCN and Centres of Government and
Ministries of Health were crucial to communicate to the public (OECD, 202127)).

The Belgian government also used a wide array of communication channels, such as a one-stop-shop
website for all information related to the pandemic response, info-coronavirus.be, the nomination of two
spokespersons, one each for the French and Dutch-speaking Communities. Later on, periodic press
conferences of the NCCN were also partially translated into German. The Chancellery also organised four
communication campaigns in over 10 languages, both on print, on the radio, and on TV. Those campaigns
were thoroughly monitored and evaluated to follow their impact and their resonance with the population.
Throughout communication campaigns, TV, posters, social media and radio remained the channels
reaching the biggest share of the public. This multiplicity of channels through which the same message
was shared was useful to target as large a share of the population as possible. Federated entities also
organised parallel communication campaigns, in some cases to strengthen the federal message, as in
Flanders, or to target more precisely communities, as Brussels-Capital did around religious feast days.

Tailoring communication materials has been shown to be an efficient way to disseminate information to
diverse population segments (OECD, 20221}). Despite the fact that the Chancellery and NCCN translated
their communication campaigns in many different languages and that the Chancellery contacted
influencers from various backgrounds to reach certain communities, certain language minorities and
people with immigrant backgrounds may have not been sufficiently targeted. Yet, such targeting could
have increased compliance with measures. Indeed, studies from INFOCEL showed that some
communities were getting their information from non-governmental and non-Belgian sources. In Brussels,
data shows that most marginalised groups did not trust public authorities, which led to communication
challenges (Fortunier and Rea, 2021p25)). Attempts at developing targeted communication channels
through associations of young people with migrant background took place as part of the vaccination
strategy, but were ultimately not evaluated. Those efforts were, however, going in the right direction, and
the development of a network of relevant associations to quickly and efficiently reach all parts of the
population should be developed. Moreover, communications between GPs and patients were
unsystematic, with some reporting extensive outreach to vulnerable patients about COVID-19 prevention,
risks and care, while others were less proactive. GPs and GP networks could be used in future health
crises to better communicate about both the health emergency itself and the importance of care continuity,
particularly for vulnerable populations (see Chapter 4). In addition, not all of the information shared to the
public was translated in German, one of the three national languages of Belgium. As a result, the population
of the German speaking part of the country would rely on foreign (German) news for information,
sometimes creating confusions around what rules to follow. To that extent, ensuring timely translation of
key information to all three national languages should be a goal of the national communication strategy.

3.3.3. Important efforts were made to monitor trust levels and the impact of
communication efforts

Adherence to measures is closely linked to trust in government and the perception that measures are
necessary. Across OECD member countries, trust in national government is associated with perceptions
of preparedness for a future pandemic, and vice-versa, making trust in government a crucial component
of potential adherence to future measures (OECD, 2022/29)). This is why it is important for governments to
monitor levels of trust and any impacts communication efforts might have on them.
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Data shows that Belgium historically has a relatively lower share of its population that trusts the national
government than most OECD countries (Figure 3.4) (OECD, 202229)). In addition, evidence from the work
of the Motivation Barometer, a consortium of Belgian academics focused on measuring trust during the
pandemic and financed by RIZIV INAMI, shows that citizens’ trust in government and public institutions
generally declined throughout the pandemic in Belgium, even though trust in some political figures may
have increased during that time. For instance, vaccinated inhabitants’ trust in government went from 49%
to 33% between November 2021 and January 2022. For unvaccinated residents, those numbers
decreased drastically, from 37% to 3% (Movation Barometer, 2022;30)).

Figure 3.4. Belgium sees lower trust in its national government than other OECD countries

Share of respondents who indicate different levels of trust in their national government (on a 0-10 scale), 2021
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Note: Figure presents the within-country distributions of responses to the question “On a scale of 0 to 10, where 0 is not at all and 10 is
completely, how much do you trust the national government?” Mexico and New Zealand are excluded from the figure as the question on trust in
national government is not asked. “OECD” presents the unweighted average across countries. For more detailed information, please find the
survey method document at http://oe.cd/trust.

Source: OECD (202219, Building Trust to Reinforce Democracy: Main Findings from the 2021 OECD Survey on Drivers of Trust in Public
Institutions, Building Trust in Public Institutions, OECD Publishing, Paris, https://doi.org/10.1787/b407f99c-en.

Levels of trust also differed between stakeholders. 78% of vaccinated groups, and 25% of unvaccinated
groups respectively, on the contrary, trusted the competence of the GEMS (Movation Barometer, 2022(30)).
Even though further work should be carried on this specific aspect, lower vaccination rates in Wallonia
than in other parts of the country also correlate with a more active antivax discourse in the French-speaking
and German-speaking Communities. This is further confirmed by evidence that 20% of people in Wallonia
and Brussels-Capital believe in COVID-19 conspiracy theories, versus 18% on average in Belgium
(Gugushvili et al., 2023(317). Overall, results show that these challenges with trust in government in Belgium
may have minimised the impact of communication efforts (Figure 3.3). Acknowledging this challenge, the
NCCN monitored media and social media to also identify mis and dis information efforts. Although fighting
against mis and dis information represents a complex task, the NCCN developed guidelines to support
municipalities with dealing with misinformation. Data from the OECD shows that municipalities did not
perceive false and misleading information from non-governmental actors as a major communication
challenge (see Figure 3.3), suggesting that the NCCN'’s efforts to support local actors in this regard may
have been fruitful.

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023


http://oe.cd/trust
https://doi.org/10.1787/b407f99c-en

100 |

Reinforcing the effectiveness of crisis communication in the future will require increasing its
coherence across levels of government and setting clearer boundaries between science
and decision making

In the future, ensuring that measures are clearly communicated, in a uniform manner, by all levels of
government and through a single, dedicated, channel could assist municipalities in understanding and
applying them as envisioned. In this sense, the role of the NCCN'’s INFOCEL is crucial to ensure alignment
between federal and federated entities. Allowing the INFOCEL to play its full role as an operational body
dedicated to aligning communication efforts will be crucial to the effectiveness of future crisis
communication campaigns.

Moreover, support to provinces and municipalities will also be important to promote coherence across all
governmental actors. This support can be provided through communication toolkits or guidelines that
should be developed jointly with different levels of government to help municipalities and provinces adapt
to fast-evolving situations.

Finally, in the event of an upcoming crisis, mandates and the house rules of scientific advisory bodies and
groups should include a section on media intervention. This section could define whether a spokesperson
of the group is in charge of media interventions or not, and mention that experts are only allowed to
intervene in their own name and not on behalf of the group. As much as possible, it is important that
scientific disagreements take place directly within the group and not indirectly in the media.

3.4. Involvement of society as a whole and continuity of democratic life

Public authorities currently co-exist with an increasingly large network of actors and are facing increased
pressure from society and the media. As a result, traditional approaches to crisis management based on
command-and-control procedures are no longer sufficient. New and complementary approaches are
needed to deal with unexpected events and respond to unprecedented shocks. This means that
governments must conduct networked, society-wide crisis management, which involves working with local
entities and stakeholders from the private sector, the research community and civil society. In times when
democratic processes are temporarily not functioning as envisioned, crisis management also calls for
implementing policies to ensure continuity of the nation's democratic life.

This section of the chapter looks both at the measures put in place in Belgium to ensure the continuity of
democratic life, in terms of adaptation of regulatory processes, proportionality of measures, and the
evaluations of policies. It also examines how Belgium laid the first stone towards a whole-of-society
approach to the crisis.

3.4.1. Democratic accountability mechanisms were mostly preserved throughout the
pandemic

OECD governments implemented policy measures unprecedented in scope and depth to contain and
mitigate the effects of COVID-19. In many countries, emergency measures were accompanied by a
restriction of civic freedoms and rights (OECD, 202132). For instance, at the start of the pandemic, 20 out
of 38 OECD countries declared a state of emergency to give the executive special powers to prevent the
spread of COVID-19 and to mitigate its effects on society (OECD, 202133;). Evidence also suggests many
governments also operated with lower standards of consultation, transparency, oversight, or control during
COVID-19.
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In this context, this section analyses the extent to which the Belgian federal and federated entities adapted
their decision-making processes, either through special powers to the executive or sped-up legislative
processes, to face the crisis. Finally, it looks at the extent to which the Belgian authorities sought to
preserve democratic accountability by putting in place ex post evaluations and other mechanisms.

The stringency of measures remained similar or lower to neighbouring countries

Broader and more stringent restrictions on individual liberties, albeit temporary, call for greater democratic
accountability. The stringency of measures taken by governments varied greatly across OECD member
countries. The Oxford Coronavirus Government Response Tracker analyses the stringency of government
responses to COVID-19, by looking at several dimensions of policy response: closure of schools,
workplaces, limitations to public events, confinements, restrictions of movement between cities and
countries, as well as income support and testing & tracing, face-covering (masks) and vaccination policies
(Hale et al., 202134). This data provides a comparison of the stringency of measures taken in Belgium and
in neighbouring countries across time. Overall, the result show that measures in the country were less
stringent on individual freedoms than in other countries.

Indeed, during the first wave of COVID-19, Belgium had a similar stringency level than neighbouring
countries, while it was lower than neighbouring countries and similar to Luxembourg’s during the second
wave. From November 2020 to 4 June 2021, Belgium’s stringency index was lower than most neighbours,
with a notable exception during the third wave of the pandemic when Belgium decided to close schools
and non-food item shops when the index was the highest across all neighbouring countries. However,
regional and provincial differences should be noted. In addition, the methodology of the Oxford stringency
index has been debated, given that the index does not differentiate between hard rules (legally enforced)
and guidelines.

The adoption of a pandemic law allowed for greater oversight from Parliament on restriction
measures

The extent to which regular democratic accountability mechanisms continued to function during the crisis,
is different across the different governmental entities in Belgium. At the federal level, the government of
Belgium declared “exceptional circumstances” that gave exceptional powers to the executive. Indeed, the
law of 27 March 2020, gave special powers to the King for three months, allowing royal decrees to replace
legislation (see Box 3.4). The 47 royal decrees adopted under this regime were confirmed by Parliament
ex post in December 2020. These royal orders were discussed between political parties, with each order
being sent in advance both to the government and the opposition party in order to preserve some form of
consultation in the absence of regular legislative procedures. The period when Parliament's powers were
limited was thus relatively limited at the federal level in Belgium compared to some European countries.
For example, in France, the state of health emergency, first introduced for two months by the law of
23 March 2020, was as extended until 10 July 2020 inclusive, and then reinstated from 17 October 2020
to 1 June 2021.
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Box 3.4. The use of special powers at the federal and federated levels

Article 105 of the Belgian Constitution states that “The King has no powers other than those formally
attributed to him by the Constitution and the specific laws passed by virtue of the Constitution itself’.
On the basis of this article, and under exceptional circumstances, the federal Parliament can grant
special powers to the King. An empowering act by Parliament specifies the scope of these special
powers.

On 26 and 27 March 2020, Parliament granted special powers to the King, giving the government the
possibility to repeal, modify or replace legislative provisions through regulations (in practice, royal
decrees). These two empowering acts outlined the exceptional circumstances justifying special powers
(COVID-19 and its consequences), their timeframe (3 months renewable once), as well as their finality
and objectives (tackle the pandemic, take specific measures to protect society, amongst others). The
executive exercised special powers though royal decrees, which only had a regulatory nature until their
legislative confirmation ex post by Parliament, within a year of their adoption.

Similarly, article 78 of the special law of 8 August 1980, enables regions and communities to grant
special powers to their executive. The COVID-19 crisis, by its unprecedented scale, led most federated
entities to resort to those temporary special powers.

Source: Belgian Constitution; Commission de Venise — Observatoire des situations d’urgence (2020), Observatoire des situations d'urgence
dans les états membres de la Commission de Venise, https://www.venice.coe.int/files/EmergencyPowersObservatory/BEL-F.htm; Belgian

Federal Parliament (2020), Les pouvoirs spéciaux,
https://www.dekamer.be/kvvcr/pdf_sections/news/0000012118/MAG_Edition_Speciale_06-2020_FR_BAT.pdf.

Nevertheless, whilst the federal government of Belgium did not use exceptional powers after 27 June 2020,
it did restrict freedom of movement through ministerial decrees. These restrictions were based on the law
of 15 May 2007 on civil security, which gives the Minister of Interior the right to restrict movements of the
population to preserve public order, the law of 5 August 1992 on police function, which gives the Minister
the right to exercise attributions usually given to mayors, and the law of 31 December 1963 on civil
protection, giving the Minister of Interior the right to implement measures to protect the population. Overall,
55 ministerial decrees restricting freedoms were taken during the period of March 2020 to March 2022.
The fact that such restrictions to fundamental freedoms were taken on the basis of regulation (mostly by
the Ministry of Interior), that is, without the involvement of Parliament, either ex ante through Parliamentary
voting procedures or ex post through Parliamentary control, raised questions in public debate related to
the legitimacy of the restrictions. The Council of State, the highest administrative court in the country, did
confirm these ministerial decrees under emergency procedure, as did the Constitutional Court and the
Court of Cassation (Belgian Council of State, 202035)) (Belgian Council of State, 202136]). To note that,
although the ministerial decrees were signed by one minister, they were systematically previously
discussed in the federal Council of Ministers, the National Security Council and the Concertation
Committee.

To provide a more robust legal underpinning to these restrictions of freedom, the Belgian government
developed a so-called “pandemic law” (Law relating to administrative police measures during an epidemic
emergency situation), adopted by Parliament on 14 August 2021, (Belgian Official Journal, 2021217). This
law gives a greater role to Parliament in holding the executive to account, as the government has to report
every month on the measures it has adopted to Parliament, conduct an evaluation of these same measures
within three months of taking them, as well as provide information to Parliament on the scientific basis of
each measure before adopting them. Moreover, measures taken through subsequent royal decrees can
only be taken once an epidemic emergency situation would be declared by a royal decree and confirmed
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by a law adopted in Parliament. In addition, Parliamentary sessions were never suspended during the
duration of the pandemic and working methods were simply adapted to allow for remote participation.

