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Executive summary  
 

This technical workshop was designed to develop consensus on the linkages between recovery, 

resilience and quality universal health coverage (UHC), based on the experiences of participants. The 

recent Ebola virus disease (EVD) outbreak has shone a spotlight on the links between resilience and 

UHC. As the affected countries negotiate the recovery phase, there is an opportunity to learn from 

that experience for countries across the world. The workshop took place at an important time in the 

light of the United Nations Sustainable Development Goals and Japan’s Presidency of the G7 group of 

nations. The workshop background paper explores the relationship between recovery, resilience, and 

quality UHC. It discusses also a range of related areas, such as linkages with health emergency 

programming; quality improvement; policies for quality; water, sanitation and hygiene (WASH); 

community engagement; district health management; and essential public health functions. 

Each of the 3 EVD-affected countries has developed a clear national plan for resilience that takes a 

long-term view, while recognizing the urgent and immediate needs for recovery. Of note, quality of 

care and UHC are considered integral to all of these plans. Challenges and lessons highlighted by these 

countries have common threads that were explored during the workshop. 

Japanese UHC (achieved in 1961) covers all citizens by public medical insurance. It ensures freedom of 

choice of medical institution, provides high-quality medical services with low co-payment and is based 

on a social insurance system.  Although it performs well in relation to health status and risk protection, 

this is less the case for public satisfaction. The systematic integration between curative service 

delivery, emergency preparedness and public health is notable. Practical lessons have been learned 

from both outbreaks and natural disasters that continue to shape the system. Japan is committed to 

delivering sustainable, equitable UHC, with quality as a foundation stone, and to support similar 

efforts around the world. The work of Japanese agencies (both domestic and international) provides a 

range of technical experiences that can be harvested for adaptation in other countries.    

Through a series of workshop learning laboratories, a set of 7 recommendations were developed, each 

with a range of associated actions: 

1. Develop clear and practical mechanisms for integration between health emergency preparedness 

and health service delivery that emphasizes UHC as a foundation of resilience. 

2. Ensure that quality (including patient safety and infection prevention and control [IPC]) is integrated 

and applied to all aspects of health service delivery within a wider focus on health systems 

strengthening in support of UHC. 

3. Update national public health acts, strategies, policies and plans, and support the development of 

implementation frameworks in line with the UHC and 2030 agenda for sustainable development; 

4. Build /rehabilitate WASH infrastructure in health facilities and mainstream WASH in the IPC context 

of water safety and sanitation planning. 

5. Develop a practical framework that mainstreams and embeds community engagement within 

health service planning and delivery that contributes to building trust. 

6.  Develop a practical framework to strengthen leadership and the management capacity of district 

health management teams with a focus on the quality improvement of health service delivery, 

emergency preparedness and community representation.  

7. Establish strong health systems inclusive of all essential public health functions for quality UHC to 

achieve improved health outcomes and sustainable development. 
 

The technical exchanges during the workshop provided a foundation for further technical 

collaboration for the benefit of all Member States.   
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Workshop objectives 

1. Collate perspectives from experts with experience in EVD-affected West African countries on the 

linkages between early recovery, resilience and quality UHC.  

2. Collate perspectives from Japanese experts on the linkages between early recovery, resilience and 

quality UHC, including lessons learned from Japanese experiences.  

3. Develop consensus within the workshop on the linkages between early recovery, resilience and 

quality UHC. 

4. Co-develop key suggested recommendations and actions informed by the collective wisdom of 

workshop participants. 

Day 1: Proceedings summary  

The formal welcome was provided by Alex Ross, Director of the World Health Organization (WHO) 

Kobe Centre, followed by representation from the Ministry of Health, Labour and Welfare and the 

Ministry of Foreign Affairs of Japan.  

Day 1 of this workshop consisted of a number of short presentations from invited delegates that 

explored the relationship between resilience, recovery and quality UHC. The presentations included 

both reflections from countries recently affected by the EVD epidemic and on lessons learned from 

the Japanese experience of UHC. Key messages from each presentation are summarized below. Full 

presentations available here.  

Recovery, resilience and quality UHC 

Dr Shams Syed (Coordinator (a.i), UHC and Quality Unit, Service Delivery and Safety Department, 

WHO) 
 

This technical workshop took place at an important time when there is a renewed global focus on UHC 

in the light of the United Nations global Sustainable Development Goals and Japan’s Presidency of the 

G7 group of nations. Furthermore, the recent EVD outbreak has shone a spotlight on the links 

between resilience and UHC. As affected countries negotiate the recovery phase, there is an 

opportunity to build stronger health systems with stronger emergency risk management than existed 

pre-Ebola, and for countries across the world to learn from that experience. Health systems that are 

poorly resourced, fragmented, inequitable, without adequate emergency risk management capacities, 

and thus providing low quality services are understandably more prone to collapse in response to 

major shocks than those able to provide high quality, universal health coverage. Such shocks may then 

have a much greater effect and normal service delivery may be severely disrupted, as was seen during 

the Ebola outbreak. However, the recovery effort in such scenarios can begin to build the foundations 

of a better functioning, higher quality and more resilient health service. The focus of this workshop 

was to develop consensus on the linkages between recovery, resilience and quality UHC, based on the 

experiences and collective wisdom of participants (Annex 1: list of participants; Annex 2: agenda).    
 

The background technical paper for the workshop provides definitions of key terms and explores in 

more detail the relationship between recovery, resilience, and quality UHC. It discusses also a range of 

related areas, such as linkages with health emergency programming, quality improvement, policies for 

quality, WASH, community engagement, district health management, and essential public health 

functions (EPHF). Key definitions and concepts outlined during this session were based on the 

background technical document (Appendix 3).  The critical importance of examining the decades-long 

Japanese experience to harvest lessons for global application was emphasized.    
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Japan: an overview of the health system 

Dr Satoshi Ezoe (Global Health Coordinator, Ministry of Health, Labour and Welfare, Japan) 

The Japanese health system has a long history of providing UHC and performs well in relation to 

health status and risk protection, but less so in terms of public satisfaction. 

In Japan, UHC has been achieved at a relatively low cost and low financial risk, with health spending 

accounting for 9.5% of the gross domestic product, representing US$ 3035 per capita, which is 

significantly less than many other high-income countries. However, an ageing population and the 

increasing burden of noncommunicable disease threatens the sustainability of the health service, with 

medical care and long-term care driving rising costs of social security. 

Since 1961, the Japanese version of UHC covers all citizens by public medical insurance. It ensures 

freedom of choice of medical institution, provides high-quality medical services with low co-payment 

and is based on a social insurance system. The Japanese system is financed by compulsory insurance, 

state funding and small co-payments, with the costs of the insurance-based system controlled through 

a medical fee schedule. To ensure good value, the Japanese government leads negotiations with 

providers and agrees upon an appropriate and sustainable fee schedule.  

Compared with other high-income countries, Japan has a relatively high number of hospital beds per 

capita, but lower ratios of physicians and nurses. Public health at the local level is based around 

comprehensive health centres. These provide not only clinical services, but also vaccination, control of 

infectious diseases, health promotion activities, disease surveillance and environmental health 

services, including technical support to local policy-makers. There is cooperation between 

municipalities, prefectural governments and national government on the control of infectious disease 

under applicable laws, with similar local and national cooperation on disease surveillance, for which 

information is collected and reported in a systematic fashion. Notably, the health centre is considered 

a hub in the public health system.   

The basic concept of pandemic response in Japan focuses on: delay intrusion (waterfront measures); 

delay expansion (early containment); control expansion of infection (public health intervention); 

flattening epidemic trends; early development, production and use of vaccines; and lowering the 

epidemic peak to minimize the burden of health care delivery. The national pandemic plan promotes a 

“whole society” approach to maintain social and economic functions by strengthening public health 

measures involving families, communities and work places. 

As a practical example, the 2009 pandemic influenza outbreak saw low mortality in Japan compared 

with many other affected countries. This has been attributed to the strong early response, which 

included the closure of schools, high quality treatment, early use of antivirals, and the promotion of 

personal voluntary measures (i.e. hand hygiene, cough etiquette). 

Following the Great Hanshin-Awaji Earthquake in 1995, Japan revised its emergency response 

capabilities through the establishment of specific medical and psychiatric teams (disaster medical and 

psychiatric assistance teams), appropriate facilities (disaster base hospitals), and information systems 

to be used in disasters (emergency medical information system), as well as transfer and transportation 

systems for patients. This system was used to good effect in the Great East Japan Earthquake of 2011. 

Japan is committed to delivering sustainable, equitable UHC, with quality at its foundation, and to 

support similar efforts around the world. This is a major focus during Japan’s Presidency of the G7. 
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Quality, universal health coverage & resilience 

 

Ebola response and health systems recovery  ̶  lessons learned (Guinea) 

Dr Karifa Mara (MPN/WHO), Dr Abdoulaye Kaba (DG/BSD), Mr Amadou Timby Bah (DIEM/MS) 

 

The health system in Guinea has 3 levels of administration: central, regional and prefectural. Similarly, 

service delivery is through 3 central hospitals, 7 regional hospitals, and a much larger number of 

community facilities of various types. In 2015, there were 1.8 physicians per 10,000 population. 

Figures from 2012 show poverty levels of 55.2%; life expectancy of 59 years; prevalence of chronic 

malnutrition in children less than 5 years of 31%; and a maternal mortality ratio of 724 per 100,000 

live births. 

The outbreak of EVD in Guinea hit health professionals hard, with 211 cases and 115 deaths recorded 

among health workers. There were significant drops in health service usage due to the Ebola crisis, 

with an overall decrease in consultations from nearly 6 million to around 2.5 million. In addition, 

childhood vaccinations dropped from 224,022 to 157,432 and the number of hospitalizations 

decreased by over half between December 2013 and December 2014. 

The outbreak was worsened by inadequate IPC capacity, with insufficient numbers of trained staff and 

a lack of required support and diagnostic services. 

Ebola recovery plans are in place with a focus on getting to zero cases, improving district health 

services and strengthening the national health system. This focus is on immediate needs and is placed 

within the context of the national long-term health plan up to 2024. Specific priorities for building a 

resilient health system include disease prevention and control, governance and accountability, 

community engagement, and strengthening core public health capacities to support the International 

Health Regulations (IHR). However, significant financial challenges remain, with currently allocated 

donor and state funding for recovery and health systems strengthening falling short of the identified 

needs.  

As part of recovery efforts within the wider UHC agenda, significant infrastructure projects are 

underway, including building 4 regional hospitals, renovating 3 national hospitals, and building 

facilities to treat illnesses of epidemic potential. There are also programmes for laboratory 

strengthening, training of a specialist epidemiological emergency workforce, provision of medicines 

and improvement of logistics. 

Policies are also in place to improve quality of care through workforce development, improvement of 

facilities, the extended reach of facilities to a wider population, improved governance, and building of 

systems for diagnosis, monitoring, research and the handling/sharing of information. 

In conclusion, the EVD epidemic took hold in a context of a low budget prioritization of health, the 

inequitable and inefficient distribution of resources and an inadequate health facility infrastructure. 

