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Resilience

Is the ability of an object to spring back into shape

Is the capacity to recover quickly from difficulties





RHC is the ability of the system to adjust its functioning 
prior to, during, or following events and thereby sustain 
required operations under both expected and 
unexpected conditions.



Global Resilience in Health Care

A system or a plan that can be applied internationally to 
any health care system to allow those systems to function 
normally during disasters, and minimise the impact imposed 
by any unexpected disaster on those systems by mitigating 
the known risk factors and weaknesses.



Is It Doable ?!
- Understand different health care models around the world

- Identify the problems within those models 

- Analyse the factors that make those systems not resilient 

- Find a common ground to start building the plan that works for 
all the models



The Models

-Finance (free, paid for. Out of pocket, insurance schemes or tax funded)

-Care provision ( public or private based)

-Standards of care (who gets what, who does what and where to do it)

-Workforce









National Health Insurance

Social Insurance

LALA land 

Every Man for himself



From the patient point of view
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Quality
•safe: Avoiding harm to patients from the care that is intended to help them.

•Effective: Providing services based on scientific knowledge to all who could benefit and refraining 
from providing services to those not likely to benefit (avoiding underuse and misuse, respectively).

•Patient-centered: Providing care that is respectful of and responsive to individual patient 
preferences, needs, and values and ensuring that patient values guide all clinical decisions.

•Timely: Reducing waits and sometimes harmful delays for both those who receive and those who 
give care.

•Efficient: Avoiding waste, including waste of equipment, supplies, ideas, and energy.

•Equitable: Providing care that does not vary in quality because of personal characteristics such as 
gender, ethnicity, geographic location, and socioeconomic status.



Universal Health Coverage UHC
UHC means that all individuals and communities receive the health 
services they need without suffering financial hardship. 

It includes the full spectrum of essential, quality health services, from 
health promotion to prevention, treatment, rehabilitation, and palliative 
care across the life course.









Finance Spectrum

100% free
High quality

100% chargeable
Low quality 

100% 
Chargeable
Good quality

Partially 
covered
Low quality

partially 
covered 
Insurance 
level quality

Fully covered 
Insurance 
level







Or you simply die 
because you don’t 

know that the 
service you need 

exists



Examples
NHS UK,  Tax funded, high quality 100% free at the point of care, non-profitable.

Follows strict rules in what to be done, who and where.

The rules are called the NHS constitution 

Of course there are down sides to such systems, generally are low efficiency, long waiting times, 
and futility.

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-
constitution-for-england



Examples
Across the Atlantic in the USA, it is a money based system with a big bulk of it being profit 
making. So someone has to pay which is usually the employer via different insurance systems. 
But there are differences in levels of insurance and what you can get based on how much you 
earn/can afford. But still high quality care if you can afford it. There are a significant percentage 
of the population still not insured.

Such system has high quality and efficiency with good financial incentives for providers to work 
more and for companies to innovate, but seems to be not fair.



Examples
But in other parts of the world, you have to pay for healthcare, and even when you do you don’t 
get the service you need or deserve.

















• What immediate spending actions can be taken with existing budgets?

• How can the necessary budget for the COVID-19 response be secured through revisions to finance laws?

• What can be done to accelerate budget execution and funds release to frontline services?

• What is the best way to ensure rapid access to COVID-19 services for all those who need it, irrespective 

of ability to pay?

• How can the core of the health system be strengthened even as the immediate response takes priority?

Finance and Covid / Disaster





In Practice



Care Provision



Care provision
- The different models show different levels of involvement from both public and private sectors, 

each has their problems.

-public funded systems don’t seems to be very efficient for obvious reasons. Mainly because they are 
not designed to make profit. They will swallow any amount of fund thrown into them and will always 
need more, but they tend to focus on patient care and effectiveness. 

-Private systems are efficient to make profit, on the expense of patient care/needs.

-Mixed systems with insurance based fund are still money making businesses. So, profit will come first 
before patient care and needs.

-So, it makes more sense that when it comes for a disaster, public systems will be more resilient 
because of the baseline low efficiency, and the ability to provide care for patients who don’t pay.