Federated entities chose different approaches to adapt legislative procedures during the crisis (Nihoul,
2022371). In the German-speaking Community, a crisis decree gave special powers to municipalities for a
short period of time, and authorised the government to act through specific legal instruments (circulaires).
Flanders did not make any legal adaptations to regular legislative processes. Its government did
exceptionally rely on an agreement between the Minister President and the Parliament of Flanders to
shorten the legislative process thanks to sped-up working methods.

In Brussels-Capital, the French Community and Wallonia, however, the executive received special powers,
allowing greater flexibility and speed for decision making, but temporarily minimising the involvement of
Parliament. Overall, special powers were used in these entities for longer than at the federal level. In the
case of the French Community, the Brussels-Capital’s Joint Community Commission (COCOM) and the
Commission communautaire francaise (COCOF), special powers were used for the first time in the history
of the entity. Still, in these entities, the executive conducted pre-legislative consultations with key sectors
of society in order to maintain a certain level of transparency in decision making. In all entities, the
continuity of Parliaments’ work was ensured by adapting working methods, for instance through the use of
hybrid tools.

Belgian authorities have conducted many evaluations of their COVID-19 response, but
could have made greater use of accountability mechanisms

Evaluations are a central element of the continuity of democratic life in that in they promote accountability
of decision making. Indeed, in the wake of the crisis, it is important to conduct in-depth analyses of what
happened and to look at the relevance, coherence, efficiency, effectiveness and sustainability of the
measures taken. It is important to carry out this process for each individual measure and each institution,
but also to take an overall look at the response to the crisis. This is why the OECD Recommendation on
the Governance of Critical Risks calls on Members to demonstrate transparency and accountability in risk-
related decision making, notably by incorporating the findings from events and research into improved
preparedness and resilience planning.

Federal and federated entities in Belgium have conducted a number of evaluations of their COVID
responses. At the federal level, the Parliamentary special commission on Belgium's management of the
COVID-19 epidemic wrote a report on this topic in September 2021, detailing 135 recommendations
(Belgian Chamber of Representatives, 20213s). The Walloon Parliament also created the special
Commission in charge of evaluating the Walloon response to sanitary crisis management on 15 July 2020.
This Commission evaluated sanitary, economic, financial and social aspects related to the regional crisis
response and formulated 236 recommendations to strengthen local crisis response (Parlement Wallon,
2020p9)). The Flemish Parliament also set up an ad hoc committee on 27 May 2020, dedicated to “the
evaluation and further implementation of the Flemish Corona policy”. The committee adopted 119
recommendations related to long term care facilities and well-being in general. Similarly, on 20 July 2020,
the Parliament of the German-speaking Community set up a special committee to deal with the COVID-19
pandemic and the consequences of the measures taken in the German-speaking Community. This
evaluation looked at challenges in the health and care sector, the social everyday life of the population
including education, the working conditions, as well as crisis management and public services (Parlament
der Deutschsprachigen Gemeinschaft Belgiens, 202240)). Finally, the Parliament of the Brussels-Capital
region also conducted an evaluation through a special commission set up in July 2020, which led to 183
recommendations on prevention and safety, health issues, and the economy and employment (Brussels'
Parliament, 202141)). In parallel, the federal Court of Audit realised several ex post audits on support
measures for companies and individuals, both at the federal level and for the Flemish, Walloon, Brussels-
Capital regions, as well as the French and German-speaking Communities. Those audits were published
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between November and December 2021, looking at the period between March and December 2020.
Overall, therefore, important efforts have been made in the country to draw lessons from what has worked
and what could be improved in the pandemic response. Such efforts inevitably contribute to the greater
accountability of the decisions made during the crisis.

Nevertheless, other forms of accountability mechanisms were not used in Belgium. Indeed, where other
countries used internal committees, or civil society advocacy groups, Belgium did not. Figure 3.5 presents
the list of forms of organisational accountability mechanisms used in OECD countries.

Figure 3.5. Organisational forms of accountability mechanisms
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Source: OECD (2022), Questionnaire on Governance of Critical Risks.
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The use of internal and/or external oversight bodies to further analyse the country’s responses to COVID-
19 would have improved accountability. In doing so, Belgium can look at the example of Latvia, where the
State Audit Office assessed the civil protection and disaster management system in 2022, finding a lack
of funding for material reserves leading to capacity shortages compromising disaster preparedness
(OECD, forthcomingjz4)).

3.4.2. A whole-of-society approach could have been strengthened

The Recommendation on the Governance of Critical Risks calls Adherents to “foster a whole-of-society approach
to clarify accountability and achieve better outcomes with more resilient communities”. It aligns with the OECD Ministerial
Declaration on Building Trust and Reinforcing Democracy, highlighting the relevance of whole-of-society
approaches to strengthen democratic models. Handling critical risks increasingly requires a shared vision
based on a whole-of-society approach: whether it is for government to better share the risk burden across
actors, for businesses to increase their resilience and co-operation with other companies, or civil society
to structure community responses.

The latter can be reinforced by citizen participation. This can take place through policy consultations,
actively involving public, private and civil society sectors in decision making and ensuring greater oversight
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and accountability of governments. During the COVID-19 pandemic, top-down approaches that were in a
majority of cases needed to provide the necessary agility to crisis response, could have been
complemented by greater citizen involvement. In Belgium, the assembly of Brussels-Capital’'s Commission
communautaire frangaise (COCOF) organised a deliberative commission, gathering parliamentarians and
citizens in September and October 2021. The commission ultimately adopted 22 recommendations to
involve citizens more closely in crisis management. A good practice example is the state of Oregon in the
United States, where a citizen assembly was convened to discuss the COVID-19 recovery (OECD, 2022y1)).
Similarly, the United Kingdom set up a commission on COVID-19 commemoration, which organised a
public consultation to define how the country should commemorate the pandemic. Almost 5 000 citizens
participated in it to identify the best ways of organising the national remembrance policy (Government of
the United Kingdom, 2022u42;). Such initiatives could be transposed in Belgium, to formally reiterate public
thanks to all professionals that ensured continuity in extremely tough circumstances and recognise the
losses and sacrifices made during the pandemic.

At the local level in Belgium, municipalities have been able to explore whole-of-society approaches. 68%
of municipalities report that they managed to involve non-governmental actors to support vulnerable groups
without difficulties (Figure 3.6). Those actors, whether from the civil society or from the private sector, have
been able to assist with efforts to support parts of the population, even if they were also encountering
capacity challenges in facing the crisis. The main reasons why municipalities did not involve those
stakeholders, or faced difficulties, were the rhythm of the crisis (67%), the lack of staff (39%) and the lack
of contact lists (30%).

Figure 3.6. Involvement of local non-governmental actors by municipalities
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encountered difficulties or have not been able to do so, what were the main causes?

Source: OECD (2023), Survey of Belgian municipalities in the context of the OECD Evaluation of Belgium’s COVID-19 responses.

StatLink Sa=r https://stat.link/h1e24q
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At the federal level, engagement of social partners took place mostly through the ERMG. As a forum, the
ERMG gathered social partner organisations representing both employers and workers, as well as public
authorities. It monitored the impact of the crisis, ensured business continuity plans, and listed the economic
measures taken. The ERMG however only met regularly until July 2020, after which its members pursued
informally their initial monitoring mission. Later on, the scientific advice group saw greater representation
of economic spheres and interests. However, it did not provide a forum for the private sector to come
together and put forward suggestions as the ERMG did. It also only provided a partial view of the private
sector.

Finally, Belgian civil society could have been more involved at several stages of the crisis. Despite the
presence of a civil society expert coming from an NGO in the GEES and the GEMS, there was no concrete
involvement of civil society in interfederal structures. The representation of several experts from civil
society, for example focusing on the most vulnerable, can bring a diversity of point of views and of
experience. The involvement of citizens in government decisions has consequences on population’s trust
(OECD, 202229)). Involvement of citizens and civil society in policy processes could have however been
reinforced by public consultations, for instance on how to bring to an end the federal phase of the crisis, or
through groups of volunteers. Such involvement can also create additional resources to tackle the
pandemic. To this end, the use of Civic Tech can increase accountability to make public action more
transparent and trustworthy. In Canada, the civil society organisation “COVID-19 Canada Open Data
Working Group” created an online dashboard that communicates in a concise way public data to citizens
(COVID-19 Canada Open Data Working Group, 2021p3). Similarly, in France, COVID Tracker and
VitemaDose were online platforms respectively displaying data on the evolution of the pandemic and an
aggregator of COVID-19 vaccination appointments availabilities designed by the same civil society team
(COVID Tracker, 2023p4)). This use of Civic Tech could help Belgium improve citizens’ interactions with
government in times of crisis, when normal democratic channels are hindered.

3.5. Summary of recommendations

3.5.1. Strengthen the overall national crisis management system

e Ensure that standard multidisciplinary crisis management structures set up by the NCCN are well-
known, fit for all types of crisis, and used.

e Allow COFECO to act as the central body for policy preparation and operationalisation in case of
a federal level crisis, with the support of dedicated operational task forces as needed.

e Allow the Concertation Committee to act as the central body for political decision making in case
of a federal level multi-disciplinary crisis.

¢ Reinforce the NCCN'’s network for crisis cells in federal ministries and in federated entities.

e Strengthen, when relevant, the representation of federated entities in crisis management
structures, for example in the INFOCEL and in the COFECO.

e Develop clear reporting lines from health crisis structures to federal crisis structures, for example
by institutionalising information sharing and collaboration agreements.

e Continue interfederal co-operation on matters where different levels of government have
competencies and promote the use of Interministerial Conferences.
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3.5.2. Ensure stronger and more coherent communication to promote trust in the crisis
response

Consider, with further careful analysis and considering the current division of powers, ensuring that
the head of the NCCN is appointed using a mechanism involving both federal and federated
entities.

Ensure full alignment of communication efforts between federal and federated entities during
federal crises, amongst other things by inviting federated entities to the INFOCEL.
Strengthen support to municipalities in communicating to citizens.

Pay special attention to communication to vulnerable groups and minorities, for instance by
involving more dedicated civil society organisations or diversifying the languages communication
is available in.

3.5.3. Develop a robust and credible system to provide scientific advice in times of crisis

During a federal phase, centralise multidisciplinary scientific advice within CELEVAL, which can

function as a centralising hub for scientific advice during crises.

o Clarify the different compositions of CELEVAL for the main risks identified in the national risk
assessment, whilst ensuring its multidisciplinarity.

o Ensure that CELEVAL works with monodisciplinary/ standing advisory bodies such as the RAG
to obtain the necessary evidence for its advice.

o Consider including broader scientific expertise (e.g. practitioners, civil society organisations,
etc.) in CELEVAL.

Define clear and transparent mandates and house rules for scientific advisory bodies in the crisis

management system, and make potential conflicts of interest amongst members public.

Continue to make scientific advice public by default and include dissenting expert opinion when
applicable (not necessarily simultaneously to the decision).

3.5.4. Strengthen democratic accountability mechanisms and reinforce the whole-of-
society approach to crisis management

Consider increasing oversight and accountability mechanisms for crisis management, for example
through greater use of Parliamentary oversight commissions in Parliament during federal crises,
or audits of the Court of Accounts.

Improve citizens’ interactions with government in times of crisis when normal democratic channels
are hindered, for instance through the use of civic tech, including online consultations, consultation
forums and e-petitions.

Consider adopting a COVID-related remembrance policy, by reiterating public thanks to all
professionals that ensured continuity in extremely tough circumstances and recognising the losses
and sacrifices made during the pandemic.
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Annex 3.A. Proposed multidisciplinary crisis
management system

Annex Figure 3.A.1. Simplified view of the proposed multidisciplinary crisis management system

Concertation Committee (CC)

Federal Co-ordination Committee

(COFECO)

Information cell (INFOCEL) Evaluation cell (CELEVAL)

Including the RMG

Operational Task Force Subgroup on epidemiology
Topic #1 (RAG)
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> . Topic #2 risks
information flow Operational Task Force Subgroup on mental
=== Reporting/ decisionmaking Topic #... health

Subgroup on ...

Source: Authors’ own elaboration.
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4 The health systems response to

COVID-19 in Belgium

The COVID-19 pandemic put enormous stress on health systems, forcing
them to cope with an unknown pathogen while also continuing to deliver
routine care and responding to acute care needs unrelated to the pandemic.
This chapter assesses the impact of the COVID-19 crisis on health and on
the health system in Belgium. It looks at the direct and indirect health impacts
of the pandemic and the effectiveness of the health systems response, with
a particular focus on the impact of the pandemic on vulnerable groups.
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Key findings

A number of weaknesses in pandemic preparedness complicated Belgium’s response to the
COVID-19 pandemic and led it to fare poorly during 2020, the first year of the pandemic. The
adjusted increase in deaths in 2020 was more than twice the OECD average, indicating how hard the
initial waves of the pandemic hit Belgium. The decision to dispose of and not replenish the strategic
stockpiles of personal protective equipment prior to the pandemic, and differing rules around allocation
to different parts of the health system, meant that some operators of critical infrastructure and essential
health and social care services faced major shortages. Nursing homes were ill-equipped in terms of
infection control expertise and often faced major problems sourcing key protective equipment.
Moreover, the political situation at the outset of the pandemic, the multitude of often overlapping crisis
structures set up to address the pandemic, and the lack of clearly assigned responsibilities meant that
in practice crisis response channels were sometimes side-lined in favour of decisions made directly by
a fairly small group of actors.

Older populations, especially those in nursing homes, and other vulnerable groups were
particularly hard hit, particularly in the first year of the COVID-19 pandemic. Nearly half (45%) of
all COVID-19 deaths in Belgium were among residents of nursing homes between 2020 and September
2022. Nursing home residents, of which Belgium has a higher share than nearly all other OECD
countries, comprised nearly three in five deaths (57%) in 2020. Belgium made several attempts to
integrate the unique circumstances of vulnerable groups, such as homeless people and undocumented
migrants, in its decision making, for example through representation of advocates in key crisis
management bodies. However, their needs were not always prioritised particularly in the initial months
of the crisis response. The severe impacts on these population groups and the major challenges
encountered around certain basic pandemic preparedness measures, such as the procurement of
personal protective equipment, underscore that Belgium could do much more to prepare proactively for
future health crises, particularly for vulnerable populations.