Capacity in epidemiological surveillance, health sector leadership and IPC was weak. Developing 

stronger mechanisms of stakeholder and partner coordination was also highlighted as a key lesson 

emerging from the EVD experience.  
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Ebola response and health systems recovery  ̶  lessons learned (Liberia) 

Dr Catherine Cooper (Quality Lead, Ministry of Health), Dr Lawrence Sherman (Jackson F Doe 

Hospital), Dr April Baller (WHO Country Office) 

 

The Liberian health system has a pluralistic model of service delivery (government, nongovernmental 

organizations, faith-based organizations and a private sector). It is coordinated by the Ministry of 

Health with decentralization of responsibility to county, district and facility level. The health system is 

currently allocated less than 11% of the national budget; 51% of costs are met out of pocket. The EVD 

outbreak in 2014 exposed significant health system weaknesses. Health system factors contributing to 

the outbreak included inadequate surveillance and laboratory capacity; poorly equipped health 

facilities lacking the required WASH infrastructure; underperforming emergency preparedness and 

response system; shortage of qualified and salaried staff; delayed decentralization; and inadequate 

government funding. 

The EVD outbreak saw a decline in the use of health services in general, including outpatient 

attendance, maternal health services and immunization programmes. Reduced service use has been 

attributed to community distrust and health worker fear.  During the epidemic, 184 health care 

workers died, supply chains for essential medicines collapsed, and the focus of resource use on EVD 

caused the neglect of other priority areas. A phased effort has been agreed (response - early recovery 

- recovery - functional health system). Resilience in the Liberian context means “building a health 

system that contributes to the achievement of the health outcomes described in the national health 

policy and plan 2011–2021 by restoring the gains lost due to the EVD crisis, optimizing the delivery of 

quality services towards UHC and reducing risks due to epidemics and other health threats”.  

Objectives in the investment plan for building a resilient health system in Liberia are 3-fold with 

assured UHC as the umbrella: 

1. Universal access to safe quality services through an improved capacity of the health network to 

provide safe, quality essential packages of health services. 

2. A robust, health emergency risk management system through building public health capacity for 

prevention, preparedness, surveillance, including alert and response for disease outbreaks and other 

health threats. 

3. An enabling environment and restoring trust in the health authorities’ ability to provide services, 

including community engagement, improving leadership & governance and accountable management 

systems. 

Key areas identified for investment for resilience include: a fit-for-purpose workforce; a re-engineered 

health infrastructure; epidemic preparedness and response; medicine management; quality service 

delivery; information and research management; community engagement; leadership and governance 

capacity; and efficient health financing systems. However, significant funding gaps remain. Of note is 

the establishment of a quality management unit within the institutional care division.  

There were many lessons learned in Liberia during the response to the outbreak, including the 

importance of information dissemination, intersectoral collaboration, community involvement, 

partnerships and cross-border collaboration. On reflection, the Liberian health system could have 

done a number of things differently before the crisis that would have limited its effect, including 

strengthening the workforce, embedding IPC within the system and improving preparedness, response 

and laboratory capacity. 
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Ebola response and health systems recovery  ̶  lessons learned (Sierra Leone) 

Dr Samuel Kargbo (Ministry of Health and Sanitation), Dr Ronald Carshon-Marsh (Medical 

Superintendent, Kono District), Dr Adewale Oluwaseun Akinjeji (WHO Country Office) 

 

Sierra Leone has made a commitment to delivering quality UHC, as outlined in the following statement: 

“The government of Sierra Leone is committed to building a functional and resilient national and sub-

national health systems that deliver safe, efficient and high quality health care services that are 

accessible, equitable and affordable for all Sierra Leoneans”. This is in the context of a challenging 

country health profile, with a maternal mortality ratio at 1100/100,000, huge health workforce deficits 

and US$ 107 total health spending per year per person on health. 

Health system planning, coordination and quality assurance is done at national level by the Ministry of 

Health with district health management teams responsible for policy implementation and service 

delivery at subnational level. The 3 tiers of care involve peripheral health units, district hospitals and 

referral hospitals (total: 1264 health facilities; 40 of which are hospitals with 23 government-run). 

Most health care is provided in the community. Significant health gains were made between 2008 and 

2013 across a number of domains, including childhood vaccinations, safe childbirth and the treatment 

of diarrhoeal disease. However, the EVD epidemic significantly set back this progress. 

As of February 2015, there were a total of 296 Ebola infections among health workers, including 221 

deaths, thus highlighting poor IPC capacity. Furthermore, a number of health professionals left the 

country as the outbreak spread and medical and nursing schools ceased to function. There was a 

markedly decreased use of health services due to reduced community confidence in the health sector, 

which was worsened by the closure of many facilities. Reassignment of staff from routine health 

programmes to the EVD control efforts led to the delayed implementation of key programmes. 

Children were greatly affected, with over 16,000 losing one or both parents and schools closing for 

around a year. The economy shrunk, poverty levels rose and teenage pregnancy rates increased. 

Sierra Leone is in the early recovery phase, according to the “health sector recovery framework”. The 

country aims to fully implement a basic package of essential health services by 2020 with the following 

key expected results: safe and healthy work settings; adequate human resources for health; essential 

(basic) health and sanitation services available; communities able to trust the health system and 

access essential health services; communities able to effectively communicate health alerts; improved 

health system governance processes and standard operating procedures; and full implementation of 

the IHR. A variety of reforms are set to drive these expected results.  

Sierra Leone emphasizes that health systems strengthening is strongly interlinked with UHC and 

resilience. In fact, health systems strengthening is considered the means to achieve the goals of UHC 

and resilience and is reflected in the stated commitment of the Sierra Leonean government. There is 

also recognition of the central importance of quality in these efforts and, to this end, Sierra Leone has 

placed an emphasis on patient-centred care, IPC and access and equity. It has also established facility 

improvement teams to ensure that quality facilities are sustained. 

A number of lessons for quality UHC efforts can be learned from the Sierra Leone EVD experience. 

These include the need to focus on innovative and cost-effective solutions, the importance of 

community engagement and ownership across all stages of health programmes, the value of strong 

leadership and an emphasis on horizontal health system approaches. The need to strengthen primary 

and community care is highlighted, together with sustained investment in surveillance systems, alert 

& response and IPC. 
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Health emergencies and resilience 

Dr Andre Griekspoor (Emergency Risk Management and Humanitarian Response, WHO) 

 

Weak health systems have weak resilience. Poor performing health systems are more vulnerable to 

shocks, have a higher risk of epidemics, take longer to recover after shocks, and have a higher 

dependency on external assistance. However, quality UHC does not confer resilience on its own. There 

is a clear need to use all-hazards thinking, including the potential for mixed hazards, e.g. the epidemic 

risk during disasters. The clear classification of hazards is important. There are particular threats in 

fragile and conflict-affected areas, which present major challenges, health risks and vulnerabilities, 

and these represent additional challenges for improving capacity for UHC. There are a number of 

options to increase resilience to health system shocks, including improving baseline health system 

performance, prevention measures, preparedness, and improved response and recovery time. 

However, if the shock or exposure to it cannot be eliminated, there is always an effect and, often, the 

new development trend will be lower with a potentially protracted recovery phase. Importantly, the 

pace of recovery itself is improved by preparedness and disaster risk reduction. Countries should 

adopt an all-hazards approach to health security and should have firm plans in place both for dealing 

with the hazard and maintaining essential services. After a shock, recovery can be used to address 

underlying weaknesses in the health system and to strengthening health security that will provide 

protection from any type of hazard. Building on the response, coverage can be expanded and the 

quality of an essential package of health services can be improved. In conclusion, working towards 

resilience should consider an “all-hazard” health security approach, together with improving quality of 

care and building UHC. This requires health system strengthening that includes all-hazard disaster risk 

management capacities. 

 

Structures for quality: WASH in health care facilities 

Dr Magaran Bagayoko (WASH, WHO Regional Office for Africa) 

 

WASH has a prominent place in the current global health agenda and a target of universal basic 

coverage of WASH in health care facilities by 2030 is included in the post-2015 United Nations 

Sustainable Development Goals. Globally, WASH in health facilities is lacking, with 38% of facilities 

worldwide and 42% in Africa having no water services. This situation is reflected across the Ebola-

affected countries in West Africa. Indeed, the initial response to the outbreak was hampered by poor 

access to WASH and community trust in health services was damaged. In Liberia, 19% of facilities have 

no water and 35% have a broken water source. In Sierra Leone, 38% of facilities have no water. In 

Guinea, the situation is equally poor, but limited data are available.  A “Global action plan in WASH in 

health facilities” has been launched with an aim “to ensure [by 2030] that every health care facility, in 

every setting, has safely managed, reliable water, sanitation and hygiene facilities and practices to 

meet staff and patient needs in order to provide quality, safe people-centred care”. The action plan 

recommends activities in advocacy, monitoring, research and improvement of facilities, and initial 

work is ongoing across these areas. As an essential component of quality UHC, WASH plays a key role 

in building resilient health services and a programme of facility improvement for WASH is underway in 

Liberia. Importantly, a sustained global effort is required to capitalize on these initial efforts.
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Community engagement for quality in the context of UHC 

Asiya Odugleh-Kolev (WHO Expert) 

 
 

UHC requires unifying services and delivering them in a comprehensive, integrated and equitable way, 

based on primary health care. However, the biomedical paradigm and professional practice that 

underpins health service functioning often ignores the relationship between service 

planners/providers and service users, as well as the social, cultural and organizational context in which 

decisions are made and services sought and delivered. EVD in West Africa showed the importance of 

resilient health systems able to embrace community responses alongside formal health responses.  

Community leaders and women were often ignored or bypassed, local and traditional decision-making 

mechanisms were undermined, professional mobilizers were recruited to “tell” people what to do and 

there was reliance on mass messaging and information dissemination approaches. This led to a 

disconnect between service provision and messages given to communities to seek early diagnosis and 

treatment, thus fuelling fear and distrust. 

 

Studies link individual resilience to confidence in self-help and self-sufficiency, engaging with others 

and maintaining relationships, willingness to care, sharing and listening and being sensitive to 

community dynamics and cultures. Studies of what constitutes “social resilience” have identified 3 

important dimensions: (a) coping capacities; (b) adaptive capacities; and (c) transformative capacities.  

Public health interventions and the actions of health staff can directly and indirectly reduce 

community vulnerability and contribute to community resilience, or can increase community 

vulnerability by limiting capacity to respond in ways that promote resilience.  The move towards 

quality UHC needs to learn important lessons and implement 3 actions. First, change the mechanical 

communication paradigm; second, combine medical and social sciences and bring multiple disciplines 

together to design new interventions that will help achieve health goals, objectives and outcomes; and 

third, seamlessly connect service delivery and uptake by applying new multidisciplinary interventions 

linking individual, organizational and community practices and culture. 

Humans have inbuilt adaptive capacities that support individual and social resilience. The concept of 

quality UHC needs to honour and nurture and not to sabotage these. This translates as investing in 

resilient health systems able to engage with communities to promote adaptation and resilience.   

 

Quality improvement, including policy-making 
Dr Joyce Hightower (UHC and Quality Unit, Service Delivery and Safety Department, WHO) 

 
 

The experience in each of the EVD-affected countries emphasized the importance of a holistic 

approach to quality as a key lesson. The Guinean experience highlighted the necessity for 

standardization in all efforts at enhancing quality of care, including the work in relation to IPC. Certain 

standards used during the crisis in Guinea were recommended as part of a longer term focus on policy 

and strategic planning. This is in keeping with a move from a linear “policy to plan to implement” way 

of thinking on quality to a more implementation-informed quality policy and strategy development. 