Standards of 
Care

This is a very difficult topic, but everyone who 
was involved in the management of Covid 
when it started will understand this and how it 
might affect the resilience and the outcome.



To explain the standards

I will use the NHS, NICE (national institute for health 
and care excellence) and compare it quickly to what 
happened around the world.



• When it all started, the management of critically ill Covid patients in the NHS 
remained as the standard management of any critically ill patient because there was 
no evidence to support any specific treatment for Covid.

• Different medications started to be promoted as potential treatments for Covid, but 
non of these were approved for use in the UK for lack of evidence. The development 
of evidence needs investment, research and time, so, in the UK the use of any 
medication was limited to research purposes with patients’ consent. And later most 
of those treatment were proven to be not effective at all.

• That allowed the fund to go towards proper research and effective healthcare.



• In other systems where there were no standards or effective regulatory authorities, 
the clinicians tried every single medication, intervention, and rumour on their 
patients without consent or supporting evidence. That was without following the 
scientific research protocols or even data collection.

• That was made easy because the patients were paying for it (OOP) without knowing 
that these interventions/medications are not effective. There was no insurance 
company to investigate where the money is going, or a public fund source to 
allocate the fund effectively.

• 2 obvious examples are the HCQ and the Convalescent plasma which were sold in 
black market swallowing millions of Dollars and efforts once rumours were out that 
they are effective. Later it was proven that neither were.



So, if we take an example of an X healthcare 
system looking after 50 M people
20% of the population were diagnosed with Covid since the pandemic started (adopted from 
UK numbers) that means 10M

Inappropriate interventions were done for them including unnecessary blood tests, CT scans, 
Abx, Antifungals, Antivirals, Anti-something else, Steroids, Anticoagulants, plasma, etc… with 
average cost of $1000 per patient

The fund wasted on futile/ ineffective/ unnecessary interventions ~ $10 Billion in that system

That fund could have been used in a much better and effective way to fight the pandemic



Workforce



Workforce
Which is a big problem in terms of numbers, training and skill mix 

It is a huge ethical problem as well, since the so called first world health care systems (high 
income countries) relies mostly on professionals imported from the so called third world 
countries (low income countries) especially in times like this leaving low income countries even 
more deprived from professionals who they have educated and trained.

Another solution being tried is the service fragmentation to avoid relying on highly skilled 
professionals who need a lot of qualifications and long time to train, and both are expensive. The 
downside of that solution is reduced skill mix which might lead to lower resilience. 

Healthcare professionals are just like normal people, they get sick, stressed and burntout
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Infrastructure
THIS IS ANOTHER 
MASSIVE CHALLENGE 
RELATED TO ALL THE 
PREVIOUS 
CHALLENGES





• When more ICU beds were needed, we didn’t have the capacity 
to accommodate.

• Hospitals were over stretched.
• Essential surgeries and interventions were cancelled to MANAGE 

THE DISASTER
• Field hospitals were tried, but again staff shortage and funding 

control that solution 



• So when we look back on how we did in managing the pandemic 
we have to look for other things more than patients who were 
directly affected by the disease. We have to look for those who 
didn’t have their cancer treated because the hospitals were too 
busy managing the pandemic patients, those who lost their vision 
from delayed eye operations, those who waited months for 
diagnostic tests, all of those who are considered to be collateral 
damage.

• We also have to look into the huge backlog and waiting lists after 
the pandemic and strategies to get it done.

• And finally the staff shortage from exhaustion and burnout.  



To summarise

I am not providing solutions or pretending that we succeeded 
globally in managing a disaster, we are still far from that. This talk 
was just for brainstorming and sharing challenges that we need to 
deal with.

There are huge discrepancies and gaps between the countries of 
this world in their healthcare systems and minimal standards of 
healthcare provision. That need to be sorted as a first step in the 
journey of disaster mitigation planning. If we can’t function when 
there is no disaster, we have no hope when disasters come.

Buildings, machines, and people will always be problems for 
healthcare, but it seems that money can solve all the problems 
when it exists. So, funding will always be THE PROBLEM. Money 
talks….



Thank you
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