Despite these shortcomings, the Belgian health system was able to respond fairly robustly to
the challenges it faced from the COVID-19 pandemic and to adapt over the course of it, leading
to an improved response in 2021 and 2022. Through March 2022, the direct health impact of COVID-
19 in Belgium was lower than the OECD average and comparable to that of many neighbouring
countries, with the average adjusted increase in deaths between 2020 and 2022 some 2.5% higher
than the 2015-2019 period, compared with 5.3% higher across the OECD on average for the same
period. Many of the measures taken by Belgium in responding to the crisis, such as the management
of hospital capacity and the rollout of the vaccination campaign, were broadly successful when
compared with other OECD countries. Belgium incorporated lessons learned from the first two waves
into its pandemic response, which resulted in a much better performance in 2021 and 2022 compared
to 2020.

The pandemic holds several lessons learned to ensure that Belgium continues this path to prepare
proactively for future health crises, particularly for vulnerable populations:

o The indirect health impacts of the pandemic were also serious, with delays in routine care
and significant impacts on mental health, particularly for young and vulnerable populations, as
well as certain professions.

e Long COVID remains a concern for an important subset of people who contract COVID-19,
with concerning implications not only for health but also employability and broader well-being.

e The impact of the pandemic on the mental health of healthcare workers who were on the
front lines of the crisis has been significant.
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Despite the complexity of Belgium’s crisis response management, several of the health initiatives
adopted to fight the virus were largely successful:

e Belgium’s vaccination campaign was rolled out quickly and strategically, with identification and
prioritisation of key vulnerable groups and good co-ordination between the federal government
and federated entities. As of March 2022, nearly four-fifths (78%) of the total population had
completed their vaccination protocol, a share higher than the OECD average and above the
neighbouring countries of France, Germany, Luxembourg and the Netherlands.

e A relatively high number of hospital beds, as well as a tightly organised hospital response, and
the development of a multi-stage hospital contingency plan, helped prevent hospitals from
becoming overwhelmed during the crisis.

o Data was quickly collected to monitor the spread of COVID-19 and facilitate informed decision
making, with a new data infrastructure for information from hospitals and nursing homes scaled
up at the start of the crisis.

e Belgium was able to address some workforce shortages exacerbated by the pandemic through
a range of strategies, including support from medical and non-medical volunteers, the
deployment of military personnel to some nursing homes and hospitals, and task shifting.

Care delivery approaches were adapted during and following the pandemic to help ensure access to,
and continuity of, care:

o Reimbursement for teleconsultations was quickly approved. While widely used, the take-up of
teleconsultation services remains lower than many neighbouring countries.

e New models of primary care delivery were harnessed to improve the co-ordination of care for
both COVID-19 and non-COVID-19 patients and to identify patients particularly vulnerable to
the impacts of COVID-19 and its mitigation measures.

e Support for mental health services was expanded, with a scale-up in funding for mental health
services and strengthening of primary-level mental health support.

e Clinical pathways supporting care for long COVID have been introduced to improve the co-
ordination of care around specific patient needs.

4.1. How hard hit was Belgium by COVID-19? The direct health impact of COVID-19

4.1.1. Belgium recorded its highest number of deaths in waves one and two

While Belgium’s first COVID-19 patient was detected on 4 February 2020 in an asymptomatic person
returning from Wuhan (Renard et al., 20211;), a second case detected on 1 March 2020 marked the start
of the pandemic in the country (Renard et al., 20211;). Over the period covered in this report, Belgium
experienced six COVID-19 waves (Figure 4.1) and incurred a total of 30 811 COVID-19-related deaths
between its first COVID-19-related death on 7 March 2020 and the end of March 2022: 4 073 deaths in
Brussels, 11 122 deaths in Wallonia and 15 616 deaths in Flanders.

Waves one and two were by far the most severe in terms of mortality, accounting for 70% of total COVID-
related deaths over the period from March 2020 to March 2022. The country recorded the highest number
of daily deaths in wave one, with a total of 322 deaths on 8 April 2020, and the highest number of deaths
per wave in the second wave, with a total of 11 949 COVID-19-related deaths (Peeters et al., 2021}2;
Bustos Sierra et al., 2021(3)).
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Figure 4.1. Weekly new deaths per region per 100 000 inhabitants
From March 2020 to March 2022
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Note: Periods 1-6, demarcated by grey lines, indicate the number of the wave. Waves are based on (Jurcevic et al., 20234)).
Source: Sciensano (2023;5)), Sciensano COVID-19 Datasets. Data was extracted on 30 October 2023.

In terms of absolute mortality, Belgium appeared as an outlier, with absolute cumulative mortality ranging
far above that of many other countries in the initial months of the pandemic (Luyten and Schokkaert,
20211)). This can in part be attributed to a broader inclusion of deaths. In contrast to many other countries
that initially only counted confirmed, in-hospital COVID-19 deaths, Belgium included both suspected
COVID-19 deaths and deaths that occurred outside of hospitals in its mortality data from the start of the
pandemic, as a way to limit underreporting of cases (Bustos Sierra et al., 2020;7;; Renard et al., 2021p1).

4.1.2. The increase in mortality in Belgium was higher than in neighbouring countries in
2020 but lower than in most OECD countries in 2021 and 2022

During the pandemic — and particularly early in 2020 — many countries measured the relative and absolute
impact of the pandemic in terms of the number of positive cases, hospitalisations due to COVID-19, and
COVID-19-related deaths. While these measures were relatively straightforward to include in health
information systems and are helpful for within-country analyses, international comparisons based on these
measures are difficult to interpret, due to differences in identifying all COVID-19 related cases and deaths,
different approaches and capacities to testing for COVID-19, and different practices in recording probable
but not test-confirmed cases. A comparison of the overall number of deaths recorded in a period against
a ‘baseline’ — the average number of deaths during the same period in recent years — can help to address
many of these comparability challenges. This simple measure of ‘excess mortality’ provides a proxy for the
overall impact of COVID-19. In looking at overall deaths, the impacts of the pandemic are captured not
only through deaths directly linked to COVID-19, but those who may have been missed (for example, due
to place of death or lack of testing) as well as deaths that could be linked to missed or delayed treatment
due to the pandemic. This measure is particularly appropriate when undertaking international comparisons,
where the measurement challenges highlighted above complicate direct comparisons of official COVID-19
cases and deaths.

There are a variety of approaches on how to measure excess mortality, using different underlying data,
and calculating ‘expected’ deaths using different baseline periods, standardisations, and trends (Scholey
et al., 2023s)). Such methodological differences mean that there are differences in the magnitudes reported
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across different studies, as well as some challenges in interpreting their results. In common with other
international studies, OECD estimates use an age-standardised mortality rate (ASMR) approach to take
into account variations in population structure and size — that themselves impact mortality in a given country
and over time — while still comparing against a historical baseline average. As such, they capture changes
in overall mortality over time and between countries, rather than focusing explicitly on COVID-19-related
mortality as some other models (such as that of WHO) have attempted to do. While there are differences
in the estimates of excess mortality, other approaches to calculate the impact on mortality tend to arrive at
similar results in term of relative levels and trends over time and between countries (Office for National
Statistics, 2022q; Eurostat, 202310). Using a more sophisticated modelled (extrapolated) mortality
baseline would have led to a higher estimated excess mortality for countries where life expectancy was
improving and all-cause mortality was declining prior to the pandemic, and can lead to slightly different
relative country rankings.

Based on OECD estimates, the overall increase in mortality in Belgium for the period from 2020 to 2022
was below the OECD average, and lower than in its neighbouring countries of France, Germany,
Netherlands, but higher than in Luxembourg (Figure 4.2) (OECD, 2022;11;; Morgan et al., 2023(12)).
However, a closer examination throughout the different stages of the pandemic reveals great variation
across the years, with a particularly high increase in mortality in Belgium in 2020, but lower than historical
rates in both 2021 and 2022. The intensity of the first two COVID-19 waves in 2020 in Belgium led to a
sharp increase in the number of deaths in 2020, with the mortality rate in 2020 (adjusted for population
change') being 11.8% higher compared to the pre-pandemic years (2015-2019), and more than twice that
of the OECD average of 5.8%. In 2020, Belgium had the 9" highest excess mortality in the OECD,
performing more poorly than all of its neighboring countries. However, following the sharp increase in 2020,
mortality was 3.2% lower in 2021 and 1.2% lower in 2022 compared to the pre-pandemic years.

In Belgium’s neighbouring countries, the pattern over the pandemic years was mixed. Luxembourg
experienced a pattern that was similar to that of Belgium, with higher mortality in 2020 but a lower mortality
rate in both 2021 and 2022, compared to its 2015-2019 average. France and the Netherlands experienced
their highest increases in mortality in 2020, but the rate remained higher than pre-pandemic years
throughout the three years, and remained higher than pre-pandemic levels in 2021 and 2022. In Germany,
the mortality rate was also above pre-pandemic levels throughout the three-year period, increasing in each
year of the pandemic. Similar findings can be found for the impact of COVID-19 on life expectancy. Belgium
and France recorded a reduction in life expectancy in the first year of the pandemic, and fully recovered in
the following year, whereas Germany continued to see deteriorating life expectancy in 2021 compared to
2020 (Scholey et al., 2022(13)).

Within Belgium, all three regions experienced their highest increases in mortality in 2020. The mortality
rate was 9.9% higher in Flanders, 13.8% higher in Wallonia, and 20.8% higher in Brussels in 2020,
compared to their 2015-2019 averages. In contrast, mortality was lower across all three regions in 2021
(-4.5% in Brussels, -3.4% in Wallonia, -2.8% in Flanders) and negative or effectively unchanged in 2022
(-3.5% in Brussels, -2.2% in Wallonia, 0.3% in Flanders) compared to the 2015-2019 average.

It is important to reiterate that these estimates measure mortality patterns over annual and three-year
periods. The continual tracking and dissemination of weekly data on deaths throughout the pandemic has
shown that the variance is naturally of a much higher magnitude and that countries or regions may have
experienced significant peaks in mortality that resulted in acute pressures on health systems and
emergency services. The examination of average annual mortality rates does not reveal the variation in
mortality on a weekly basis and the impact on health systems and society at specific times.
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Figure 4.2. Change in the mortality rate for 2020-22 (compared to the period 2015-19)
Age-standardised mortality rates (ASMR)
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Note: Data refer to the age-standardised mortality rate (ASMR) method using 2015 OECD population structure. The bars represent the annual
excess mortality for the average of 2020-2022 and for each of the years indicated compared to 2015-2019. Data are sorted based on increasing
excess mortality for the average 2020-2022.

Source: Morgan, D., et al. (2023(12)), "Examining recent mortality trends: The impact of demographic change", OECD Health Working Papers,
No. 163, OECD Publishing, Paris, https://doi.org/10.1787/78f69783-en.

4.1.3. Like other countries, older populations in Belgium made up the vast majority of
COVID-19-related mortality

COVID-19 incidence rates and mortality were unevenly distributed. Older populations and people in
nursing homes were disproportionally affected. Of the nearly 31 000 COVID-19-related deaths recorded in
Belgium between the start of the pandemic and March 2022, 92% occurred among people aged 65 and
above, with nearly half of all deaths affecting the population aged 85 and older (Sciensano, 20235). While
the uptake of COVID-19 vaccines dramatically reduced the death rate from the virus, including among
older populations (who have recorded some of the highest levels of COVID-19 vaccination), the proportion
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of all COVID-19-related deaths impacting older populations has not changed substantially over the course
of the pandemic. Indeed, 90% of deaths that occurred in the first quarter of 2022 took place among people
65 and older, including 46% among those 85 and above, compared to 92% and 48%, respectively, over
the course of 2020 and 2021 (Sciensano, 2023s)).

The proportion of deaths occurring in nursing homes and among nursing home residents was particularly
severe during the first two waves of the pandemic. Between March 2020 and September 2022, nearly one-
third (32%) of all COVID-19-related deaths in Belgium occurred in nursing homes, with nearly one in two
(45%) deaths occurring among residents of nursing homes, irrespective of their place of death (Jurcevic
et al., 2023p)). In 2020, more than two in five (43%) deaths from COVID-19 occurred in nursing homes,
and nursing home residents made up nearly three-fifths (57%) of all COVID-19 deaths. While nursing home
residents continue to make up a significant proportion of COVID-19 deaths, the proportion of all COVID-
19 deaths occurring among nursing home residents fell to 24% and 31% in 2021 and 2022, respectively
(Jurcevic et al., 20234). This distribution of COVID-19-related deaths, particularly during the first two
waves of the pandemic, indicates a challenging and in some cases suboptimal response in long-term care
facilities.

Mortality rates among residents of nursing homes in Belgium have previously been reported to be the
highest among OECD countries (Rocard, Sillitti and Llena-Nozal, 202114;). The difference in recording
COVID-19 mortality between Belgium and other OECD countries makes it difficult to evaluate the extent
to which long-term care facilities in Belgium were disproportionately hit compared to other OECD countries.

At more than 67 beds per 1 000 people aged 65 and above, Belgium has one of the highest numbers of
long-term care beds in facilities and hospitals across the OECD. The number of long-term care beds per
capita is well above the OECD average of 45.6 beds per 1 000 people 65 aged and above, and higher
than all but Luxembourg and the Netherlands (OECD, 202315). The fact that a comparatively higher
proportion of Belgium’s older residents live in nursing homes compared to many other OECD countries
has meant that the impact of poor infection control and preparedness in nursing homes — a very serious
situation in Belgium during the pandemic, but not unique to the country — has had a disproportionate impact
compared to many other countries.

4.1.4. Other vulnerable groups, including people of low socio-economic status and
certain ethnic and professional groups, were particularly hard-hit

Across OECD countries, the COVID-19 pandemic has affected certain socio-economic, ethnic, and
professional groups particularly hard (McGowan and Bambra, 202216); Aburto et al., 2022(17;; Berchet,
Bijlholt and Ando, 2023|1g)). These findings were no different in Belgium. A study using linked data from the
Belgian National Register found that during the first months of the pandemic, excess mortality was
particularly high among immigrant men of Sub-Saharan African descent, with higher mortality among older
men of migrant backgrounds, compared with native-born Belgians (Vanthomme et al., 2021(19)).