The response phase allowed assessment of existing tools and documents, identification of needed 

tools, documentation of experiences (what worked and what did not) and the development of needed 

tools with quality as an aim. In the recovery phase, the focus was to prioritize goals and a timetable 
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with quality in mind and to identify those responsible for the final products (based on performance 

and capacity). When moving forward, efforts at resilience need to leverage recovery efforts to further 

build on durable advances in quality implementation and assessment and maintain the goals of quality 

of health care delivery in a comprehensive national policy and strategic plan.  

 

Primary care in Japan: Systems and lessons learned 
Dr Yasuharu Tokuda (Advisor on General Practice, Japan Community Healthcare Organization) 

 

A range of perspectives on primary care in Japan was shared.  Notably, it was highlighted that 30% of 

patients in Japan who develop symptoms will access primary health care. Although there are 

differences in rates of access between age groups, there is no access difference by socioeconomic 

status. Despite this equal access, those in lower socioeconomic groups still have poorer health status. 

In Japan, patient preference for physicians can be described as based on a value assessment of the “3 

Cs”, i.e. communication, consultation and competency. On the workforce side, it has been estimated 

that 20% of Japanese physicians face a “burnout” due to the poor control of workload. There is now a 

push towards value-based medicine, rather than volume-based medicine, with a promotion of 

“choosing wisely” in order to discourage the unnecessary use of tests, treatments and procedures. 

Furthermore, the long-term vision for Japan is the realization of an integrated community care system 

that provides housing, health care, long-term care, prevention and livelihood support services in a 

unified manner to enable the elderly to live in the community within a familiar environment 

throughout their life, even if they need an advanced level care at a later stage.  

 

Initiative, innovation and collaboration for quality improvement 

Professor Hiroaki Miyata (Keio University/University of Tokyo, Japan) 

 

There is a need to establish a “well-being” platform in Japan using information and communication 

technology to develop a high value and sustainable social security system.  In particular, for 3 

dimensions: first, a quality improvement initiative to empower the Japanese culture of craftsmanship 

(“shokunin bunka”); second, quality improvement innovation as a strategic approach to enhance the 

Japanese style of manufacturing (“monozukuri”); and third, quality improvement collaboration to 

promote mutual aid and social ties both in the community and occupational setting. 

Universal health care in Japan has focused historically on the availability of facilities. However, the 

performance data required to drive quality improvement have been lacking. A recent initiative to 

collate a database of surgical performance is an example of an innovative and effective quality 

improvement programme that makes good use of modern technology. Data are systematically 

collected and published by speciality. The database is used for professional certification by the surgical 

societies, but it also provides a wealth of data useful for quality improvement, given its high coverage 

of surgical procedures. Data can be processed in real-time to produce risk models for each procedure 

at the facility level and to stimulate clinical discussion and improve informed consent (e.g. by 

producing surgical complication rates based on patient risk factors and facility performance). Similarly, 

a national clinical database has been developed and is at the forefront of developing new evidence 

across a range of health topics, as well as helping to identify adverse events.  
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Data from systems such as those described can feed into national initiatives for quality. In addition, 

there are lessons for other countries in health service delivery based on the evidence of need and risk. 

Higher volumes of procedures performed by medical professionals lead to increased competency. For 

this reason, some systems around the world have moved towards regional models of service delivery 

to ensure the optimum volume-outcome relationship. Japan has initiated a model of regional 

collaboration networks to optimize this balance, while maintaining widespread access, thus ensuring 

both adequate quality and coverage. 

The long UHC experience of Japan highlights that the interest does not lie in promoting the highest 

level of health care services targeted at those with significant financial resources, but more on best 

practices targeting all people. Building on this principle, Japan has a keen interest in contributing to 

global health. Through this contributory process, Japan can also continue to develop innovative future 

prospects of health care within its own health system. 

 

Medical networking in Nagasaki, Japan: Implications for functional health systems 

and links to quality UHC and resilience 
Dr Yasuhiko Kamiya (School of Tropical Medicine & Global Health, Nagasaki University, Japan) 

 

Quality UHC requires equity in geographical access and this remains a challenge in Japan. To address 

this, Nagasaki prefecture has established medical networking systems, including medical 

transportation and health information systems for clinical care. Nagasaki prefecture has a population 

of 1,371,000, nearly 30% of whom are elderly. This includes 54 inhabited islands, with a total 

population of around 150,000. There are a number of community and hospital facilities, which have 

been coordinated in a network to provide specialist telemedicine support and emergency helicopter 

transportation as required. The network is supported by a regional information technology system 

that has the potential to significantly contribute to high quality care, although efforts are required to 

foster patient trust over record-sharing. There are lessons from this experience to meet the challenges 

of implementation presented by aid fragmentation and the resultant neglect of certain areas. Through 

better information-sharing systems, a coordinated division of labour, joint activity and, perhaps, the 

sacrifice of the uniqueness of some individual agencies, countries can achieve a better integration and 

coordination of aid. Functional health systems require coordination, plasticity and implementation 

science to address system vulnerability. 

 

WASH and UHC: The contribution of Japan  
Shinobu Yamaguchi (Deputy Director, International Cooperation Bureau, Global Issues Cooperation 

Division, Ministry of Foreign Affairs of Japan) 

 

The United Nations Millennium Development Goal 7 highlighted a target to "halve, by 2015, the 

proportion of the population without sustainable access to safe drinking water and basic sanitation". 

Although significant progress has been made on improving access to safe drinking water, over 600 

million people worldwide still lack this basic right.  Even more progress is required on sanitation, with 

an estimated 2.4 billion people in 2015 still having no access to improved sanitation, and nearly 1 

billion having to defecate in the open. Similarly, many public facilities such as schools and health 

centres lack adequate WASH provision. The continued need for global action on WASH is reflected in 

the new 2030 Agenda for Sustainable Development adopted by all Member States of the United 
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Nations in 2015. Goal 6 is to “ensure availability and sustainable management of water and sanitation 

for all”, which has also a clear relevance for goal 3 on ensuring healthy lives and promoting well-being. 

Japan has shown significant commitment to addressing WASH issues in its global aid support, including 

a number of specific programmes in low- and middle-income countries. For example, the Water and 

Sanitation Broad Partnership Initiative highlights the promotion of the sustainable use of water; the 

human security principle; an emphasis on capacity development; a cross-sectoral approach; and 

respect of the local realities and settings. 

 

The Japan International Cooperation Agency’s (JICA) contribution to global quality 

improvement 
Saya Uchiyama (Health Team 2, Human Development Department, JICA) 

 

JICA is the world largest bilateral development agency and has a focus on UHC. It has identified health 

systems strengthening as a priority, together with certain specific health issues, such as maternal and 

child health and the control of infectious disease. To this end, it has participated in a multitude of 

bilateral health systems strengthening projects in low- and middle-income countries around the world, 

particularly in Africa and South-East Asia. To move towards UHC, JICA works to remove the financial, 

physical, social and cultural barriers that can hinder progress.  

There are a number of examples of JICA’s work to promote quality UHC and resilience. For example, 

supporting recent organizational capacity development and infectious disease surveillance projects in 

Kenya, workforce capacity building in francophone countries, and the successful introduction of the 

5S-KAIZEN-TQM approach to quality improvement in several African countries. JICA also contributed 

to the initial Ebola response and preparedness activities in a number of countries and is providing 

support to Guinea, Liberia and Sierra Leone as the recovery effort continues. Four specific areas were 

highlighted in the way forward: first, accelerated implementation of IHR in an integrated manner in  

the global health security agenda  through work and initiatives; second, support of IHR capacity 

building in alignment with priorities of partner countries as an integral part of health systems 

strengthening towards achievement of UHC; third, support to build pandemic-resilient societies 

through coordinated multisector investments and activities and global learning; and, finally, 

strengthening regional and in-country surveillance response capacity in Africa. 
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Day 2. Achieving consensus and defining action  ̶  learning  laboratories 
 

Dr Shams Syed introduced the objectives of the day and 

described the concept of “learning laboratories”, the 

proposed methodology and expected outcomes.  The 

proceedings on day 2 followed a participatory approach that 

provided an opportunity to: 

• Synthesize information and insights from 

presentations and discussions on day 1 

• Refine the background document to the workshop 

• Formulate a practical way forward 

Workshop participants were distributed across 3 country-specific groups (supported by a facilitator 

and a rapporteur) and were given questions and tasks.  This enabled in-depth discussions to make sure 

that every voice was heard. Opportunities to validate the output of the group discussions, as well as to 

pose questions and ask for clarity on the output of other groups, were provided through plenary 

presentations.  

 

Learning laboratory 1: Defining the principal lessons learned  

Objective: Co-define the 10 biggest lessons on quality UHC and resilience emerging from recent 

experience in West Africa and past experience in Japan. 

Question 1: Having considered the lessons presented on day 1, having listened to all the discussions 

yesterday, what are the 5 biggest lessons important for any country? 

Question 2: For each of the lessons learned, what action would a country need to take to apply these 

lessons? 

 

Synthesis of group work - 10 biggest lessons learned 

Lessons  Actions a country can take to apply these lessons.  

Countries should… 
1 There was a lack of strategic, 

technical and operational 

leadership.  

• Have political will, strengthen national ownership, design policies 

and establish formal and informal coordination mechanisms 

incorporating national and subnational structures. 

• Link public messaging to risk assessment and ensure that risk 

communication strategies are tailored to appropriate audiences. 

• Assess needs in advance, conduct a gap analysis and develop 

contingency plans for such a crisis.  

• Link to work by the International Health Partnership (IHP+) and 

ensure that investment is aligned with national strategies.  

 

2 There were 

insufficient/ineffective 

mechanisms to respond to a 

crisis. 

• Revise norms and standards for infrastructure/equipment and adapt 

to situations of epidemics and other crises. 

• Conduct gap analysis (alongside action planning) on the ability of the 

entire system to respond to a crisis using an all-hazards approach.  

 

3 The response was hampered by 

the weak mechanisms of 

• Clarify and support the mechanisms of coordination and synergy 

between parties under the leadership of the ministry of health.  
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In all 3 groups, common themes illustrated by specific examples were strongly identified that 

reinforced the non-preparedness of national authorities to respond to an epidemic that occurred 

in multiple sites, involving multiple health facilities and different levels of the health system.  

There was recognition that any emergency or disaster of such a magnitude with the potential to 

disrupt health services and to significantly increase demand would have a similar effect.  National 

and subnational leadership was cited as critical by all 3 groups, including the importance of 

coordination of health activities 

of humanitarian organizations 

and the ministry of health’s 

weak leadership in this domain. 

• Have technical support to develop a plan for effectively coordinating 

the activities of responders in health crisis situations to produce the 

most efficient and effective results. 

4 There was a lack of systematic 

and structured engagement of 

communities at all levels of the 

health system, which is key to 

effective services. 

• Integrate bottom-up approaches so that communities are part of 

the development, design and implementation of health responses, 

including service delivery. 

• Establish mechanisms of accountability to communities.  

• Promote the participation of communities in the resolution of 

health problems. 

 

5 There was a lack of an effective 

surveillance system integrated 

for all diseases.  

 

• Have the capabilities that allow the immediate identification, 

centralization and notification of cases of selected diseases and 

diseases with epidemic potential.  

• Invest in appropriate technology infrastructure at all levels of the 

health system to support information flow for action. 

• Recruit and train staff on the fundamentals of surveillance, 

recognizing the clear linkages with health services.   

 

6 There was a poor laboratory 

infrastructure. 

• Strengthen laboratory capacities as part of an integrated approach 

to enhancing public health capacity at all levels of the system. 