Higher incidence and mortality rates were also recorded among people from a lower socio-economic
background. Between March 2020 and June 2021, the incidence rate of confirmed cases of COVID-19 in
Belgium between March 2020 and June 2021 was 24% higher in the most deprived areas than in the least
deprived ones (Meurisse et al., 20222q)). In line with that, a study using linked Belgian administrative data
demonstrated that in the first wave of the pandemic, excess mortality among people in the lowest income
decile was more than twice that of people in the highest income decile (Decoster, Minten and Spinnewijn,
20211217).

Similar patterns of high incidence and mortality rates among people with lower incomes, those living in
more deprived areas, and ethnic minorities have been found in other OECD countries. An OECD review
of evidence related to COVID-19 outcomes among disadvantaged and vulnerable groups found that the
risk of dying from COVID-19 was 40-60% higher among those in the lowest income groups in Canada,
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Luxembourg, the Netherlands and Sweden compared to those in the highest income groups (Berchet,
Bijlholt and Ando, 2023[1s]). However, differences in study methodologies, designs, and the time periods
covered across analyses complicate direct comparisons of the differential impacts of COVID-19 by different
categories of vulnerability (Berchet, Bijlholt and Ando, 20231g)).

Certain professions have also been found to have experienced higher incidence of COVID-19 compared
with other professions (Verbeeck et al., 202122)). This reflects the reduced abilities of certain professional
groups to comply with certain non-pharmacological interventions that can help to reduce infection rates,
particularly of those requiring close personal interaction, such as health professionals and employees in
the transportation and hospitality sectors (Verbeeck et al., 202122)).

4.1.5. Long COVID continues to impact an important number of Belgians

More than three years into the pandemic, long COVID continues to impact the daily lives of a non-negligible
proportion of people who are infected with COVID-19. In Belgium, health authorities have launched many
initiatives intended to better understand the prevalence and impact of long COVID. Overall, these studies
find that long COVID has serious impacts on well-being and quality of life for a significant proportion of
people experiencing long COVID symptoms.

Sciensano, the national public health institute of Belgium, launched the COVIMPACT project in April 2021.
The project ran for two years and followed a cohort of patients in Belgium who had been infected with
COVID-19 to evaluate the long-term impacts — in terms of mental health, social well-being, and physical
health — of COVID-19 and explore what determinants may impact better or worse long-term outcomes
(Sciensano, 202323)). Results from the study found that nearly half (47%) of all participants continued to
have at least one symptom related to their initial COVID-19 infection after three months, with close to one-
third (32%) of participants reporting they had at least one symptom six months after their initial infection
(Smith et al., 2022p247). About one-fifth of respondents reported having received a formal diagnosis of long
COVID from a healthcare professional (21% after 3 months, 22% after 6 months) (Smith et al., 202224)).

While a high proportion of respondents reported having at least one symptom at least three months
following their initial COVID-19 infection, many also reported that they felt they had broadly recovered from
COVID-19. At both three and six months post infection, fewer than 10% of respondents reported that they
had either not at all recovered from COVID-19 or had not recovered very much, with just 3% of respondents
reported that they felt they had not recovered at all (Smith et al., 2022/24)).

Surveys of patients in Belgium have further underscored the potential financial and employment impact of
long COVID. In a Federal Health Care Knowledge Centre (Federaal Kenniscentrum voor de
Gezondheidszorg / Centre Fédéral d’Expertise des Soins de Santé (KCE)) survey of long COVID patients,
three-fifths of patients reported that they had an incapacity to work following their COVID-19 infection, with
just one-third of respondents reporting that they had returned to work as usual at the time of the survey
(Castanares-Zapatero et al., 2021p25]). More than one quarter (26%) of respondents had returned to work,
but at fewer hours than they had worked prior to their infection, while nearly two-fifths (38%) reported not
having returned to work at all due to their health problems (Castanares-Zapatero et al., 202125). Some
37% of respondents experienced negative financial consequences due to their condition, with the impact
due to reductions in employment, medical expenses, or a combination of these factors representing the
major drivers of financial loss associated with long COVID (Castanares-Zapatero et al., 202125)).

Patients with long COVID experience a wide range of symptoms, meaning the care they need to help treat the
condition is not always straightforward and can require services from a range of healthcare settings and
professionals. In the KCE survey, co-ordination of care around long COVID was found to be poor, with an
insufficiently integrated and multidisciplinary approach hampering patient-centred care (Castanares-Zapatero
et al., 202125)). Moreover, reimbursement limits set by the national social security system — such as a maximum
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of 18 physiotherapy services reimbursed per year — were found to be insufficient to address the ongoing long
COVID care needs of some patients (Institut national d'assurance maladie-invalidité, 20222g)).

Through March 2022, patients with long COVID had access to care services through established
reimbursement schemes, but no specialised services or care pathways were reimbursed for long COVID
(Castanares-Zapatero et al., 2021;25)). While these previous agreements likely covered a certain proportion
of the care needed for long COVID and the majority of long COVID patients surveyed in the KCE survey
responded being satisfied in their interactions with the health system, a comprehensive, holistic diagnostic
work-up for long COVID was found to be lacking, with patients sometimes experiencing delays in proper
referrals as a result (Castanares-Zapatero et al., 2021y25)).

To improve the health system’s response to caring for people with long COVID, notably around the co-
ordination of care, the National Institute for Health and Disability Insurance (Institut national d’assurance
maladie-invalidité / Rijksinstituut voor ziekte- en invaliditeitsverzekering (INAMI-RIZIV)) began reimbursing
services for personalised long COVID care pathways in July 2022. Reimbursements cover services that
would not have been covered by existing reimbursement agreements. To be eligible, patients must have
a formal diagnosis of long COVID from a general practitioner, a minimum of 12 weeks after an initial
COVID-19 infection (Institut national d'assurance maladie-invalidité, 2022/26)). Policy changes to support
the continuity of long COVID care were introduced earlier in some countries. In the United Kingdom, for
example, NHS England launched an enhanced service specification to improve long COVID assessment
and care in primary care beginning in June 2021 (NHS England, 202127)).

Going forward, it will be important to monitor the potential impacts of long COVID and other long-term
health impacts of the pandemic to better understand their impact on the daily and working lives of people
as well as the response needed from the health system. Few countries have monitored the potential
prevalence of long COVID systematically on a population level. Regular household surveys in the United
States (the Census Bureau’s Household Pulse Survey) and the United Kingdom (through the Office of
National Statistics UK Coronavirus Infection Survey) stand out as examples of regular measurement of
self-reported long COVID and its impacts on daily life. Belgium should consider how it can make use of its
extensive data infrastructure, including data from the Crossroads Bank for Social Security, to monitor any
changes to the health status of its population and to the impacts it may have on socioeconomic outcomes
and the labour market.

4.2. What indirect impacts did COVID-19 have on health in Belgium?

4.2.1. The pandemic took a significant toll on mental health in Belgium

Across the 14 OECD countries with available data, the COVID-19 pandemic led to substantial increases
in the prevalence of self-reported poor mental health, with the proportion of the population reporting
symptoms of anxiety and depression doubling in a number of countries (Figure 4.3) (OECD, 2023(15)). In
Belgium, the prevalence of both self-reported depression and anxiety almost doubled between 2019 and
2020, with 18% of survey respondents reporting symptoms of depression and 20% reporting symptoms of
anxiety, in 2020, up from about 1 in 10 in 2019. While self-reported anxiety and depression fell in 2022
compared to 2020, they remain above pre-pandemic levels, with 15% of respondents reporting symptoms
of depression and 17% symptoms of anxiety in 2022 (OECD, 2023j15). Prevalence estimates may be
affected by data reporting factors such as more and more sympathetic discussion of mental health in the
media contributing to a greater willingness to disclose mental health concerns, or a higher likelihood of
disclosing mental health concerns in online self-reporting compared to in-person (Moron, Irimata and
Parker, 202325)). Nonetheless, a worsening of mental health status especially during the most acute
phases of the pandemic, particularly for already-vulnerable groups such as those with low incomes,
unemployed persons, or young people, was a pattern seen across OECD countries (Daly, Sutin and
Robinson, 2020p29;; Bruggeman et al., 202230;; Moulin et al., 202331;; OECD, 202132).
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Figure 4.3. National estimates of prevalence of depression or symptoms of depression, 2019-22
(or nearest year)
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Notes: Survey instruments and population samples differ between countries and in some cases across years within countries, which limits direct
comparability. Pre-pandemic data for Czechia is from 2017; Canada from 2015-19; Japan from 2013; Belgium from 2018; United Kingdom from
2019-March 2020; and Korea from 2016-19.

Source: OECD (202333]), OECD Health Statistics 2023.

StatLink = hitps:/stat.link/r5igxd

The utilisation of medicines related to mental health treatment appears to have fallen during the pandemic.
Compared to the previous year, antidepressant prescriptions fell at the start of 2020 and remained lower
than prior to the pandemic into 2021 (Figure 4.4Figure 4.4).

Figure 4.4. Average monthly percentage of adults who purchased a prescribed antidepressant over
the last 3 months
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Note: Unweighted three-month averages calculated based on monthly data.
Source: L'Agence InterMutualiste (202334)), ATLAS IMA website.
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Data from primary care in Flanders suggests that the distribution of care for mental health conditions also
changed over the pandemic period. Overall, general practitioners provided more mental healthcare over
the course of 2000 and 2021 than prior to the pandemic, with the volume of registrations for mental
healthcare rising by nearly 9% in 2020 and 40% in 2021, compared with the 2018-2019 period (Vandamme
et al., 2023;351). While care increased for depression and anxiety, care for other important mental health
conditions — such as eating disorders and care for substance abuse problems — fell in primary care over
the course of the pandemic and had not recovered by the end of 2021 (Vandamme et al., 2023;35)).

Relatively early on in the pandemic, regional authorities adopted measures to strengthen the provision and
continuity of mental healthcare. Walloon health authorities increased the mental health workforce during
the pandemic by funding an additional 189 full-time positions to strengthen outpatient mental health
services, as well as services related to suicide prevention, palliative care and mental health support for
care workers and those living in long-term care facilities (OECD, 202336]). Brussels scaled up mental health
services targeted at specific populations, creating a temporary telephone hotline to provide psychological
support to caregivers, increasing the number of child and youth front-line mental health teams, and
increasing outreach in outpatient mental healthcare, including outreach for vulnerable groups (OECD,
20231361). The region also scaled up the number of lieux de liens — places of connection — community
centres that are accessible to people with psychiatric and psychological conditions, but which operate
outside of the formal mental health system (Lasserre and Misson, 202137;; OECD, 20233¢)).

Ongoing health reforms undertaken by authorities, including at the federal level through the Interministerial
Conference on Public Health, aim to ensure the continuity of mental healthcare and expand access to
psychosocial services for those who newly needed them. These reforms built on efforts already underway
prior to the pandemic to strengthen the access and affordability of primary mental healthcare services, and
include EUR 112.5 million in additional funding earmarked to strengthen primary mental healthcare
(Healthy Belgium, 20233s;). Reforms to the mental health system intended to strengthen first-line mental
health services were based on the existing 32 mental healthcare networks, each covering specific regions
and targeting both adult and child and adolescent mental health services. In particular, the reforms were
aimed at helping to improve prevention and early detection, as well as to identify vulnerable groups and
consider broader socioeconomic factors that could contribute to poor mental health (Office of Frank
Vandenbroucke, 202239]). Beginning in September 2021, access to mental health services were expanded
to include up to 20 visits with a psychologist for the out-of-pocket cost of EUR 11 per session (EUR 4 per
session for those entitled to supplemented refunds), or EUR 2.50 per session for group therapy.

Funding was also earmarked to support specific populations and mental health outreach efforts related to
the pandemic, including EUR 1.5 million to support mental health support for students, EUR 4.7 million to
strengthen mobile crisis teams targeting children and adolescents, and EUR 55.5 million to support self-
employed adults, including free psychological care (Healthy Belgium, 20233s)).

4.2.2. Certain vulnerable and professional groups were at higher risk of poor mental
health and reduced access to mental health services during the pandemic

In addition to youth and young adults, people with disabilities, residents of nursing homes, people with low
social support, and those with a lower prevalence of meaningful activities, including employment, were
found to be at higher risk of poor mental health such as anxiety and depression during the pandemic
(Bruggeman et al., 202230); Godderis, 2021u407). The disproportionate impact of the pandemic on poor
mental health among young people has been identified as a major health outcome of the pandemic across
countries, and Belgium is no exception. Across all waves of the BELHEALTH Cohort Surveys conducted
during the pandemic, the youngest adults (age 18-29) reported the highest prevalence of depressive
symptoms, with the oldest adults (age 65+) consistently reporting the lowest prevalence of symptoms of
depression (Figure 4.5).
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Figure 4.5. Percentage of adults with a depressive disorder (according to PHQ-9), by age group
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Note: The PHQ-9 is a self-administered questionnaire which scores each of the 9 DSM-IV criteria for depression as “0” (not at all) to “3” (nearly
every day). This scale includes a Major depressive syndrome (total sum of all items > 4 and the item “Little interest or pleasure in doing things”
or “Feeling down, depressed, or hopeless” >1) and Other depressive syndrome as well (total sum of all items between 1 and 5 and the item
“Litle  interest or  pleasure in  doing  things” or  “Feeling  down, depressed, or  hopeless”  >1).
https://www.sciencedirect.com/science/article/pii/S0163834313001278

Source: Sciensano (2023j41]), Sciensano Belgium COVID-19 Epidemiological Situation Mental Health Studies (database).

The mental health impact of the pandemic on young people in Belgium reflects the experience of young
adults in a number of OECD countries. Across seven OECD countries with available data, the share of
young people with symptoms of depression increased everywhere in 2020-2021 compared with 2019,
more than doubling in all but one country, including in Belgium.

Figure 4.6. Share of young people with symptoms of depression
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Note: Given the prevalence of symptoms of depression has fluctuated within countries over the course of the pandemic, prevalence estimates
are pooled from longitudinal or repeated cross-sectional surveys within countries up to 12 August 2021. However, not all surveys are
representative and the number and timing of surveys has varied across countries which hampers cross-country comparability. Symptoms of
depression have been measured using PHQ-8 and PHQ-9 in all countries except France and Estonia. Some pre-pandemic and pandemic data
are not strictly comparable due to differences in scoring methods, which could understate the increase in symptoms to some extent. Symptoms
of depression in France during the pandemic have been measured using HADS-D which could lead to lower estimates of the share of young
people with symptoms of depression compared to other countries using PHQ-8 and PHQ-9.

Source: OECD/European Union (2022p42). Health at a Glance: Europe 2022: State of Health in the EU Cycle, OECD Publishing, Paris,
https://doi.org/10.1787/507433b0-en.

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023


https://www.sciencedirect.com/science/article/pii/S0163834313001278
https://doi.org/10.1787/507433b0-en

124 |

Data on hospital admissions and waiting times for child psychiatric services further suggests that the
relatively higher mental health toll of the pandemic on young adults also applies to children and
adolescents. In Flanders, waiting times for residential care for eating disorders were reported to be four
times as high in October 2021 as they had been prior to the pandemic (Godderis, 202140;). Both outpatient
and residential child psychiatry services were also reported to have been heavily oversubscribed, with two
to three month waiting times for child psychiatric appointments and hospitalisations, and a shortage of child
psychiatric beds (Godderis, 202140)).

The well-being and mental health of the healthcare workforce was also strongly impacted during the
pandemic. Results from the OECD Survey of General Practitioners indicated that of the 17% of survey
respondents who reported seeking mental health support during the pandemic, four-fifths (81%) had not
previously sought mental health support prior to the pandemic, or had not received mental health support
for a long time prior to the pandemic (OECD, 2023u3]). Across Belgium, more than three-fifths of general
practitioners (hereafter, GP) respondents to the PRICOV-19 study, conducted during the pandemic,
reported that they had felt burned out from their work during the past month, with the proportion of general
practitioners at risk of distress (based on the Mayo Clinic scale) rising by 15% in comparison to before the
pandemic, from 60% to 69% (Fomenko, 202344;). Another large-scale study of nurses during the first
COVID-19 peak in Belgium found that 70% were at risk of burnout (Khan, Bruyneel and Smith, 202245)).

4.2.3. The COVID-19 pandemic led to disruptions in routine care

Making space for the needs of COVID-19 patients led to delays and postponements in care across the
health system. As the scale of the pandemic became clearer, health authorities moved to free up space in
hospitals and the health sector in part by postponing and delaying routine and elective care to the greatest
extent possible, beginning in March 2020. This approach — which was broadly adopted across OECD
countries — led to a decline in the number of physician consultations, particularly during the initial waves of
the pandemic, with the number of consultations for many specialties remaining below pre-pandemic (2019)
levels at the end of 2021.

Compared with other OECD countries for which data was available, the drop in consultations in Belgium
following the onset of the pandemic was relatively modest (Figure 4.7). Consultations fell by 15.5% in 2020
compared to 2019 and by 7.7% in 2021 compared with 2019. In comparison, the average number of in-
person consultations dropped by 18.1% across 28 OECD countries on average in 2020, and by 13.2% in
2021 compared to 2019. The reduction was smaller in Germany (-3.1% in 2020, -2.0% in 2021) and the
Netherlands (-4.5% in 2020, -2.3% in 2021), roughly similar in France (-15.3% in 2020, -6.8% in 2021),
and slightly more severe in Luxembourg, especially in 2020 (-20.7% in 2020, -13.7% in 2021).

Figure 4.7. Percentage change in number of in-person doctor consultations compared to 2019

I 2020 2021

% change in annual consultations per person

-60

N PO RPLRLLRD SRR PSS DS P ® @S @D PR @O
C AN & F @ FFLSOE L CF & TN FF ST TP S &P
& W FH S SF SIS 0.,§’§0‘<5’%\0*®‘\%$§ T ¥ OO Q\‘\Qé@‘@&b@és Vo W R
¥ © <y & N
= S < &
P

Source: OECD (2023;33)), OECD Health Statistics 2023.
StatLink Sz https://stat.link/Ojswm2
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Looking at more disaggregated data available for Belgium, between 2019 and 2020, the number of
consultations fell across a range of specialties, with a particularly large decline recorded during the first
wave of the pandemic. Geriatric consultations, which experienced the biggest fall during the first wave (a
63%-decrease compared to the same period in 2019), also recorded the biggest fall over the course of the
entire year in 2020 and remained 15% lower than pre-pandemic levels through 2021. In contrast, both
cardiology and oncology fell in 2020 — by 12% and 5%, respectively — but recorded increases in the number
of consultations in 2021 compared to 2019 (1% and 4%).

Figure 4.8. Percentage change in number of doctor consultations compared to 2019

Hl Wave 1 (March 1 - June 21) 2020 (entire year) I 2021 (entire year)

10%
0%
-10%
20%
-30%
-40%
50%
60% [
-710%

Note: Year refers to December of the previous year — November of the referenced year. For wave 1, estimates based on assumption that
consultations are evenly distributed across the month.

Source: INAMI (2022y5]), Monitoring COVID-19: L'impact de la COVID-19 sur le remboursement des soins de santé,
https://www.inami.fgov.be/SiteCollectionDocuments/monitoring COVID19 update fevrier 2022.pdf.

The activation of emergency plans and measures taken to make space for COVID-19 patients in hospitals
by the Hospital Transport and Surge Capacity Committee (HTSC), the advisory body set up to manage
hospital and transport control measures during the pandemic, led to reductions in hospitalisations for
routine and elective services. During the first and second waves of the pandemic in Belgium, the total
number of hospital stays fell to 52% and 75% of the median of the four years prior to the COVID-19
pandemic, respectively (FPS Public Health, 202347)). Surgical day hospitalisations fell the most: during the
first wave, the number of hospitalisations for ambulatory surgeries fell to 11% of the previous four-year
median (FPS Public Health, 202347;). Some routine surgeries, including hip replacements and total knee
replacements, fell in the first year of the pandemic compared to pre-pandemic levels. Total knee
replacements, for example, fell by 55% in Belgium between 2019 and 2020 — more than twice the OECD
average reduction of 23%, and higher than neighbouring France (-28%), Germany (-12%), and
Luxembourg (-31%) — and remained 23% below their 2019 levels in 2021. Hip replacements similarly fell
during the pandemic, by 19% in 2020 compared to 2019, and remained below pre-pandemic levels into
2021 (OECD, 202333). Despite these drops, however, hip and total knee replacements in Belgium remain
well above the OECD average, with 271 hip replacements performed per 100 000 population in 2021
(compared to 172 on average across 33 OECD countries), and 164 total knee replacements per 100 000
population in 2021 (compared to 119 across 32 OECD countries) (OECD, 2023[15)).
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4.2.4. Some declines in cancer screening and diagnosis were reported in Belgium

As in other OECD countries, Belgium experienced declines in the number of new cancer diagnoses made
during the pandemic. Diagnoses for breast and colorectal cancers plummeted during the first wave of the
pandemic, with breast cancer diagnoses among women in the age group for screening (aged 50-69) falling
by 56% in April 2020 compared with April 2019, and colorectal cancer diagnoses for men and women in
the screening age group (aged 50-74) falling by 54% over the same period (Belgian Cancer Registry,
20221451). While still slightly below 2019 levels, diagnosis rates have largely recovered over the course of
the pandemic, with breast cancer diagnosis among women of screening age being 2% lower between
January 2020-December 2021 compared with the previous period, and colorectal cancer diagnosis among
people of screening age being 8% lower (-10% among men and -5% among women) (Belgian Cancer
Registry, 2022us1). Overall, the Belgian Cancer Registry has estimated that about 2 700 diagnoses of
cancer were missing over the first two years of the pandemic (Belgian Cancer Registry, 2022y4g)).

The decline in screening rates and cancer diagnoses across many countries over the course of the
pandemic has led to concerns about the implications of delayed diagnosis and treatment for the stage at
diagnosis and ultimately mortality. There is some evidence to suggest that the delays in cancer diagnoses
have more negative impacts on cancers that progress more quickly, such as head and neck cancer. The
incidence of head and neck cancers in Belgium was nearly 10% (9.5%) lower in 2020 than what would
have been predicted based on the trend from 2017-2019, but with an increased stage at diagnosis among
both men and women for oropharynx and larynx tumours, though not all head and neck tumours overall
(Peacock et al., 202349)).

4.2.5. Belgium introduced teleconsultations to help ensure access to care, but uptake
remains below that of other OECD countries

As in many countries, the scale-up of telemedicine served as a crucial tool to maintain a measure of access
to, and continuity of, care during the pandemic. In Belgium, reimbursement for teleconsultation services
was adopted at the beginning of March 2020. Prior to the pandemic, no reimbursements were possible for
remote consultations. Starting from 14 March, the INAMI-RIZIV approved three new billing codes for
physicians providing remote medical services — by telephone and with or without video — to support both
COVID-19-related triage (code 101990), COVID-19 care and triage organised by general practitioners
(code 101835), as well as continuity of care (code 101135). For all three types of care, physicians billed
health insurers EUR 20, with no additional charges or fees for the patient (Institut national d'assurance
maladie-invalidité, 2022;50)).

In addition to making teleconsultations available for non-COVID-19 related continuity of care, many
COVID-19 patients also received telemedical services to monitor the progression of their illness.
Nonetheless, while access to teleconsultation services increased compared to prior to the pandemic (when
such care was not reimbursed), the take-up of telemedicine in Belgium remained comparatively low,
averaging just 0.8 consultations per capita in 2020 and 0.9 per capita in 2021, lower than the OECD
average of 1.2 consultations per person in 2020 and 1.3 consultations in 2021 (Figure 4.9). The share of
teleconsultations as a proportion of overall doctor consultations is also lower than in other OECD countries.
In 2021, teleconsultations made up 11% of overall consultations, compared with 19% on average across
20 OECD countries (OECD, 2023;15)).
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Figure 4.9. Doctor teleconsultations per person, 2020 and 2021 (or nearest year)
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Note: 1. Public sector only.
Source: OECD (2023j33]), OECD Health Statistics 2023.
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The results of a survey conducted by the INAMI-RIZIV following the first six months of their COVID-19
telemedicine reimbursement policy found that the majority of teleconsultations were conducted with a
general practitioner (78%), with specialists representing 11% of remote consultations and mental health
specialists (psychiatrists and psychologists) representing a further 7% of remote consultations (CIN-NIC,
202051]). Notably, patients were far more likely to report that specialists and mental health professionals
(psychiatrists and psychologists) had taken the initiative to organise the teleconsultation than the patients
themselves, with the majority of patients reporting that teleconsultations replaced a specialist or mental
health appointment planned in advance. In contrast, nearly three-quarters of appointments with general
practitioners were not organised as a replacement for a previously organised consultation (CIN-NIC,
2020;51)).

An analysis of the use of teleconsultations during the first year of the pandemic suggests that access to
telemedicine and teleconsultations was fairly evenly distributed across the population. Throughout the
year, the proportion of the population accessing telemedical services was largely similar between people
living in regions considered to be among the poorest quartile, compared with those living in the wealthiest
quartile regions (Vrancken et al., 2022;57)). For the majority of the year, access to telemedicine services
was slightly higher among people living in the poorest quartile regions (Vrancken et al., 2022;52;). While
this may in part be related to a comparatively higher risk of poor health and COVID-19, the lack of a
significant difference in access to telemedicine services suggests that overall, full reimbursement from the
INAMI-RIZIV and the ability to engage in teleconsultations with and without video may have helped to
address some challenges of the digital divide.
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4.3. How effective was the health response to the pandemic in Belgium?

4.3.1. The complex governance and crisis response structures of Belgium complicated
the initial pandemic response

Belgium activated the “federal phase” of its crisis management system on 12 March 2020 (see Chapter 3).
While the emergency nature of the pandemic was understood, the response to the pandemic in the initial
months was complicated by some lack of institutional and personal leadership, as well as the complexity
and number of structures set up to co-ordinate the response. Two major bodies responsible for managing
the crisis — the National Crisis Center (NCCN) and the Federal Public Service Public Health (hereafter,
FPS Health) — did not have a strong leadership role from the onset of pandemic. In many cases, the crisis
structures set up by NCCN were bypassed in favour of ad hoc bodies formed to address the pandemic,
while a lack of familiarity between NCCN and the public health community further complicated its ability to
lead. In the FPS Public Health, its main advisory body, the Risk Management Group (RMG), grew to a size
that made it difficult to issue advice, and became instead largely a forum for discussion and debate.
Moreover, the crisis management capacity within the FPS Public Health was limited, with the existing unit
focused primarily on emergency response, rather than risk anticipation and preparedness. Some of these
co-ordination challenges were alleviated by the creation of the COVID Commissariat in October 2020.
Ensuring crisis management capacities in the FPS Public Health are strengthened will be essential for
addressing future health emergencies.

4.3.2. Belgium encountered a severe shortage of personal protective equipment (PPE) in
the first weeks of the pandemic.

The destruction of the federal strategic stockpile (see Chapter 2) and fragmented competencies for
emergency stocks meant that many key sectors faced acute PPE shortages at the start of the pandemic.
In the initial weeks, similar to most OECD countries, Belgium encountered a severe shortage of PPE, such
as masks, gowns, and other protective gear across all sectors. Indeed, Belgium’s strategic stock of PPE
had expired prior to the pandemic, was subsequently destroyed, and had not been replaced at the onset
of the pandemic.

Healthcare providers received PPE from different sources, which reflects the governance structure of the
country. Hospitals are largely a federal competency. Subsequently, the federal level was in charge of
providing PPE to hospitals. It set up a joint Task Force in mid-March 2020 to take an inventory of PPE and
to alleviate the shortage, for example by confiscating existing mask stocks, by procuring masks on the
national and international market, and by restricting the sale of masks and other PPE to individuals with a
prescription from a healthcare professional. The federal government also procured masks from Doctors
Without Borders (Médecins sans frontiéres). Long-term care facilities, on the other hand, are a competency
of federated entities, and thus received PPE from the subnational governments. They reported
encountering substantial difficulties sourcing PPE at the start of the pandemic. While creating a task force
charged with co-ordinating the pandemic response in long-term care facilities was briefly considered,
concerns related to overstepping competencies meant that the idea was quickly abandoned. In general,
efforts to procure and equip providers with PPE were hampered by debates on how competencies are
divided among different government levels in the first weeks.