 

7 Inadequate management 

capacities at the subnational 

level were critical barriers to  

technical decision-making, as 

well as the development and 

implementation of strategic 

and operational plans. 

• Invest in the managerial capacities and capabilities of subnational 

teams to improve the quality of service delivery. 

• Establish mechanisms and tools to monitor and evaluate 

implementation and quality. 

 

8 Frontline service delivery was 

of poor quality and was unable 

to respond to changing needs 

and expectations. 

 

• Focus on investing in frontline service delivery in an integrated 

manner using the principles of UHC as the driving force for change, 

with a particular focus on primary health care. 

• Utilize quality of care as an entry point to improve service delivery 

within the context of UHC-driven processes.  

 

9 Different parts of the health 

system were fragmented and 

not well-connected. In 

addition, there were too many 

vertical programmes with 

specific funding streams that 

made it difficult to pool 

resources. 

 

• Establish sustainable financing mechanisms for the longer term and 

move towards integrated service delivery. 

• Mobilize sufficient resources for emergency readiness and response 

as integral to health systems strengthening. 

• Utilize recovery processes to ensure a more integrated approach to 

health systems.  

 

10 Inadequate linkage of 

investments in health systems 

to the wider development 

agenda. 

• Articulate and advocate for the necessary input to strengthen health 

systems linked to the development agenda, e.g. Sustainable 

Development Goals. 
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partnering and working with communities through existing infrastructures, establishing 

mechanisms of accountability and being able to communicate effectively.  It was clear that major 

investments in different parts of the health system were needed, but these would need to be 

addressed in a way that ensured sustainability and promoted resilience.   
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Learning laboratory 2: Consilience on cross-cutting threads 

Objective: Achieve consensus on cross-cutting threads related to recovery, resilience and quality UHC. 

Question:  Having read the background document, heard the proceedings of day 1, having considered the discussions in learning laboratory 1, discuss the cross-

cutting threads in the background document in your group: 

• What would you add? 

• What would you clarify/refine? 

• What would you delete? 

Each group reviewed the background document prepared for the meeting. This provided an opportunity to internalize all the concepts and for the blending of 

expertise from West Africa and Japan. No deletions were suggested. In general, the background document was judged to be a useful synthesis of thinking. The 

following points were proposed for consideration in further refining the document.  

Overall 

 

• Add text on the importance of leadership and governance as part of the defining the basics 

• Ensure mention of linkages to Sustainable Development Goal 3 on health 

 

Sections in the background document 

 

 

What would you clarify/refine? 

 

 

What would you add? 

 

Thread 2: Linkages with health 

emergencies programming  

 

• Be consistent in the terminology used for 

chapter headings and text e.g. 

“emergency risk management”  

• Stronger link points to 

prepare/respond/recover.  

• Page 10: clarify meaning of “in kind”.  

 

• Mention access to essential technologies. 

Thread 3: Quality improvement in 

Ebola-affected countries 

 

 

• In Box 1, number 4, on service design. 

How does quality improvement bridge the 

gap between “actual and achievable”?  

Perhaps better to use “quality 

improvement management” and provide 

examples of what is meant. 

• Stronger mention of the linkage with the 

basic package of essential health services.  

• Page 12, remuneration of staff. Differential in pay 

scales e.g. for volunteer staff, affects motivation. 

• Highlight need for mechanisms to share lessons 

learned from other countries.  

• Human-centred approach for dignified burials, 

services and marginalized groups is part of quality.  

• Mention clear linkage with case management of 

patients.  

• Mention accreditation (both facility and workers) as 
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part of a wider approach to quality. 

Thread 4: Policies for quality within 

the context of UHC 

 

 

 

• Paragraph 3. Resilience is more than how 

it is stated in the current sentence. 

• Highlight that some countries are currently 

struggling with UHC and the need to learn from 

these experiences. 

• Highlight equity dimension as critical to quality 

service delivery. 

  

Thread 5: Structures for quality: 

WASH 

• Stronger mention of integrated 

intersectoral action required for WASH.   

 

Thread 6: Community engagement 

for quality in the context of UHC 

• Strengthen the linkage with accountability 

• Highlight the need for community analysis  

 

• Make mention of the linkages between health and 

human rights.  

 

Thread 7: District management for 

quality in the context of UHC 

 

• Stronger mention of HMIS as integral to 

district health management team efforts  

• Add mention of urban health issues.  

• Add wording to emphasize the use of information 

for improvement.  

• Add the importance of district based efforts on 

mental health as part of overall service delivery 

 

Thread 8: Essential public health 

functions 

• Strengthen the linkage with finances in 

developing capacities for essential public 

health functions.  EPHF    

• Add mention of urban transmission of 

communicable disease.  
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Learning laboratory 3:  Building an agenda for action  

Objective: Co-develop key suggested actions based on the workshop proceedings. 
 

Instructions: The 7 cross-cutting threads were divided between the 3 groups. Each group was given 

the following task:  Having read the background document, heard the proceedings of day 1 having 

considered the discussions in learning laboratories 1 and 2, define key suggested actions for each of 

the agreed cross-cutting threads.  
 

Thread 2: Linkages with health emergencies programming  

Recommendation 

Develop clear and practical mechanisms for integration between health emergency preparedness and health 

service delivery that emphasizes UHC as a foundation of resilience. 

 

Actions that WHO and the global health community can take: 

1. Global knowledge exchange on technical areas related to linking health emergencies programming and 

quality service delivery.  

2. Develop tools and mechanisms for recovery needs analysis to identify weaknesses and challenges in the 

health system that contributed to the vulnerability and risk. 

 

 

 

Thread 3: Quality improvement in Ebola-affected countries 

Recommendation 

Ensure that quality (including patient safety and IPC) is integrated and applied to all aspects of health service 

delivery within a wider focus on health systems strengthening in support of UHC. 

 

Actions that WHO and the global health community can take: 

1. Ensure ready access to integrated packages of existing tools and resources for capacity building on quality 

improvement within the context of UHC. 

2. Support the capacity for monitoring and evaluation of quality at multiple levels.  

3. Support the assembly of expert teams from various institutions with relevant capacities. 

 

 

 

Thread 4: Policies for quality within the context of UHC: driving resilience 

Recommendation 

Update national public health acts, strategies, policies and plans, and support the development of the 

implementation of frameworks in line with the UHC and 2030 agenda for sustainable development. 

 

Actions that WHO and the global health community can take: 

1. Provide technical support for the development/refinement of national quality policies and strategies 

that are informed by the realities of implementation.  

2. Develop mechanisms for shared learning between countries on the development and monitoring of 

national quality policies and strategies.  

3. Support the updating of legal texts and rules in issues assuring quality in the context of UHC: plans, 

assessment, implementation, monitoring and evaluation 
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Thread 5: Structures for quality: WASH 

Recommendation 

Build /rehabilitate WASH infrastructures in health facilities and mainstream WASH in the IPC context of water 

safety and sanitation planning. 

 

Actions that WHO and the global health community can take: 

Technical assistance, provision of documentation and mobilization of financial resources in order to: 

1. Integrate the dimensions of WASH in the standards of IPC and all of the new norms. 

2. Rehabilitate or create the infrastructure for WASH at the level of all health facilities. 

3. Develop and promote assurance of the quality of water, hygiene and health waste (solid and liquid) at all 

health facilities. 

4. Put in place an effective system of water quality maintenance.  

5. Plan the secure and durable water quality and hygiene. 

Health partners can provide support for the construction and updating of buildings and facilities, as well as 

supplying needed equipment. 

 

 

Thread 6: Community engagement for quality in the context of UHC  

Recommendation 

Develop a practical framework that mainstreams and embeds community engagement within health service 

planning and delivery and contributes to building trust and that addresses among other things: 

- The capabilities and capacities of staff to collaborate and engage; 

- Mechanisms for accountability and feedback that promote mutual responsibility; and  

- Sociocultural factors that impact on service planning, delivery and access.  

 

Actions that WHO and the global health community can take: 

1. WHO to convene stakeholders and facilitate a dialogue to develop an action framework. 

2. WHO and global partners to provide technical support and mobilize resources to implement a framework. 

3. WHO to develop a platform for knowledge-sharing and exchange between countries. 

4. WHO to ensure that community engagement is included in the essential public health functions. 

 

 

Thread 7: District management for quality in the context of UHC 

Recommendation 

Develop a practical framework targeted at strengthening the leadership and management capacity of district 

health management teams with a focus on quality improvement of health service delivery, emergency 

preparedness and community representation. 

 

Actions that WHO and the global health community can take: 

1. WHO facilitates and convenes stakeholders to develop the framework and define key issues. 

2. WHO to provide technical support and develop guidelines. 

3. Global partners mobilize resources. 

 

 

Thread 8: Essential public health functions  

Recommendation 

Establish strong health systems inclusive of all essential public health functions for quality UHC towards 

improved health outcomes and sustainable development. 

 

Actions that WHO and the global health community can take: 

1. WHO to lead the process of defining the vision, goal and targets for essential public health functions.  

2. Global partners to support the implementation of the essential public health functions package, which 

includes resource mobilization and technical support. 
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Annex 3: Background document  

 

Below is a version of the background document circulated by the WHO 

Universal Health Coverage and Quality Unit in support of the workshop and 

amended to reflect the discussions and clarifications from the workshop itself. 

 

 

 

Quality universal health coverage and resilience 

 

Technical Workshop 

 

WHO Kobe Centre for Health Development 

Kobe, Japan 

February 25-26, 2016 

 

Background discussion paper 
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Executive summary 

The recent Ebola virus disease (EVD) epidemic has highlighted the need for strong, resilient health 

systems to provide quality care and protect against multiple hazards. Japan has both a long history 

of universal health coverage (UHC) and significant technical experience in disaster preparedness and 

quality health care. In this background, a workshop is being held to collate perspectives from EVD-

affected West African countries and Japan on the links between early recovery, resilience and quality 

UHC, and to develop consensus and suggested actions on this topic. This document provides a brief 

overview of key concepts under consideration at the workshop. 

While terms such as UHC, quality, early recovery, preparedness and resilience are in widespread use, 

it is important to have clarity over their definitions for the proposed discussion as outlined in section 

1. The EVD epidemic has provided practical examples of what these terms mean in the context of 

West African country health systems and has illustrated the ways in which they are interlinked. 

Large-scale emergencies can pose a threat not just to the health of the public, but to the wider 

health system and to previous gains in moving towards UHC. However, as discussed in section 2, 

UHC efforts themselves provide a solid base for resilient health systems that can respond to various 

threats with strong linkages to health emergencies programming. 

Quality lies at the heart of UHC and EVD has provided a stark illustration of both the danger of poor 

quality health services and the potential for quality improvement (QI) to strengthen health systems. 

Section 3 outlines key lessons learned in relation to quality during the epidemic, particularly in 

relation to infection prevention and control (IPC), while section 4 makes the case for considering the 

quality dimension in health policy as countries seek resilient health systems. 

Water, sanitation and hygiene (WASH) have long been considered as critical enablers for public 

health, but they also have a key role in the quality of health services, with large proportions of 

health facilities having inadequate provision. Section 5 outlines current approaches to improving the 

global situation, including important work in Liberia on WASH interventions to improve quality and 

resilience. 

Community responses play an important role in population resilience and the strength of health 

systems, but achieving effective engagement is challenging. However, as outlined in section 6, failing 

to address this challenge can lead to devastating consequences, particularly when systems are under 

stress. Moves towards an institutional culture of engagement are required in current UHC efforts. 