The situation across regions was very heterogeneous and depended on the success of each regional
authority to procure PPE, as well as long-term facilities’ own connections with local hospitals. When the
sub-national entities learned in March that the strategic stock had been destroyed, they tried to procure
masks on the international market themselves. For example, the German-speaking Community
successfully procured masks from German manufacturers in the early phase of the pandemic, and also
built its own storage facility and network. Providers in that part of the country could post an order on a
weekly basis. The Brussels-Capital region organised and received PPE from NGOs, such as Doctors of
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the World (Médecins du Monde). In the Flanders region, nursing homes with ties to hospitals or first-line
structures sometimes received masks through these networks. Efforts to engage with national
manufacturers such as the clothing industry to produce masks were of limited success, for example due
to shortages in supply material. Health providers also reused masks, for example by alternating masks in
weekly turns, and improvised using alternative devices, such as diving gear (OECD, 2023s3)).

Assessments of providers on the availability of PPE suggest that shortages were most acute in the initial
two waves of the pandemic. In August 2020, an observational study of Belgian GPs found that a quarter
of GPs still faced major shortages of FFP2 masks (Vaes et al., 2022(541). Survey responses from the OECD
Survey of General Practitioners in Belgium indicated that of the 64% (264) of GPs who reported
experiencing PPE shortages in their practice, 96% (254) experienced shortages during the first wave and
19% (49) during the second wave (OECD, 2023u3)). In contrast, just 3% reported shortages in the third
wave, while a further 3% reported that shortages lasted throughout the pandemic (OECD, 2023p3)). All
responding hospitals in the OECD Survey of Hospitals reported experiencing shortages of PPE (n=27),
with three facilities reporting that these shortages continued to be problematic throughout the pandemic
(OECD, 2023(55)).

Belgium’s experience with severe shortages of PPE have underscored the importance of improving
transparency on PPE procurement and stocks to facilitate the response, and to building strategic stockpiles
for future crises. In the public procurement of PPE, well-functioning structures were largely absent at the
beginning of the pandemic, leading to an insufficient preparedness in the first year. Belgium could learn
from other OECD countries in developing more responsive systems for PPE allocation and distribution.
Norway, for example, introduced a centralised system to report, allocate and distribute PPE
(OECD/European Observatory on Health Systems and Policies, 2021s6)). National authorities could trace
PPE orders of municipalities via a web calculator (OECD, 2021(s71). This allowed Norway to monitor the
demand and supply of PPE and helped to improve access for health providers. Similarly, Luxembourg set
up a daily stock management to track the delivery and use of PPE of hospitals and care facilities on a daily
basis (OECD, 2022}11)).

Belgium would have also benefitted from greater co-ordination capacity between the federal government
and federated entities. Some countries have mandated the stockpile quantity by type of service. In
Lithuania, for example, the national government has to uphold a stockpile for 60 days, and long-term care
facilities for 30 days (OECD, 202157). New regulations by federated entities requiring nursing homes to
have a stock of PPE are a welcome development. Stockpiles should be assured for essential health and
social care services, as well as relevant operators of critical infrastructure, regardless of whether they are
the responsibility of the federal government or federated entities.

4.3.3. Many nursing homes lacked the appropriate information, supplies, and expertise
to respond effectively to the COVID-19 pandemic

Residents of nursing homes were among the hardest hit during the pandemic, particularly during its initial
waves, with a significant proportion of all COVID-19 mortality occurring in and among residents of nursing
homes (See section 4.1.3). With much of the initial pandemic response driven by images of the
overwhelmed hospitals in Wuhan and in Northern Italy, planning for the pandemic was initially focused on
preparing hospitals to respond — an understandable and necessary step, but one that may have contributed
to comparatively less attention being given to other key sectors, including nursing homes.

While hospital capacity in Belgium remained relatively solid throughout the pandemic and age was not
considered the leading factor in directives issued related to hospital transfers during the pandemic, data
from the HTSC indicates that transfers from nursing homes were notably lower during the first wave of the
pandemic than in the second wave during the fall and winter of 2020-2021 (Figure 4.10).
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Figure 4.10. Sum of total transfers from nursing homes by week
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As the pandemic spread quickly through nursing homes, the limited ability of many nursing homes to
control the virus became clear. In many cases, while nursing homes had healthcare professionals —
including nurses and doctors — on staff, facilities were designed as a living environment, rather than for
infection control and management. Features such as communal living spaces and ventilation systems
connected across multiple rooms severely complicated efforts to contain the spread of the virus once it
had entered a facility. In response to the pandemic, a range of measures were implemented to strengthen
infection control and limit outbreaks in long-term care facilities. These included:

The use of outbreak support teams: All federated entities employed mobile outbreak support
teams to help support nursing homes experiencing clusters of cases or bigger outbreaks with
infection control. In Brussels, for example, outbreak support teams comprised one doctor and three
nurses, with teams created to support outbreaks among collective institutions (including nursing
homes), schools, and homeless populations.

The development of other mobile teams for infection control and mental health support: In addition
to teams that could support nursing homes in-person and at a distance in the context of outbreaks,
mobile teams were deployed to reinforce knowledge on infection control, hygiene and isolation
measures among health and care workers in long-term care facilities. Mobile teams also provided
psychological support. In Wallonia, for example, the mobile psychological care support teams
(SPAD) also provided support for first-line healthcare workers, including those working in care
facilities, while in Flanders, mobile teams could actively help identify nursing homes’ employees
who could benefit from psychological support. In Flanders, mobile teams visited three-quarters of
the region’s nursing homes to provide information and training on PPE, hand hygiene, and provide
general support.

The deployment of the military to provide additional personnel support: In cases where nursing
homes were overwhelmed, support from the military and the Belgian Civil Protection was called in
to provide additional personnel support. In Wallonia, for example, the Civil Protection was brought
into nursing homes when clusters grew too large and exceeded 10 people.

During the crisis, all long-term care facilities were asked to report daily on the number of COVID-19 patients
(suspected and confirmed) and COVID-19-related deaths that had occurred in their facilities. Prior to the
pandemic, nursing homes had been included in epidemiological surveillance systems set up by Sciensano
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in only a limited (convenience sample) way, alongside a small but representative sample of hospitals and
general practitioners. The general lack of previous data infrastructure and experience with data reporting
meant that these requests in some cases added substantial pressures on nursing home staff, particularly
when combined with the burdens placed on nursing homes in dealing with the pandemic itself. Moreover,
unlike the data collected by Sciensano and the Incident Crisis Management System and used by the HTSC,
data collected from nursing homes was primarily not collected to help manage the response in nursing
homes, but focused on informing health authorities of the progression of the pandemic.

Good working relationships with nearby hospitals were considered critical at the beginning of the pandemic
with regard to access, testing and receiving test results quickly, as well as to procure PPE (OECD, 2023s3)).
Some nursing homes were able to leverage their good working relationships with virologists in local
hospitals for further clinical advice on treating patients with COVID-19 in nursing homes. Proactively
strengthening co-ordination and relationships between nursing homes and local health facilities, including
hospitals, is necessary to help the long-term care sector better respond to future crises. During the
pandemic, Belgium was already able to benefit from the co-operation of hospitals and long-term care
facilities that exchanged knowledge, equipment, and staff and made use of their local hospital networks
(loco-hospital networks) to organise patient transports (Rocard, Sillitti and Llena-Nozal, 202114;; Van de
Voorde et al., 2020;55)). Other countries operated with similar measures, such as guidelines for better
integration of long-term care facilities with hospitals, as in Canada, Estonia, Finland, Portugal, and Slovenia
(Rocard, Sillitti and Llena-Nozal, 2021141). France profited from a central government strategy that was
translated into regional measures, such as a hospital COVID-19 support platform for long-term care
facilities (Rocard, Sillitti and Llena-Nozal, 202114;; Rolland et al., 2020;s9)).

Belgium can build on preexisting structures and move towards a more integrated and co-ordinated
approach to long-term care than was possible during the pandemic. For example, Belgium should integrate
long-term care facilities into locally co-ordinated structures to give them as much weight as other healthcare
facilities, and to strengthen timely infection prevention and control to outbreaks. Belgium could look to other
OECD countries to strengthen the integration of nursing homes with the clinical system: Czechia, Denmark,
Finland, France, Germany, Japan, Luxembourg, Portugal, Slovenia and the United States all reported
having had legislation or guidelines on integrating primary and long-term care prior to the pandemic, while
in Ireland, the National Integrated Care Progamme for Older Persons is developing a co-ordinated care
pathway for older people, particularly those with complex needs, across primary, secondary and tertiary
care (Rocard, Sillitti and Llena-Nozal, 202114)). Hospitals could strengthen their relationships with local
long-term care facilities to improve co-ordination and infection control expertise and make use of their loco-
hospital hospital networks to organise patient transports. Belgium should also consider how the inter-
federal response to long-term care can be strengthened, including whether interministerial conferences
could be used to improve the long-term care response in future events.

Following the gradual easing from the peak of the pandemic, the data infrastructure that was developed to
collect information from long-term care facilities has been largely wound down. Data collection and
monitoring challenges related to long-term care and nursing homes are well established in Belgium. While
the monitoring set up during the pandemic was built quickly and intended to serve a specific pandemic-
related purpose, authorities should consider how its legacy could be used to improve data collection efforts
and surveillance in nursing homes, both during acute crises and as part of a broader agenda of care quality
improvement.
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4.3.4. Pandemic-specific data and information systems needed to be set up at the start
of the pandemic to channel information but quickly proved crucial to informing
decisions

The Belgian government managed to quickly set up the necessary infrastructure to monitor data on the
spread of the pandemic to inform decision making. To some extent, it built on already existing structures
that had been set up in past crises, although these were often less systematic than necessary to meet the
COVID-19 challenge, had longer reporting horizons, and mostly relied on voluntary participation. This data
infrastructure was built in the first few weeks and months of the pandemic. The time required to scale up
a new data infrastructure, combined with challenges related to testing capacity at the start of the pandemic,
meant that Belgium was only able to properly monitor the spread of the virus several weeks after the start
of the COVID-19 outbreak.

The COVID-19 pandemic marks the first time all hospitals and long-term care facilities reported daily data
to health authorities. Hospitals and long-term care facilities were initially surveilled on death rates only as
large-scale testing was not available yet. An established reporting pathway of mortality data from hospitals
was fully operational from 15 March 2020 onwards and was rolled out in the two subsequent weeks for
long-term care facilities (Renard et al., 20211;). Information from hospitals was directly collected by the
federal government, whereas information from medical doctors and long-term care facilities was collected
by the regional authorities, and subsequently forwarded to federal authorities. Mass testing in long-term
care facilities was only launched on 15 April, which finally allowed long-term care facilities to move towards
more tailored strategies, for example by isolating individual cases. In other OECD countries, a limited
availability of tests in long-term care facilities at the start of the pandemic also hampered a good response
(OECD, 2021577). The United Kingdom launched a mass testing strategy in early April 2020 and introduced
additional measures to increase testing rates over the course of that month (Rough, 2020s0;). South Korea,
which was one of the first countries affected, moved earlier than many other OECD countries by introducing
local testing in mid-February and drive-through testing in early March (Dighe et al., 20201))

In one case, the authorities responsible for infection control during the pandemic were initially unable to
receive data for the population they were responsible for. Prior to the pandemic, the German-speaking
Community had delegated the responsibility for infection control to Wallonia. Shortly after the start of the
pandemic, in March 2020, this responsibility was transferred back from Wallonia to the German-speaking
Community. While policies made within the German-speaking Community sometimes differed from the
rest of Wallonia as a result, most data (with the notable exception of vaccination data and surveillance in
long-term care facilities) were not available in public reports for this sub-population before November 2020,
which complicated monitoring the effectiveness of measures taken to combat the virus.

Belgium operated three additional surveys to monitor the situation in hospitals (Van Goethem et al.,
2020627). From early March 2020 onwards, hospitals were surveyed daily on their surge capacity via the
Incident Crisis Management System, the hospital surge capacity survey, and the Clinical Survey. These
surveys recorded structural hospital information, such as the available beds in intensive care units (ICUs),
the number of available ventilators and extracorporeal membrane oxygenation devices (ECMOs), and
patient information (such as on risk parameters and patient outcomes), and informed the daily meetings of
the HTSC. They were adapted several times over the course of the pandemic to respond to the need for
additional information. Following a data migration of the Clinical Survey in mid-September and extensions
of the data collection, such as the social security number, data linkages became possible and these
allowed for a more comprehensive analysis (Van de Voorde et al., 2020ss)). Data was also collected
directly from electronic medical records used by GPs to monitor both the pandemic and the needs of
general practitioners, including their access to PPE, workload, and support needs, and helped to inform
decision making of the RAG (Vaes et al., 2022j54).

These additional surveys and an extensive data collection in general have allowed Belgium to better
monitor the outbreak and to introduce corresponding adjustments to its health system. Belgium is
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encouraged to save this knowledge for future pandemics, to maintain an infrastructure that could be quickly
reactivated in future health emergencies, to work torwards a structure that records data from different
health sectors, and to ensure that actors which are in charge of organising the health system response are
equipped with the necessary information to successfully fulfil their role. Building on its experiences during
the COVID-19 pandemic, Belgium could proactively anticipate how its formidable electronic data
infrastructure could be even more quickly employed to monitor the pandemic and its impacts on the
population and mount a rapid response that takes into account the needs of vulnerable populations. In
Costa Rica, for example, the digital integration of its multi-disciplinary teams allowed health authorities to
use the data in electronic medical records to help in risk assessments and prioritisation, the identification
of vulnerable patients, delivery of medicines to people’s homes, and arranging virtual visits for hospitalised
patients (OECD, 202363)).