Quality UHC and resilient systems need effective local responses as much as central coordination, so 

decentralization of key health system activities can be a useful approach if suitably applied. In this 

context, section 7 describes the role that can be played by district health management teams and 

where these fit within a wider system of quality health services. 

Section 8 describes the essential public health functions (EPHF) concept and discusses how core 

health promotion and disease prevention operations are essential to resilient, quality health systems. 

For many decades, Japan and the United Kingdom (UK) have provided quality UHC, which had its 

roots in the response to a major emergency in both countries. Sections 9 and 10 share some of the 
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lessons learned from the experiences of these countries in establishing UHC, maintaining it, and 

planning to ensure its continued quality with clear implications for resilience.  

 

Introduction  

 

Weak health systems leave populations vulnerable to multiple hazards. The 2014 EVD epidemic has 

shown the devastating results on national systems and its effects on neighbouring and distant 

nations. For this reason, WHO has focused on supporting the affected countries to build from the 

initial response efforts to the recovery phase with a view to long-term resilience of the health 

system to tackle future shocks. These efforts have been embedded within the wider context of the 

drive for UHC with quality as a critical feature. Multiple lessons that have emerged from these 

experiences need to be synthesized for the development of future health systems across the world. 

Indeed, the intense focus on global health security is inextricably linked with the need for local 

health systems strengthening efforts that are being increasingly determined by UHC-driven reforms.    

Japanese experiences in disaster risk reduction, management and recovery, achieving UHC and in 

embedding quality in the health system span over 6 decades. Japan introduced UHC in 1961, a 

critical move to support Japan’s economic revival and global lead on life expectancy, enabled by an 

evolving health system through step-wise development. Concurrently, Japan has led quality 

improvement initiatives with bottom-up, participatory approaches that offer a practical skillset for 

frontline health workers, which is highly relevant in improving the quality of health service delivery 

and developing resilience. Furthermore, Japan has invested in its health emergency and disaster risk 

management programmes, including preparedness for deploying national medical teams and 

managing health risks that result from disasters. These lessons are critical to consider as a resilient 

health system requires quality at its core within the context of evolving UHC-driven reforms. 

Thus, there is a clear need to carefully consider the linkages between UHC, quality, recovery and 

resilience. WHO is playing a bridging role in this conceptual work that emphasizes an experience-

based approach to co-developing conceptual clarity in what is a complex arena. The focus is to 

convene professionals with experience in Ebola-affected countries, together with Japanese experts, 

in order to share experiences and knowledge. The resultant conceptual clarity on improving quality 

of resilient health services in the context of UHC will contribute to evolving efforts in West Africa, 

but it will be also of benefit to Member States with similar issues both now and in the future.   

The workshop objectives are 4-fold:   

1. Collate perspectives from experts with experience in EVD-affected West African countries on the 

linkages between early recovery, resilience and quality UHC.  

2. Collate perspectives from Japanese experts on the linkages between recovery, resilience and 

quality UHC and lessons from Japanese experiences.  

3. Develop workshop consensus on the linkages between recovery, resilience and quality UHC.  

4. Co-develop key suggested recommendations and actions informed by the collective wisdom of the 

workshop participants.  

This background document brings together multiple streams of perspectives for consideration 

during the workshop. It is designed to stimulate discussion. It explores foundational concepts; 
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linkages with emergencies programming; quality improvement; importance of quality policies within 

the context of UHC to drive resilience; structures for quality, including WASH; community 

engagement for quality in the context of UHC; district management for quality in the context of UHC; 

and essential public health functions. It also outlines some historical analysis of the Japanese system, 

together with some reflections on the development of the UK National Health Service. 

1. Defining the basics 

 

Many terms are currently being used in the global health dialogue and mention of UHC, quality of 

care, early recovery, recovery, preparedness and resilience is widespread. Having a common 

understanding of these terms will help to further investigate their interlinkages and how this relates 

to the move towards integrated, people-centred health services for all (1,2). 

 

The WHO defines UHC as ensuring that all people can use the promotive, preventive, curative, 

rehabilitative and palliative health services they need, of sufficient quality to be effective, while also 

ensuring that the use of these services do not expose the user to financial hardship (3). This concept 

has been illustrated by the “coverage cube” with 3 dimensions – population access, health services 

and financial risk protection (4). UHC has been accepted widely as a vision for national systems with 

its clear incorporation into the 2015 United Nations Sustainable Development Goals (5). This linkage 

with the wider global development agenda is critical.   

 

Although the term is often debated within the context of health care, quality is defined by widely 

accepted and similar definitions. The United States Institute of Medicine (IOM) states that quality of 

care is the “degree to which health services for individuals and populations increase the likelihood of 

desired health outcomes and are consistent with current professional knowledge” (6). The IOM 

further describes quality as having 6 key aims for improvement: safe; effective; patient-centred; 

timely; efficient; and equitable. The WHO 2006 report Quality of care: a process for making strategic 

choices in health systems emphasizes 6 quality dimensions requiring health care to be: effective; 

efficient; accessible; acceptable/patient-centred; equitable; and safe (7).The similarities between 

both definitions have been widely acknowledged.   

 

A single emergency can set back development gains by several years, including progress made on 

health system strengthening toward UHC. In addition to facing increased morbidity, mortality and 

disability, health systems are often severely affected by an emergency. With regards to public health 

emergencies, governments need to have epidemic preparedness and surveillance and response 

systems in place. When an epidemic occurs, the ministry of health needs to issue measures to 

proactively stop active transmission, mitigate contributing risk factors and address the increased 

numbers of patients infected, while concurrently meeting the needs of sustained essential health 

services for the population. Recent epidemics have demonstrated that when health systems are not 

prepared and characterized by chronic weaknesses, an outbreak can have a considerable impact not 

only on health, but also on the economy.  At the height of the 2014 Ebola outbreak, capacities were 

limited, fear of accessing health facilities increased profoundly and a general lack of trust between 

communities and frontline workers endured. Undoubtedly, the Ebola epidemic exacerbated health 

system constraints in the 3 countries, which resulted in significant challenges to scale-up treatment 

capacity for EVD patients and control measures. It led also to an additional interruption of normal 
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services that contributed to a 61% decline in outpatient visits in Liberia. In Sierra Leone, there was a 

39% decline in children treated for malaria and a 21% drop in children receiving basic immunization 

(8).  Similarly, in Guinea, primary medical consultations dropped by 58%, hospitalizations by 54% and 

vaccinations by 30% compared to 2013 (9). Although the dynamics of the Ebola outbreak were 

context-specific, lessons for recovery and resilience abound.  Here again, definitions become 

important. 

 

In other health emergencies that result from disasters or conflict-affected contexts, health service 

delivery is affected through damage and destruction of health facilities, interruption of health 

programmes, loss of health staff and the overburdening of clinical and preventive services. By 

definition, weak health systems have a low internal capacity of preparedness and response to shocks 

and recovery will take longer.  

 

When reflecting upon the Ebola experience in West Africa, recovery from the outbreak required 

governments to drive the safe reactivation of essential health services within the context of ongoing 

response activities (10). Recovery serves as the natural bridge following the immediate response to 

an outbreak and/or health emergency and the road to rebuilding long-term, sustainable and robust 

health systems. Recovery addresses the most important health system constraints that existed prior 

to the epidemic and contributed to the late detection and delayed declaration of the Ebola epidemic. 

Recovery also seeks to address limitations in capacity to respond to future epidemics. Within WHO, 

health systems recovery focused on 4 key areas: preventing transmission at the facility- and 

community-level through IPC; capacity building of health workforce; supporting the delivery of an 

essential package of services; and strengthening national and regional disease surveillance systems 

that have the capacity to detect, report, assess and respond to public health emergencies. 

Grounding the work on recovery requires a strong emphasis on the following areas that must all act 

Early recovery has been defined as “a multisectoral process of recovery that begins 

in a humanitarian setting. It is guided by development principles that seek to build 

on humanitarian programmes and to catalyse sustainable development 

opportunities. It aims to generate self-sustaining, nationally owned, resilient 

processes for post-crisis recovery. It encompasses the restoration of basic services, 

livelihoods, shelter, governance, security and rule of law, environment and social 

dimensions, including the reintegration of displaced populations.” (Guidance note on 

early recovery, Inter-Agency Standing Committee Cluster Working Group, 2007.)   

 

The United Nations International Strategy for Disaster Reduction (UNISDR) uses the 

following definitions (UNISDR 2009):  

Recovery: The restoration, and improvement where appropriate of facilities, 

livelihoods and living conditions of disaster-affected communities, including efforts 

to reduce disaster risk factors.  

Preparedness: The knowledge and capacities developed by governments, 

professional response and recovery organizations, communities and individuals to 

effectively anticipate, respond to, and recover from the impacts of likely, imminent 

or current hazard events or conditions. 
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in concert: an integrated people-centred approach to services; active engagement with communities; 

improved access to quality health services; integrated surveillance and health information systems; 

and the availability of essential supplies. 

 

The concept of resilience has been brought to prominence in an age where global health security 

faces enormous threats posed by infectious diseases, outbreaks and other shocks as seen in recent 

years, particularly with the recent Ebola epidemic. In this context, resilience is defined as “the ability 

of a system exposed to a shock to resist, absorb, accommodate and recover from the effects of the 

shock in a timely and efficient manner, including through the preservation and restoration of its 

essential basic structures and functions” (11). The above-mentioned key areas serve as essential 

components of what robust health systems should encompass. The stronger the health system, the 

better it will be able to absorb shocks and implement risk reduction measures alongside a strong 

health emergency and epidemic risk management programme, with strong all-hazard preparedness 

including IHR core capacities. The same strong health system can address increased health needs 

and restore safe access to services promptly. If not planned previously, resilience requires long-term 

investment to be undertaken from the beginning of the immediate recovery phase to address 

underlying weaknesses in the system that may have contributed to the impact of the shock. Indeed, 

the Ebola epidemic has shown the fundamental structures that should exist for health systems 

progressively moving towards UHC, with resilience as a key outcome. 

 

Recognizing that health systems operate as a continuum, and that roles and responsibilities are 

borne from national to local levels, the promise of UHC is grounded by the reality of the quality of 

care being delivered within regions and communities. Quality care is what helps to build and 

maintain the trust of people. When people are placed at the centre and engaged as active 

participants – a lesson greatly appreciated in the Ebola response – care is better delivered and 

utilized. Health systems during times of stability must also have strong health emergency and 

epidemic risk management programmes to prepare for times of instability or shock and to help 

maintain essential health services while dealing with the shifting priorities that may be required 

during shocks. Within the context of UHC, this ability to absorb, adapt and respond to shocks helps 

to build the quality of care towards stronger and more resilient health service delivery and 

mechanisms for recovery, which can more efficiently transition from early recovery to post-shock. 

This requires strong leadership and guidance with well-developed implementation-informed policies 

at the national level, together with open communication channels and support to regional and local 

facilities conducting the work of protecting the health of people. Integration and coordination helps 

to build the health infrastructure and strengthen it, particularly following vulnerable events. 

 

Governance is clearly a critical recurrent theme across all that is explored in this document and can 

be defined as “the exercise of political, economic and administrative authority in the management of 

a country's affairs at all levels, comprising the complex mechanisms, processes, relationships and 

institutions through which citizens and groups articulate their interests, exercise their rights and 

obligations and mediate their differences” (11). Simply put, governance is often regarded as the 

organizational structure and processes providing guidance to a larger system. The related concept of 

stewardship can be defined as “an ethical responsibility for the effective planning and management 

of health resources to safeguard equity, population health and well-being.”  
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2. Linkages with emergency risk management (ERM) 

 

In addition to facing increased morbidity, mortality and disability, health systems are often severely 

affected by an emergency. Natural disasters generally cause short-term disruptions of health 

systems. Recovery to restore services and health system functions back to pre-disaster levels may 

often take 3 to 5 years and sometimes longer, in particular if there is significant damage to health 

infrastructure in low-resource contexts. The disruption of health systems in conflict-affected 

countries is generally much more substantial and prolonged and recovery may take more than 10 

years, even when conflicts come to an end
a
. 

 

A single emergency can set back development gains by several years, including progress towards 

UHC. Fragile and conflict-affected contexts present the most profound challenges to development in 

the world today, including achieving UHC. Poverty levels are usually high and welfare outcomes low. 

The stability and social cohesion necessary for development is frequently lacking and often there are 

no strong and legitimate institutions. The 2011 World development report on conflict, security and 

development issued by the World Bank reported that no low-income fragile or conflict-affected 

country had achieved a Millennium Development Goal (MDG). However, in 2013, while still 

significantly lagging behind on health MDGs, 20 fragile and conflict-affected states had met one or 

more targets of the MDGs (12). 

While emergencies can undermine progress toward UHC, it is clear that UHC is a solid foundation for 

resilience, although not enough by itself. Resilient health systems need the ability to anticipate, 

prepare for, mitigate, prevent, respond to and recover from shocks. The impact that disasters can 

have on health and UHC can be significantly reduced or sometimes even be prevented and recovery 

can be faster when health systems are adequately prepared.  

National response capacity to disasters is directly related to service delivery capacity and progress in 

UHC. For example, countries with UHC usually have better capacities to quickly mobilize national 

medical response teams and can repurpose and increase bed capacity by managing the health sector 

response through functional health emergency operations centres. Weak health systems by 

definition have low internal capacity to respond to shocks and to mount an effective response 

through use of essential technologies.  

 

As most countries are likely to experience a large-scale emergency approximately every 5 years and 

(13) many are also prone to the seasonal return of hazards (e.g. monsoon floods, cyclones), the 

development of a robust ERM system needs to be an integral part of the strengthening of national 

health systems and part of a conceptual framework for achieving UHC. The capacity to be prepared 

for, respond to and recover from emergencies is a key performance indicator for health systems. 

This is a critical consideration in all health sector planning processes, particularly as UHC-driven 

reforms move forward. Examples of ERM functions and the linkages with health system resilience 

are described in Table 1.  

a 
See for more details: Analysing disrupted health sectors, a modular manual. Geneva: World Health Organization; 2009. 
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Table 1: ERM functions and health system resilience 

 Examples of ERM functions linked to health system resilience  

Governance  

 

 

• ERM programme in the ministry of health 

• IHR capacity building programme in the ministry of health, including 

legislation 

• Legislation, policy and strategy on ERM  

• ERM integrated in the national health strategy  

• Preparedness plans and hazard-specific contingency plans 

• Operational platform, supported by health emergency operations 

centres for response and recovery 

• Event management system 

Health information 

systems  

 

• Risk and vulnerability analysis  

• Early warning and alert response system for the early detection and 

surveillance of epidemics and other hazards 

• Mapping of (functionality of) health facilities 

• ERM capacity assessment of the health sector 

Service delivery  

 

 

 

 

 

 

• Preparedness to scale-up service delivery capacity especially 

through primary health care services to address increased morbidity  

• Provision of medical care for outbreaks and epidemics 

• Mobile clinics, national medical teams, mass casualty management 

• Temporary clinics to deal with specific diseases  

• Quality of care delivered in emergency, including patient safety 

• Infection prevention & control  

• Safe hospitals programme – linked to planning, building, functions 

Health workforce • Health workforce capacity building to assess impact & needs, early 

detection, surveillance, and respond to and recover from disasters 

• Mobilizing health workforce for response, nationally and globally – 

linked to health workforce planning 

Access to essential 

medicines 

• Measures for ensuring/restoring access to essential medicine 

• Emergency essential medicine stockpile as part of contingency plans 

• Drug donation guidelines and regulation of donations 

• Importation of emergency medicine (linked to international trade) 

Financing • Emergency financing for response (e.g. when waiving user fees) 

• Financing for recovery and transition 

• Linking to health insurance schemes 

• Financing of preparedness 

 

The concept of quality requires refinement in emergency contexts. Many emergencies are 

characterized by a sudden increased patient case load, while capacity to treat may be negatively 

affected when health facilities are damaged and dysfunctional. The best known approach for 

adaptation to such challenges is the concept of triage in mass casualty management. In some types 

of health emergencies, quality standards need to be increased or more rigorously applied, such as 

for IPC in Ebola and cholera outbreaks, and special care required for burying dead bodies that are 

potentially infectious. There is often a risk that due to challenging circumstances, even essential 

basic quality standards are ignored. WHO recently issued a set of minimum standards for the 

deployment of national and international medical teams and service delivery during emergencies. 

For humanitarian programming, the international minimum standards for disaster response are 

described in the Sphere handbook. 
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The United Nations Sendai Framework for Disaster Risk Reduction 2015–2030 aims to substantially 

reduce disaster risk and loss through integrated and multisectoral actions to prevent new disasters, 

mitigate existing disaster risk, reduce hazard exposure and enhance preparedness for response and 

recovery (14). The Framework puts health at the centre of global policy and action to reduce disaster 

risks and takes an all-hazards approach, including epidemics and pandemics within its scope, and 

calls for support for the coordination and implementation of the IHR. To enhance the resilience of 

national health systems, the Sendai Framework recommends that disaster risk reduction strategies 

be integrated into all aspects of health-care provision (primary, secondary and tertiary), health care 

worker training, capacity building in the area of disaster medicine, and health programming. 

In conflict contexts, national service delivery capacity is often significantly reduced and, in many 

cases, dependent on support from international partners. In protracted emergencies, the challenge 

is to progressively expand the quality and coverage of health services provided to affected 

populations collectively by all health actors using all available resources, while laying the foundation 

for longer-term health system recovery and resilience. This approach includes progressive expansion 

of access, coverage and quality of an essential package of health services to district populations. 

Furthermore, it requires strengthening capacities of ministries of health and health partners to 

prepare for, respond to and recover from emergencies arising from epidemics and other hazards 

during the protracted emergency. Indeed, there are multiple examples of early recovery activities 

that can be introduced during emergency response to connect recovery processes and instruments 

to longer-term efforts to increase resilience. 

In general, disasters and conflict have a negative impact on service delivery, but in areas where 

service delivery is supported by international humanitarian partners, there is often an improvement 

of access and quality compared to areas and populations not supported by an international 

humanitarian response. To a significant extent, this is due  to the fact that there is now general 

agreement that primary health care services during a humanitarian crisis should be provided free of 

charge at the point of delivery. While there was already growing evidence that user fees lead to 

significant barriers for access to services, this is even more so the case in emergencies where people 

have lost livelihoods and levels of poverty are generally higher (15-17). During such crises, the 

humanitarian principle of impartiality and the right to health should guide health actions against any 

risk of economic discrimination related to the access to essential health servicesb,c. Many ministries 

of health issue policies for waiving user fees for 3 to 6 months after the onset of a disaster. When 

international humanitarian agencies run health facilities, they charge no user fees. A major challenge 

is to use this policy opportunity to reduce financial barriers and introduce health financing strategies 

that reduce the proportion of out of pocket payments. Health financing mechanisms to support UHC 

and protection from catastrophic health expenditures are designed to pool risks by prepayment 

schemes for curative care
d,e

 (18-20). Over the last years, multi-purpose, unconditional cash-based 

programming has become an increasing proportion of humanitarian expenditures versus the direct 

delivery of services and goods. 

__________ 

b
 Humanitarian interventions should be provided “based on needs alone”, be accessible without discrimination and be affordable for all 

c
 Article 12 of the United Nations International Covenant on Economic, Social and Cultural Rights, comment 14, under “Accessibility”: 

“Health facilities, goods and services must be affordable for all. Payment for health-care services, as well as services related to the 

underlying determinants of health, has to be based on the principle of equity, ensuring that these services, whether privately or publicly 

provided, are affordable for all.” 
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However, unconditional multipurpose/multisectoral cash programming does not guarantee to 

achieve humanitarian outcomes for the health sector as it does not promote equitable access to 

quality health services. For this reason, it would lead to an inequitable system based on user fees 

with a high risk of catastrophic health expenditure, thus driving families with a high disease burden 

into poverty, including people potentially buying poor quality services from uncertified providers. 

The cash modalities that do work for health are all based on conditionalities complemented by in-

kind services, such as vouchers for predictable health needs (pregnancy-related, chronic illness, etc.) 

or obligatory prepayment schemes/premiums into pooled (insurance/health security) funds, with 

purchasing of services in accredited health facilities through negotiated price/performance contracts 

(21). In addition, certain population-based public health interventions still need to be provided as 

“in-kind”, and are not covered under cash programming. These considerations are critical within 

health emergencies programming and need to be considered ahead of time by national authorities 

in their preparedness planning.  

___________  

d
 See World health report 2010 on financing for UHC. 

e  
Equitable financing mechanisms are based on prepayment schemes that can be of different natures, including tax-based, social health 

insurance, community-based health insurance, or other variants. There is a general political consensus that the contributions of the 

poorest would need to be heavily subsidized or even waived. 
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3. Quality improvement in Ebola-affected countries  

 

Within the field of improvement science, quality improvement is concerned with making health care delivery safer, 

more effective, people-centred, timely, efficient and equitable and it has been described as a means for 

strengthening health systems. Historically, an insufficient focus on quality by many global health initiatives has 

resulted in distrust of health services by the communities they are meant to serve. The quality improvement 

challenges facing Guinea, Liberia and Sierra Leone in 2016 are similar to those that contributed to the protracted 

outbreak of EVD in 2014 and can be summarized in relation to: 

• weak, fragmented health systems, including a lack of human and infrastructural resources (e.g. many hospitals 

had no electricity and running water) and weak health information, surveillance, governance and drug supply 

systems; 

• limited basic public health infrastructures; 

• low overall coverage and low quality basic health services fuelling community distrust (22). 

 

These challenges made a significant contribution to the extent and severity of the outbreak: “under the weight of 

Ebola, health systems in each country quite literally collapsed” (23). In the period since the outbreak was declared to 

be over, efforts to address these challenges have accelerated with multiple actors currently involved. The outbreak 

also stimulated an intense focus on the preparedness of “at-risk” countries, often (but not exclusively) those 

bordering Guinea, Liberia and Sierra Leone. Preparedness involved concerted action by WHO and development 

partners working with Member States to address the quality improvement challenge and ensure that measures 

would be in place in the future to mount an effective fight against Ebola and other highly transmissible infections. 

This included supporting a high level of vigilance for “imported” cases, building capacity to isolate and treat 

confirmed cases and strengthening surveillance and laboratory support. In addition, countries were supported in 

their preventive actions with a focus on IPC. This technical support and capacity building was centred on quality 

improvement measures and undoubtedly prevented further escalation of the outbreak. In the pursuit of sustainable 

solutions, a key quality improvement challenge of 2016 is how best to transfer the capacities, strategies and short-

term solutions developed during this phase from the temporary (and often internationally deployed) experts to 

national experts. Furthermore, there is the question as to how these quality approaches can be applied to the 

delivery of a basic package of essential health services. 