Overall, Belgium managed to quickly set up a data infrastructure and to successfully integrate it into the
organisation of the pandemic response. For example, the collection of hospital data allowed the HTSC to
co-ordinate capacities, to monitor the effect of their decisions on patient outcomes, and to adjust its
decisions accordingly. Similarly, the Task Force Vaccination and regional entities used vaccination data to
monitor the progress of the vaccination campaign and to identify where additional, tailored approaches
were needed. Belgium is strongly encouraged to maintain its data infrastructure, and to systematically
include means to monitor infection outbreaks.

4.3.5. Belgium rapidly increased testing capacities in the first months of the pandemic

Following a slow start, Belgium managed to increase testing capacities and to reduce turnaround times,
and testing and tracing played an important part in the mitigation of the virus and the deconfinement of the
country (Willem et al., 2021s47). Within the first weeks of the pandemic, the number of tests performed per
1 000 inhabitants in Belgium increased from below to considerably above OECD average. Over the period
from 1 March 2020 to 31 March 2022, nearly 33 million tests were recorded on the national testing platform
(Sciensano, 2023j¢51). Daily reporting to a national database (healthdata.be) was mandatory. Overall,
Belgium’s testing rates were close to the OECD average (Figure 4.11) (ECDC, 202266)).

Figure 4.11. Tests performed per 1 000 inhabitants in Belgium and the OECD
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Source: Our world in Data (May 2023), https://ourworldindata.org/coronavirus.
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At the beginning of the pandemic, Belgium had very low testing capacities with only one laboratory, the
National Reference Centre of the University Hospital of Leuven, performing tests against COVID-19. The
country also faced a shortage in testing material and long turnaround times of several days. In addition,
the testing protocol was initially very restrictive, with only symptomatic people returning from high-risk
destinations eligible for COVID-19 tests, though this was broadened over the period from mid-March to
June (Meurisse et al., 202177). This limited Belgium’s initial capacity to understand and monitor the
evolution of the pandemic in its country.

Belgium managed to increase the number of tests and turnaround times by increasing the number of
laboratories, scaling up the workforce, and setting up effective financial incentives. In March and April 2020
alone, Belgium issued licenses to test against COVID-19 to 73 clinical microbiology laboratories. This was
complemented by the federal testing platform, which was introduced in April 2020 to add additional test
capacities. Pharmacists were allowed to perform rapid antigen tests from 12 July onwards, and beginning
on 21 September 2021, Belgium granted the right to carry out laboratory tests to individuals without medical
degrees. Different financing schemes helped to incentivise laboratories to increase capacities and reduce
the turnaround time. Laboratories first received a financial guarantee to quickly set up and increase their
capacities. Later, the payment was made conditional on reporting test results within 12 hours after
performing the test, which managed to reduce the time between the sampling and reporting of the test
result. As a result, average waiting times reduced from close to a week to less than one day within several
weeks of the pandemic (INAMI, 2023s;; Meurisse et al., 202167)).

The availability of self-tests greatly increased the total test coverage. It allowed individuals to quickly obtain
a test result, to self-isolate, and to alert others in case of a positive test. From April 2021 onwards, self-
tests were available in pharmacies at EUR 8 (later around EUR 5) per test, with a reduced price of EUR 1
for vulnerable groups. From July onwards, they were available in supermarkets for around EUR 2-6. Sales
particularly increased around certain events such as the start of the Delta wave in October 2021 and the
Christmas period (Lafort et al., 2023(s9)).

Tracking and tracing efforts were further supported by the introduction of an app for contract tracing, and
the availability of self-tests. The app Coronalert was launched on 30 September 2020 and alerted users of
a potential high-risk contact after more than 15 minutes of exposure to a positive COVID-19 case within 2
meters or less using Bluetooth. From January 2021 onwards, the app was linked to COVID-19 apps of
10 other European countries, including France, Germany, and the Netherlands. The app was later retired
in November 2022. Studies from Belgium about its effectiveness are lacking and it is not clear yet whether
the benefits of the app justified its high costs. Evaluations from other OECD countries are mixed, with an
evaluation from England and Wales showing that their app played a significant role in reducing the spread
of the virus and helped prevent hospitalisations and deaths, whereas evaluations from Australia indicate
limited effectiveness (Vogt et al., 2022[70;; Wymant et al., 2021i71;; Kendall et al., 2023[72;) . Evaluations
from Belgium identified limitations due to losses of information in the communication and time lags between
the test results and the digital alert (Raymenants et al., 202273); Geenen et al., 2023(74]). As in many other
countries, concerns about privacy and data security in using the app were raised, with privacy concerns
identified as a key driving factor among people who chose not to use or to discontinue use of the app
(Jacob and Lawarée, 202075); Walrave, Waeterloos and Ponnet, 20227g)).
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Box 4.1. Regional responses to testing and tracing

The testing and tracing itself was organised on the regional level, with the Interfederal Committee on
Testing and Tracing serving as an advisory body to co-ordinate and harmonise the regions’ different
testing and tracing strategies. Regions set up COVID-19 test centres and contracted with different
providers to organise and perform these tests, such as hospitals and the Red Cross. Financing was
shared by the federal and regional level. Costs for setting up test centres were borne by the regions,
whereas the federal level covered costs for personnel and laboratories. “Testing villages” were set up
to test a particularly high volume of people. For example, Wallonia converted the airport of Lieége, the
city of Antwerp in Flanders used a festival area, and Brussels set up a centre next to the Atomium.
Following a positive test, call centres traced positive cases and their contacts by phone or home visits.
These were set up by the regions and became operational in mid-May 2020 with the loosening of the
first lockdown. They used outreach teams to visit people at their homes, particularly in vulnerable and
hard-to-reach communities.

Across Belgium, some communities faced barriers of access to information and testing and turned to
information from their home countries or social networks, which sometimes deviated from what was
reported by Belgium (Nostlinger et al., 2022;777). Regions and municipalities introduced additional
means to respond to these needs and to reach out communities with low testing rates and higher risks
of transmission. In Brussels, for example, the contact centre operated in 15 languages during the peak
of their activity. Antwerp set up a local contact tracing system where general practitioners reported index
cases with complex need, such as limited language skills) to a network of Arabic and Berber-speaking
volunteers following alerts by family physicians of outbreaks in certain communities (Verdonck et al.,
2023i7g)). In September 2020, this volunteer system was integrated in the Flemish structure of primary
care (first line) zones. Antwerp also recorded outbreaks in the orthodox Jewish Community and sent
out individual invitations for them to get tested. The co-operation with leading figures of the Jewish
Community, such as rabbis and physicians, was essential in reaching out to the Jewish Community
(Vanhamel et al., 2021(79)).

Despite Belgium’s success in quickly setting up and expanding testing capacities, some factors hampered
the testing strategy. First, there were technical obstacles, such as a time lag between the infection and
outbreak of symptoms, delays in the reporting of the test result, and a potential underreporting of high-risk
contacts that might have limited the effect of the testing strategy (Proesmans et al., 2022s0;). Second, for
some populations, difficult socioeconomic circumstances complicated complying with measures, such as
isolation, even where testing and tracing policies may have been correctly implemented (Nostlinger et al.,
20221771). Third, parts of the population had privacy concerns. They opposed sharing private information,
and / or reported false information, such as wrong addresses and phone numbers during contact tracing
(Verdonck et al., 20237s)). Similar privacy concerns presented a barrier to using the app (Walrave,
Waeterloos and Ponnet, 2020+). Finally, parts of the population were not convinced of some of the
measures. A lack of perceived benefits was identified to be the most important factor of not using the app
Coronalert and increased with age (Walrave, Waeterloos and Ponnet, 202276); Walrave, Waeterloos and
Ponnet, 2020s1)).

Belgium’s initial difficulties with limited testing capacities hold vital lessons learned for future pandemics.
Its focus on a single laboratory and the narrow case definition restricted the country’s ability to perform
tests on a large scale and trace transmissions. Other countries and regions, such as Germany and the
Veneto (Italy), benefitted from a wide network of laboratories (Russo et al., 2020s2;; Stoto et al., 2023s3)).
Germany had already introduced a billing number for COVID-19 tests on 1 February 2020, allowing
physicians to perform and bill tests from the very beginning of the pandemic.
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4.3.6. Belgium’s COVID-19 vaccination campaign was largely successful and
incorporated lessons learned from the first year of the pandemic

Belgium launched its vaccination campaign in early January 2021. Overall, the government managed a
quick roll-out of the vaccination campaign and achieved a population coverage that ranks considerably
above the OECD average. Vaccination also led to a drastic reduction in outbreaks, hospitalisation rates,
and mortality rates in 2021, including in nursing homes (Crévecoeur et al., 2022;s4;; Catteau et al., 2021s5)).

By March 2022, the share of people vaccinated against COVID-19 was above the OECD average as well
as the rates of its neighboring countries France, Germany, Luxembourg, and the Netherlands. 78% of the
population, or a total of 9.14 million inhabitants, had completed the initial vaccination protocol compared
to an OECD average of 73%. 63%, or 7.33 million inhabitants, had received a booster vaccination,
positioning Belgium slightly above OECD average. Belgium has historically ranged above the OECD and
EU average for routine vaccinations, such as seasonal influenza (OECD, 2021sg).

Figure 4.12. Percentage of population having completed the initial vaccination protocol, as of
March 2022
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Note: The percentage represents the total number of people who received all doses prescribed by the initial vaccination protocol, divided by the
total population of the country. Data are considered up to and including week 13 of the 2022 calendar year except for Luxembourg where data
refer to mid-March 2023.

Source: Our World in Data (database accessed in May 2023).

Vaccination rates differ within Belgium, with the region of Flanders having the highest rate of people having
received their first booster, with 84% of the population aged 18 and above having received a booster shot
compared to 67% in Wallonia, 65% in Ostbelgien, and 48% in Brussels by the end of March 2022
(Sciensano, 20235)). This is in line with general vaccination patterns, with the population in Flanders
historically displaying higher vaccination rates than Wallonia and Brussels for selected types of
vaccination, such as against seasonal influenza for people aged 65 and above (KCE, 2022s7)).

COVID-19 vaccines were rolled out in three phases, first concentrating on high-risk populations, who were
vaccinated in mass vaccination centres or nursing homes via mobile teams. Individuals were prioritised based
on their exposure to COVID-19, risk of transmission, and risk of contracting severe COVID-19. Following
greater availability of vaccinations and successful vaccination of high-risk groups, vaccinations shifted
towards the wider population, and from mass vaccination centres to general practitioners and pharmacists.
This stepwise approach was very similar to other European countries (van Kessel et al., 2023ss).
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e Phase la began in January-February 2021 and covered residents and staff in long-term care
facilities, healthcare professionals working in the in- and outpatient sector, and other health
professionals working in other parts of the healthcare sector.

e Phase Ib, which began in April 2021, was aimed at individuals aged 65 and above, people aged
45-64 with risk factors, essential workers, and pregnant women. People with medical risk factors
were identified by their general practitioners.

e Phase I, which started in June 2021, addressed everyone aged 18 and above (Catteau et al., 2021ss)).

e Boosters were offered to priority groups starting in September 2021, and to the entire population
from November 2021.

The vaccination campaign was designed and co-ordinated by the Task Force Vaccination, which operated
within the Corona Commissariat. Its main role consisted of designing and advising on the vaccination
strategy, co-ordinating federal and federated authorities, defining priority rules and eligibility criteria, advising
the Interministerial Conference on Public Health, and communicating the joint vaccination strategy to the
public. Competencies were shared between the federal government, which managed the procurement of
vaccines and participated in the joint procurement of the European Union, and the federated entities, which
organised the roll-out of the vaccination in their given region. Regions had substantial flexibility in the
implementation of the vaccination campaign and introduced tailored strategies to reach out to specific
population groups. In the German-speaking Community, for example, personal invitations were organised by
email and letter to targeted groups, with reservations possible both online and by telephone.

Box 4.2. Regional strategies to vaccinate vulnerable groups

In Belgium, a migrant background, being a single parent, and a low socio-economic status were
negatively associated with being vaccinated (Cavillot et al., 2022;s9); Faes et al., 2022/90;). To improve
vaccination rates among hard-to-reach communities, the federated entities introduced a set of outreach
strategies and moved towards a more decentralised approach over time. All federated entities used
“vaccination buses” that toured through their region to offer vaccinations in highly populated areas, such
as public places, sports clubs, and cultural and religious venues. Brussels offered vaccinations at lkea,
Primark, Action, and Carrefour in areas with low vaccination rates, such as Molenbeek, and the city of
Antwerp initiated a vaccination campaign in their zoo. Over the period from January to December 2021,
Brussels complemented its 10 vaccination centres with 384 additional vaccination initiatives.

Additionally, Belgium employed mobile vaccination teams for the homeless (an estimated
17 000 individuals) and people without residency permit (sans-papiers, an estimated 85 000 to
160 000 individuals) (Task Force Vaccination, 202191;). These groups were identified by the federated
entities in co-operation with regional actors, such as humanitarian organisations and charities. These
actors played an important role in reaching out to vulnerable populations. For example, from May to
September 2021, the team Mobivax from the Belgian Red Cross, Doctors Without Borders, and
Samusocial performed 2 000 vaccinations of individuals who were otherwise unable to obtain a
vaccination.

Mobile vaccination clinics and teams were widely used across the OECD to vaccinate individuals in
vulnerable communities (Gupta et al., 202292;; ECDC, 202193)). In Belgium, they had already been
successfully employed by Flanders during past measles outbreaks in hard-to-reach communities, such
as orthodox Jewish Communities, the homeless and Roma people (Cornelissen et al., 202094;
Wyndham-Thomas, Boon and Van Damme, 201895)).

In addition, Belgium co-operated with religious leaders, who can play a key role in building trust and
reaching communities that are otherwise hard to reach. For example, vaccinations were offered in
Mosques and imams shared information about the vaccine on social media or during religious services.
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A number of factors help to explain the relative success of Belgium’s vaccination campaign. First, it
successfully mobilised and integrated healthcare workers. GPs played a key role in identifying individuals
eligible for vaccination based on their medical records. Belgium successfully used medical records and
claims data to identify high-risk individuals that qualified for prioritised access to vaccinations. Pharmacists
were given access to information of the vaccination codes database, received a notification when an
unvaccinated individual purchased from them, and could inform them about the vaccination. From mid-
March 2022 onwards, pharmacists were allowed to perform vaccinations.

Second, it set up a comprehensive data set that allowed the country to monitor the vaccination campaign.
All vaccinations had to be registered in a national registry (Vaccinnet+), which was originally initiated by
the Flemish government in 2004 as a dedicated platform for health professionals to order vaccines
(Vaccinnet). The database collects personal information on the vaccinated person, the vaccine, and the
vaccinating entity (Catteau et al., 2021;s5). This data was linked with five additional sources of personal,
demographic, and clinical data under the programme LINK-VACC, which allowed healthcare professionals
to target specific people for vaccination (Catteau et al., 2021ss)).

Third, it successfully built on already established structures, for example by converting testing centres into
vaccination centres in many municipalities. OECD data indicates that just over half of municipalities (52%)
reported feeling sufficiently prepared to implement the “test and trace” COVID-19 case strategy, in terms
of human resources, space, distribution of PPE, and other considerations (OECD, 2023i96)). In contrast,
68% of municipalities reported feeling sufficiently prepared to implement the vaccination strategy (OECD,
2023196)).

Fourth, Belgium has historically performed well in vaccinations and could build on this for the COVID-19
vaccination campaign (Turner et al., 2022;971). The willingness to get vaccinated was considerably higher
than in some other European countries, such as Italy and France (de Meijere et al., 20239g]). As a result,
it did not need additional policy interventions, such as large financial incentives and performance targets
for physicians (Milstein et al., 2022j99)).

Despite the broad success of the vaccination campaign, some indicators unveil further room for
improvement. Vaccination rates of some groups of healthcare workers missed the target of the European
Commission of 80% by May 2021, and regional differences persisted over the course of the vaccination
campaign (Boukaert, Devrise and Van den Heede, 2021100}; Catteau et al., 2021;s51). On 31 October 2021,
the national average of 89.5% of health workers having completed the initial vaccination protocol varied
by federated entity and ranged from 72.9% in Brussels to 94.7% in Flanders (Catteau et al., 2021ss).

Moreover, vaccine hesitancy remains an important concern. In Belgium, the willingness to get vaccinated
was generally lower in French-speaking parts of the population and among the younger and the less
educated, and those that felt less at risk (Kessels, Luyten and Tubeuf, 2021101;; Gbenonsi et al., 2022102)).
Distrust in the vaccine, such as its safety and effectiveness, was a large contributing factor to vaccine
hesitancy among both the general population and healthcare workers (Schmitz et al., 2022;103; Verger
et al., 20211041). Regions reached out with letters and information campaigns to certain workforce groups,
and the federal government considered following some other OECD countries, such as France and
Germany, with the introduction of a vaccine mandate for healthcare workers. Plans for a mandate were
eventually dropped due to higher vaccination rates among healthcare workers and the surge of the omicron
variant.

In July 2021, Belgium introduced a Covid Safe Ticket, which aimed to reduce the spread of the virus, and
offered access to certain activities, such as restaurants and bars, based on the COVID-19 status of the
individual. It was later expanded to include the vaccination status and might have provided an incentive to
get vaccinated. Belgium followed other countries, who had introduced similar policies before (van Kessel
et al., 2023sg]), such as ltaly with its Super Green Pass (January 2021), and Denmark with its Coronapas
(since May 2021). Germany had started easing regulations for vaccinated individuals since May 2021,
while France launched the Pass sanitaire in June 2021 as part of its deconfinement strategy. The Covid
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Safe Ticket was contested and the magnitude of its effect on reducing the spread and increasing
vaccination rates in Belgium is unclear. Individuals did report getting vaccinated to travel more easily,
regain some of their freedom, and avoid multiple tests for the Covid Safe Ticket, so a positive effect of the
Covid Safe Ticket is possible. However, there were concerns that the Covid Safe Ticket could promote a
sense of false security, increase social division, stigmatise certain population groups, and increase
resistance against public health measures (Gbenonsi et al., 20221102;)). Those with a positive attitude
towards the ticket were largely more risk-sensitive and more likely to be vaccinated to begin with, and were
disappointed by the limited effect of the ticket on reintroducing pre-Covid activities (Vermeulen et al.,
20231105)). Evidence from other countries indicates a positive effect of certificates on vaccinations prior to
and shortly after the introduction of the policy, but they might not have reduced vaccine hesitancy as such,
and its long-term effects are unclear (Mills and Rittenauer, 2022;106); Karaivanov et al., 2022;107;; Gbenonsi
et al., 2022102;; Oliu-Barton et al., 2022;108}; Ward et al., 2022[109)).

Belgium’s vaccination campaign consisted of some successful policies while at the same time holding
lessons learned for future pandemics. As in other countries, such as France, Germany, and the
Netherlands, Belgium prioritised individuals at high risk of infection and severe COVID-19 (van Kessel
et al.,, 2023;s5)). The innovative use of claims data, medical records and additional data, and the co-
operation with GPs has greatly helped to identify these groups. Additional attention could have been
devoted to approaching and building trust among hard-to-reach communities, for example through an
earlier roll-out of vaccinations to GPs and even stronger co-operation with on-the-ground services and
spokespersons of hard-to-reach communities, such as religious and other local community leaders, as
happened in Italy and the United States (van Kessel et al., 2023ss}; Evans, Webster and Flores, 2021(110)).
Several regions in Belgium launched initiatives in this regard (see Box 4.2), providing a good starting point
to launch these initiatives in a more intensive and timely way in future pandemics.

4.3.7. A high number of beds and rapidly organised response prevented hospitals from
being overwhelmed for most of the pandemic

Belgium was able to build on a relatively high supply of acute care beds with a quickly organised hospital
response that was informed by daily reports from every acute care hospital in the country. These factors
allowed Belgium to avoid overwhelming hospitals in the way some countries experienced during the
pandemic, particularly at its start. Compared with other OECD countries, the number of hospital beds per
capita is relatively high in Belgium, at 5.5 per 1 000 population, compared to 4.3 per 1 000 population
across 37 OECD countries on average (OECD, 2023(15)). At 17.2 beds per 100 000 population in 2021, the
number of ICU beds per capita in Belgium is largely in line with the average across 29 OECD countries
(16.9 beds per 100 000 population) (OECD, 202315)).

While half of hospitals reported having a pandemic preparedness plan in place prior to the COVID-19
pandemic (13 of 26 reporting), the majority — nearly two-thirds — reported that no pandemic preparedness
exercises had been undertaken at their hospital prior to COVID-19 (17 of 26 reporting), with only one of
26 hospitals reporting that exercises specifically in anticipation of the arrival of COVID-19 in Belgium had
been undertaken (OECD, 2023s5)).

Experts affiliated with the government’s pandemic response began informally assessing the capacity of
the hospital system to absorb COVID-19 patients in late January 2020, and a decision was taken at the
end of February 2020 to establish the Hospital Transport and Surge Capacity Committee (HTSC), which
would report to the RMG (see Chapter 3). The HTSC was tasked by the RMG with monitoring the number
of COVID-19-patients across Belgian hospitals, discussing issues related to hospital capacity and patient
flow, and proposing policy decisions to the RMG that would allow the best implementation of capacity and
transport planning in the hospital sector. Members comprised policymakers from the Federal Public
Service Public Health (FPS Public Health), academic experts, representatives of healthcare institutions,
representatives from federated entity administrations, the Ministry of Defense, and French and Flemish

EVALUATION OF BELGIUM’S COVID-19 RESPONSES © OECD 2023



140 |

emergency hospital planning co-ordinators. Beginning on 14 March, all hospitals were also required to
activate their emergency plans, while general, university and rehabilitation hospitals, as well as private
clinics, were required to postpone all elective services.

Box 4.3. The Hospital and Transport Surge Capacity Committee

The Hospital & Transport Surge Capacity Committee (HTSC) was set up as an advisory body within
FPS Public Health to ensure sufficient hospital capacities and to co-ordinate patient transfers where
necessary. It officially became operational on 6 March 2020. The committee designed a hospital
contingency plan, which defined three distinct phases to monitor the situation in Belgium’s Intensive
Care Units (ICUs) and to act accordingly. It distinguished between three phases. Depending on the
phase, 15% to 60% of ICU beds should have been reserved to COVID-19 patients. In phase 2, hospitals
would need to activate additional ICU capacities within seven days.

The committee undertook several measures to ensure sufficient capacities to COVID-19 patients while
maintaining routine delivery of care. These included the postponement of all elective procedures and
discharge of patients where possible, capacity increases, for example by re-training non-ICU personnel
for ICUs, and the transfer and reallocation of patients to hospitals with sufficient capacities. In most
cases, transfers took place within a hospital network (loco-regional hospital network). Hospitals could
either reach out directly to other hospitals or the province or request a transfer from the Patient
Evacuation Centre. The number of transfers varied a lot. For example, from 1 March to 30 June, only
629 transfers took place, in contrast to 1 178 transfers from 1 October to 15 November 2020.

The HTSC successfully operated thanks to a strong leadership in the committee, and a common
agreement on and adherence to the confidentiality and communication strategy (OECD, 2022;111}; Van
de Voorde et al., 2020;55)). The data that was collected by Sciensano and discussed by the HTSC
offered a rich data base that allowed to introduce tailored policy interventions, to understand their effects
on patient outcomes, and to adjust them if necessary. The extensive data reporting requirements put in
place by the HTSC also allowed the Committee to monitor the impact of the policies they were adopting,
with a number of policy changes, notably around patient discharge and transfer, implemented between
waves as a result. For example, it allowed the HTSC to revise transfer recommendations after
inspecting patient outcomes post transfer (Taccone et al., 2021;112).

4.3.8. The pandemic has underlined the need for a hospital payment and funding reform

Hospitals are largely a federal competency. In 2022, Belgium had 103 hospitals (excluding mental health
hospitals), with the majority being private non-profit (72%) and the remainder public. Capital and
investment costs are covered by federated entities, whereas running costs are covered by the federal
state. The payment system depends on the type of service. Nursing and non-medical costs are covered
by an annual budget, whereas medical and paramedical activities are largely paid on a fee-for-service
basis.

The Belgian hospital payment scheme, where an annual budget represents a significant share of a
hospital’s total annual income, offers more financial stability and resilience to shocks than payment
schemes which are based almost exclusively on activity, but the budget share of the total hospital income
was likely too low to be financially sufficient to cover fixed costs and to buffer sudden changes in volume.
In addition, hospitals were tasked with capacity increases. As a result, the government offered financial
support to hospitals. In April 2020, it distributed a total of EUR 1 billion to general hospitals, and another
EUR 500 million in July and October each to general and psychiatric hospitals (FPS Public Health,
2023p47). Costs were covered by the FPS Health and the INAMI-RIZIV. Furthermore, hospitals received
additional financial support of a bit more than EUR 2 million annually for patient transports.
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Belgium is reforming its hospital payment system, joining a group of countries, such as Denmark, France,
Germany and the United Kingdom (England) in order to move from paying for volume, to paying for value.
The country had already recognised the need for a reform prior to the crisis to reduce the fragmentation
and the pandemic has only further underlined the need for this reform. It is moving towards payment
systems that aim at moving from volume to value, at improving continuity, patient-centeredness, and
quality of care. First, it intends to reduce fragmentation and unnecessary interventions by integrating cost
components into diagnosis-related group (DRG) tariffs that were previously paid separately (all-in) and
intends to move towards bundled payments in the longer run. At the same time, the schedule of fees for
medical acts will be revised. Second, it aims at shifting the delivery of care from the in- to the outpatient
sector by making the outpatient treatment the default option for a set of surgical treatments and by
recalculating payments.

These reforms are in line with payment reforms in other OECD countries. For example, Canada (Ontario),
France, Norway, and the United States are experimenting with bundled payments, and Austria, Denmark,
France, and Norway, are using financial incentives to shift care from the in- to the outpatient sector. Several
countries, such as Denmark, England, France, and the United States are moving towards a combination
of diagnosis-related groups and global budgets to improve the financial stability of hospitals and make
them less vulnerable to volume changes. Some of these payments are adjusted based on quality indicators
to incentivise quality improvements (Milstein and Schreydgg, 2022;113)). Belgium should continue its reform
process, and to make use of the experiences of other OECD countries where necessary.

4.3.9. Increasing workforce shortages are a pressing concern

The pandemic had severe effects on the health workforce, and the effects are likely to be long-lasting.
Prior to the pandemic, Belgium ranked below OECD average for practicing doctors per capita, and above
average for practicing nurses per capita. In 2021, it recorded a rate of 3.3 practicing doctors per
1 000 population compared to an OECD average of 3.7, and 11.1 nurses per 1 000 population against an
OECD average of 9.2 (OECD, 2023y15)).

The pandemic negatively affected the healthcare workforce due to an increased workload, shortage of
PPE, public pressure, and constant exposure to emotionally challenging tasks. The work dissatisfaction
among nurses increased from about one in four (27%) in 2019 to more than a third (39%) in 2021/22.
Subsequently, the intention to quit increased among nurses by about 12 percentage points from around
32% in 2009 and 2019 on general wards to 43.9% in late 2021 to early 2022 on ICU wards (KCE, 2019,
2022). Nurses reported an increasing workload and shortages of PPE as major obstacles in their daily
work (Vaes et al., 2022j54)). The mental health of healthcare workers was also heavily affected by the
pandemic, with nurses and younger healthcare workers being particularly affected (Tiete et al., 2021114j;
Vanhaecht et al., 2020;115)).

The intention to quit appears not to be limited to nurses. Health care workers in long-term care facilities
and hospitals have left the workforce, most notably after the second wave. The disagreement with some
measures, such as isolating residents in long-term care facilities, may have in part fueled the decision to
quit, as did the intensity of working through the first waves of the pandemic.

As in other OECD countries, Belgium offered financial premiums to compensate for additional tasks over
the pandemic (Waitzberg et al., 2022116]). Personnel in hospitals and home care, general practitioners and
those in training working in the in- or outpatient sector, and medical specialists in training in the inpatient
sector during the period from 1 September to 30 November 2020 were eligible for a bonus of up to
EUR 985 gross (INAMI, 2022). Nurses received a voucher of EUR 300