 

The solution to the challenge of improving quality in post-crisis countries is not a mystery. There is broad consensus 

within the international health community on the interconnected quality improvement actions that are required to 

improve the quality of service delivery in low- and middle-income countries (24). Many of the solutions span the 

entire health system and are dependent on policy-level support and action. They relate predominantly to human and 

infrastructural resources and the necessary financial commitment required for implementation. Human resource 

considerations are critical in this context, including the key area of motivation. A focus on accountability is also 

critical for quality improvement. A summary of potential solutions (25) are listed in Box 1.  
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Box 1: Quality improvement solutions 

 

1. Health care workers: measures are needed to increase the quality and quantity of the workforce to 

address the “inadequate numbers of competent health care workers”, both frontline and managers 

at the subnational level. A focus on skills development to maintain and increase motivation and 

morale, together with training and the development of professional training curricula, is required. 

Quality improvement can enhance individual performance, satisfaction and retention. 

2. Advocacy for quality improvement: there is a need to acknowledge and address the different 

perceptions of quality among providers, policy-makers and the public in a transparent and open 

manner. Advocacy at the local, national and regional level is important. 

3. Civil society engagement: methods should be developed for enhancing community trust, 

engagement, and ownership and partnering with communities to build health systems that are 

responsive to populations, based on quality considerations.  

4. Service design and integration: build resilient subnational systems that address the fragmented, 

vertical and poorly-integrated health programmes by designing people-centred integrated health 

systems that meet patient’s needs. Quality improvement management closes the gap between 

actual and achievable practice through iterative measurement and improvement. In addition, 

quality improvement can potentially improve appropriate, evidence-based use of limited resources.  

5. Strengthening core public health capacities: quality improvement can be used as an entry point in 

the implementation of strategic plans for surveillance and response, thus building a national 

network for effective surveillance.  

6. Improved health sector planning/re-engineering of health systems around the patient: action is 

needed in the development of comprehensive operational plans, including the integration of vertical 

programmes into health systems, together with harmonization of donor programmes focused 

around quality. 

 

Considering these solutions within a holistic quality improvement framework aims to ensure that expanding access 

to health services is integrated with the critical mechanisms required to drive improvements in the quality of care. 

This has clear implications for case management in the context of Ebola. Ensuring that systems are built or rebuilt 

and centred on the basic principles of quality assessment and improvement is imperative. Building within clear 

accreditation mechanisms (both for health facilities and health workers) as part of a comprehensive approach to 

quality can be considered as one of the foundations. Moreover, quality improvement efforts must be done in ways 

that build trust with the local communities by treating patients with dignity (26).  Human-centred approaches, for 

example, dignified burials in the context of Ebola, can be considered integral to quality. Indeed, quality solutions are 

likely to be culturally and contextually specific and a focus should be on assessing the best methods and strategies 

for different situations. From a leadership and governance perspective, quality improvement has been described as 

having the potential to strengthen measurement capacity, stewardship, accountability and transparency. 

 

IPC and quality improvement: a critical relationship in the context of highly transmissible diseases  

 
When drawing on the experience in Ebola-affected countries, the importance of integrating IPC within the wider 

quality agenda cannot be overstated. Box 2 presents a summary of the IPC learning from Guinea. What is clear is 

that the Ebola emergency exposed profound weaknesses and gaps in IPC capacity and quality, including significant 

country-wide health system gaps, shortages or an absence of trained health care staff, personal protective 

equipment (PPE), safe patient transport, standardized IPC policies and protocols and the absence of coordinated and 

comprehensive district-level IPC support (27). This contributed to the initial and ongoing outbreak, together with 

major gaps in WASH. It is important to acknowledge that even from a basic quality improvement perspective, 
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strengthening IPC requires more than merely expanding the availability of PPE. The 6 solutions described previously 

in Box 1 are directly relevant to IPC, in particular the need to integrate IPC thinking across every level of the health 

system.  

 

Box 2: Lessons from the frontline – IPC and Guinea 

 

“First - the IPC challenges are not unique to the 3 affected countries. However, drawing on the 

experiences of IPC in Guinea offers an insight into the inextricable linkages between access and quality. 

The lack of expertise engaged to contribute to and address health facility patient safety issues and IPC in 

particular was starkly evident. This lack of expertise and thus focus resulted in the relegation of IPC to a 

marginal position in health policy, construction, education evaluation and training. The critical role of 

IPC was recognized during the international Ebola epidemic after surveillance had been in place for up to 

6 months. Unfortunately, it was then inadequately addressed, due to the national health policy’s lack of 

IPC policy indicating national standards for curriculum, trainers or protocols. These were developed with 

the technical assistance of the international IPC staff. WHO IPC also made an attempt to build capacity 

in each district for sustainable expertise to assure IPC activity, providing concentrated classroom training 

and on-the-job training and experience. This is through a network supervised by a WHO IPC national 

professional officer, a new position. The Ministry of Health has assured that these actions will be 

absorbed when the funding from the Ebola response no longer caters for them. Building systems that 

provide high-quality care in this crisis can be used to provide effective disease management and chronic 

care once the epidemic has subsided.” 

 

In summary, investing in quality improvement helps to build the necessary systems that will contribute to high- 

quality care as access expands. A strong foundation in quality improvement will help to ensure that health service 

delivery meets the needs of populations from the perspective of quality and safety and will contribute to the 

growing quality movement that has been proposed by the global health community. Indeed, the scope for shared 

learning within and across countries is quite evident.   

 

4. Policies for quality within the context of UHC: driving resilience 

 

A strong backbone for assuring the sustainability and institutionalization of quality measures involves having strong 

policies and strategies for how quality is interwoven systematically into the health sector and beyond. This requires 

dedicated leadership and a clear governance structure, recognizing the unique intricacies and contextual priorities of 

the respective country. Indeed, these processes are difficult to develop and create at times of stability. However, 

times of instability and shock may present an opportunity to advocate for reform. 

Lessons of health system reform and restructure have followed at times of major disasters, for example in post-

World War II Japan and the United Kingdom (UK). The lessons of reinforcing and strengthening the health sector and 

making strides towards UHC have been shown to be an opportunity during the extensive restructuring of these 

countries. Similarly, countries affected by Ebola, such as Liberia, have been planning moves towards a health equity 

fund. However, as expressed by Dr. Margaret Chan, WHO Director-General, “What good does it do to offer free 

maternal care and have a high proportion of babies delivered in health facilities if the quality of care is sub-standard 

or even dangerous?”  This sets the precedence for ensuring a focus on quality of care within national policy-making 

processes based on UHC-driven reforms. Interestingly, all 3 Ebola-affected countries have clearly articulated national 

resilience plans that place both UHC and quality at the centre. The challenge now is implementation, recognizing 

that many countries are struggling with UHC-driven reforms.  
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Resilience requires carefully informed policy, as well as engaging stakeholders in the development of comprehensive 

strategies for quality. In the past decade alone, several countries have achieved growing recognition for their efforts 

on the importance of placing attention to quality at the national level. However, when reviewing actual practices, 

how they translate at the district and community level is often challenged by facility or staff barriers and lack of 

support. In this regard, there must be an appreciation of implementation-informed policy development that allows 

the incorporation of frontline realities into the policy development process. This adaptation to the unique challenges 

of the frontline enhances the potential for policy translation into action.  The engagement of district and community 

level stakeholders – both within and outside the health sector, including the general population – can best 

contribute to mediate the challenges presented in well-intentioned policies. Equity considerations become critical in 

this context. 

WHO has been engaging with frontline providers, professionals and experts to further understand global 

perspectives in regards to UHC and quality through mechanisms such as a learning laboratory and a global working 

group. The experiences of those at the frontline have yielded recurring themes that specifically emphasize key 

aspects of quality and UHC. Among the key lessons learned has been the importance of leadership and governance. 

Given the particular needs and challenges of navigating reform during a time of shock, attention has shed light on 

the importance of understanding how leadership and governance practices can be better understood and improved 

to yield resilient health systems. The opportunity to further build the evidence base and analyse how resilient health 

systems can incorporate quality provisions and inform the global community becomes a critical need. This 

information can better advise the development of policies and strategies to strengthen health systems and promote 

resilience in response to shocks. These policies become a key step towards the institutionalization and sustainability 

of resilient health systems, but strategies to support these policies becomes also crucial. The hope is that such 

considerations can drive informed policy to be developed, even in times of stability, to prepare for emerging shocks 

and to learn from those who have endured the devastating effects of a shock. 

 

5. Structures for quality: WASH  

 

The provision of adequate WASH services in all settings (e.g. households, communities, schools and workplaces) is 

critical to achieving public health goals, including the prevention, promotion and palliative elements of UHC.  Within 

health care facilities, WASH services are of particular importance for the provision of quality treatment and care.  

WASH services minimizes the risk of infection for patients and their families, health workers and surrounding 

communities. Clean and safe health care facilities can increase demand for and trust in services, reinforce the role of 

health care services and staff in setting societal hygiene norms, increase the motivation and retention of health 

workers, and result in cost savings from infections averted and a more efficient service delivery. Finally, WASH 

services and associated practices, such as hand hygiene, strengthen the resilience of health systems to address 

disease outbreaks and other emergencies, which are likely to increase alongside growing threats from climate 

change. 

Despite the fundamental need of WASH for quality health service delivery, access to WASH in healthcare facilities is 

alarmingly poor. A 2015 WHO/UNICEF global report reveals that 38% of health care facilities have no source of water. 

Water coverage estimates are reduced by half when factors such as reliability and functionality are taken into 

consideration. Furthermore, the provision of soap and water  or alcohol-based hand rubs for hand hygiene was 

absent in over one-third of facilities and almost one-fifth of facilities did not have toilets or basic latrines.  

To address these challenges, WHO, UNICEF and partners made a commitment at a global meeting in March 2015 to 

immediately address the situation with the aim to ensure that all health care facilities in all settings have adequate 

WASH services by 2030.  The action plan focuses on 4 main areas: advocacy/leadership; monitoring; evidence; and 
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facility-based improvements. This brings together actors from both WASH and health care to jointly address the 

challenges at the global, national and local level. 

The West Africa Ebola outbreak highlighted the deficiencies in the health system, including the lack of WASH services 

and hygiene practices. Without reliable water supplies, functioning toilets, or a system or technologies to safely 

destroy health care waste, health care facilities were challenged to implement safe IPC protocols. This not only had 

consequences for staff and patients, but had community repercussions in both encouraging potentially infected 

individuals to seek care and also on how to safely handle the waste generated.  

Amidst the challenges, Liberia is an example of a country that resolved to improve the situation. The first step was to 

adopt WASH standards for health care facilities in late 2015 with support from partners including WHO and UNICEF. 

A national training package was then developed, which used a risk-based continuous improvement approach to 

enable district health management teams and health facility staff to understand and begin incremental 

improvements in WASH with direct benefits for ensuring the implementation of IPC protocols and the provision of 

quality of care services.   This work is part of a larger package of activities for early recovery and resilience building 

from the EVD outbreak in Liberia. The aim is that all health care facilities have a plan known as the WASH Facility 

Improvement Tool (WASH FIT) in place by the end of the investment plan for building a resilient health care system in 

Liberia (2015–2021) and that WASH services contribute directly to wider quality and resilience aims. This will require 

bold efforts and intersectoral action across national authorities, a point that is critical in all WASH-related efforts.  

 

6. Community engagement for quality in the context of UHC  

 

A key strategy for UHC requires unifying services and delivering them in a comprehensive and integrated way, driven 

by primary health care. The experience from the Ebola outbreak in West Africa has emphasized the importance of 

well-functioning and resilient national and local health systems able to harness and include community responses 

together with formal health responses. The central importance of engaging with communities has been recognized 

not only by emergency planners and responders, but also the broader global health community and it is considered 

to be the cornerstone of people-centred health care (28-31). 

Theory, good practice and commonsense tells us that active community participation and collective efficacy 

influence resilience (32-34). Yet, the dominant interpretations of “community engagement” have located the 

responsibility for engaging with service users and communities outside of the health sector as focusing exclusively on 

demand generation through social mobilization, mass messaging and information dissemination. The failure to 

recognize the intimate connection between supply and demand has meant that issues relating to the quality and 

responsiveness of health services have not been satisfactorily addressed, which has fed community distrust and 

contributed to low/late uptake of services. This had devastating consequences in the Ebola-affected countries. For 

UHC to achieve its goal, it has no choice but to finally bring together both sides of the supply and demand equation, 

which means transforming the way that the health sector does business internally and externally with clear 

implications for accountability. Linkages with a rights-based approach to health become critical.  

Within the health sector community, engagement needs to be understood as systemic, permeating different levels 

of the health system and prominent in strategic settings. Three are of note: clinical settings, where patient-family-

provider interaction is central; the institutional, policy and programmatic settings, where decision-making around 

prioritization and the planning and delivery of services to end-users occur; and the community settings, where 

communities and local organizations directly influence the way services are planned and deliver services themselves. 

In each of these settings, there are actors, such as policy-makers, health care/programme managers, service 

providers, administrators and service users, who are connected through their interactions and actions. The nature of 

these interactions and their accountability affects heath system productivity and performance in different ways. UHC 
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needs to do something that the private sector has had to address decades earlier, i.e. to deliberately manage 

functional linkages and processes at critical interfaces in the system (35). The need to ensure a community-driven 

analysis of needs becomes central in this endeavour.  

Breaking down siloes and promoting and sustaining an institutional culture of engagement in the health sector will 

necessitate input from multiple disciplines and combining medical and social sciences, in addition to incorporating 

learning from other sectors. Three aspects are important. The first is the capability and capacity of health staff to 

engage, collaborate and factor in the needs of vulnerable groups, as well as address equity, gender and rights issues. 

This requires specialized knowledge and demonstrable skills and competencies to synthesize tools and 

methodologies from multiple disciplines, which is not currently taught. There are countless examples during the 

Ebola outbreak of communities being bypassed, women marginalized and traditional coping mechanisms and 

decision-making structures being undermined by response staff and “professional mobilizers”.  Second, UHC needs 

to link macro- and micro-level systems. Human interaction begins with self and encompasses others. Its practical 

effects are seen in the quality and timeliness of data gathering, data analysis, information sharing, decision-making, 

problem-solving and, therefore, the impact on individual, team and departmental technical and operational 

performance. The third aspect is the connection between health system resilience and community resilience. In 

post-shock settings, health system and community system recovery need to be addressed in parallel.  

 

7. District management for quality in the context of UHC  

 

The central importance of district health management teams in strengthening delivery of health services has been 

emphasized for decades. In 1978, the Alma-Ata Declaration recognized the critical role of primary health systems at 

the local community level to improve health care outcomes. The Declaration acknowledged that primary health 

systems relies on health workers at local and referral levels, including physicians, nurses, midwives, auxiliaries and 

community workers as applicable, as well as traditional practitioners as needed. These health workers must be 

suitably trained socially and technically to work as a team and to respond to the expressed health needs of the 

community (36). The local level, stretching from the provincial or regional level to the community level, is usually the 

first point of contact of individuals with the health system in a country (Figure 1). 

The push from central to autonomous subnational health systems has been emphasized for years, particularly in 

low- and middle-income countries where resources are scare. Recently, following the recent Ebola crisis in West 

Africa, the need for decentralized systems became acutely clear. A key lesson from the Ebola outbreak was the 

positive impact of decentralization on response activities at the subnational level. The Ebola epidemic required a 

zonal, systematic and robust approach to strengthen the capacity of field teams. Building on this, there is strong 

consensus on the importance of a skilled district health management teams (DHMTs) in improving the quality of 

health services. District health management varies depending on the context. 

However, when implemented and coordinated effectively, teams impact on 

system performance and improve delivery of services at the facility and 

community level. They also improve overall access to essential health services 

for vulnerable populations within and outside the catchment area. 

The role of DHMTs is 2-fold. First, identification and sustainable allocation of 

resources to meet essential health care needs and, second, coordination at 

the local level to improve the health status of local communities. Within the 

framework of decentralized systems, DHMTs are responsible for planning, 

organizing and monitoring health provision, training personnel, engaging with 

communities, supplying drugs and equipment, and ensuring access to quality 

and equitable health services. However, they have not lived up to 
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Fig 1: Composition of a national health system 
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expectations regarding overseeing the provision of health care services at subnational level. This has been partly 

attributed to an inadequate capacity in planning, budgeting and financial management, together with weak 

monitoring and evaluation of strategic plans and financial budgets. Each of the Ebola-affected countries is now 

working on this as a priority. Lessons will clearly emerge for application elsewhere.  

Local systems naturally serve as the foundation for stronger national health systems striving to achieve UHC. The 

effective flow of health information is dependent on strong subnational management systems. Furthermore, the 

organization of services, including relatively neglected areas such as mental health, requires strong district-based 

systems to organize service delivery. When properly equipped, DHMTs deliver cost- effective, high-quality health 

service programmes in their respective communities and drive robust and sustainable national health systems 

towards UHC. Indeed, quality improvement methodology can potentially be applied in order to activate DHMT work 

on the use of information for improvement.  

 

Underscoring the need for district management is an unprecedented global trend of urbanization.  There are many 

issues surrounding the urban poor and it is important to understand causes and interventions in order to address 

health needs and their determinants. The significant increase in communicable disease outbreaks and natural 

disasters pose a considerable burden on highly dense urban populations.  The Ebola outbreak demonstrated this in a 

number of cities. Major issues confronting urban environments include relationships and coordination from national 

to urban level (decentralization) and across health/disaster professionals and departments.  In response, WHO has 

developed a strategic framework to guide urban health emergency capacity.  

 

8. Essential public health functions (EPHF): the foundation 

 

 EPHF is a concept used to describe the core set of activities that a government should have in place to create a 

comprehensive “public health” system that protects and promotes the health of their population. Although there is 

no unified global list of EPHF, there are a number of national and regional EPHF frameworks, most of which are 

broadly similar in scope. 

The relations between EPHF, UHC and quality and resilience are crucial, multiple and complex. Most WHO regions 

have included the aspects of quality and equitable access (UHC) in their EPHF. The WHO Regional Committee for the 

Eastern Mediterranean encourages Member States to strengthen EPHF as a means of achieving resilient health 

systems moving towards UHC. The WHO Regional Committees for the Western Pacific and the Americas listed 

specifically “the need to ensure the quality of personal and population-based services” as one of their EPHF. The 

fundamental linkage between EPHF and UHC results from the EPHF impact on the burden of diseases and hence 

facilitating the financing of the UHC and quality of services strategies. 

This linkage is emphasized in the new WHO resolution “Strengthening essential public health functions in support of 

the achievement of universal health coverage (EB138/CONF./6)”, passed during the WHO Executive Board meeting 

in January 2016. It states the importance of EPHF as the most cost-effective, comprehensive and sustainable ways to 

enhance the health of populations and individuals and to reduce the burden of disease and, consequently, the 

disease burden on the health care system. The linkage with the financial dimension becomes clearly evident.  

Health security functions, preparedness, surveillance and early warning and rapid response are EPHF in their own 

right. The Regional Committees for the Americas, Eastern Mediterranean, Europe and the Western Pacific have listed 

them among their EPHF. Policy-makers must not expose UHC gains to the risk of setbacks caused by lack of 

preparedness for outbreaks. Furthermore, many other EPFH, such as those related to social and environmental 

health determinants and competent workforce and occupational safety contribute to the prevention of public health 

events. The new resolution urges Member States to enhance their cross-sectoral infrastructure for the delivery of 

EPHF, including the capacity to address existing and emerging health threats and risks. Specific contexts, such as the 
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Fig 3:  Life expectancy and GDP/capita in 

Japan
3

  

transmission of communicable diseases in urban settings previously mentioned, become clearly relevant to the 

development of EPHF.   

Quality of health services is essential to several EPHF and, in particular, to achieve effective preparedness, detection 

and response capacities. Quality and access are fundamental for building and maintaining the trust of communities 

in their health facilities. Quality UHC will allow health facilities to contribute to prevention through activities such as 

health promotion and vaccinations, and assure that the public health threat detection “radar screen” function is 

effective. UHC provider payment mechanisms are essential to assure that health facilities can continue to function 

throughout different health crises in order to maintain EPHF.  

Following the new WHO resolution, WHO has been tasked with the provision of technical guidance on EPHF, 

Member State support for EPHF and developing mechanisms for international cooperation on EPHF, include the 

development of monitoring indicators and reporting mechanisms. The strong emphasis on the development of 

national public health institutions in the Ebola-affected countries provides an opportunity to ensure maximal inter-

linkages. Indeed, WHO will be working with Member States and partners to advance the EPHF within the wider 

context of the strengthening of health systems and for the achievement of UHC. 

 

9. Lessons from history: Japan 

 

History of UHC in Japan in a nutshell 

Japan’s effort on UHC started from establishing the Health Insurance Act of 1922 by exemplifying German health 

insurance policy. One of the objectives to establish this act was to protect blue-collar workers who were forced to 

work in unsafe working environments in the severe depression after World War I. Since then, the national insurance 

scheme expanded to cover more citizens. In 1938, the Citizens’ Health Insurance Act was enforced and the Minister 

of Health and Welfare first coined the slogan “health insurance for all” in 1941. In 1943, 70% of the entire population 

was insured, although the range of health services was insufficient with the shortage of health workers and financial 

resources (37,38).  

Health care became a common interest in the post-war era. After the Japanese government regained sovereignty, 

health care was one of the major issues in politics.  Under the slogan of “health insurance for all”, a new health 

insurance law in which all municipalities enforced all people to have health insurance was introduced in 1958 and, 

finally, Japan covered most citizens with health insurance in 1961, thus heralding the establishment of UHC (Figure 2) 

(38). This Japanese health insurance system ensured citizens 

with free access to health institutions and to freely choose 

these institutions. Payment for most medical treatments 

came under the control of national government.  

History of Health Insurance in Japan 

1922 Enactment of Health Insurance Act 

1938 Enactment of Citizens’ Health Insurance Act 

1939-45 World War Ⅱ 

1958 Revision of Citizens’ Health Insurance Act 

1961 Establishment of UHC 

 

Health trends, public health and quality of care 

After World War II, Japanese life expectancy dramatically 

increased from 1947 to 1955 (50.1 to 63.6 years for men; 54.0 to 

67.8 years for women) and has since kept increasing. Since 1986, 

Japan has ranked first in terms of female life expectancy at birth 

worldwide. In 2014, Japanese life expectancy was 80.5 years for 

Fig 2: Trends in health insurance coverage in Japan 1927-90 
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men and 86.8 for women (39).
  
This rapid increase of longevity in the early period was attributed to a drastic 

reduction in mortality rates in children younger than 5 years. The mortality rate of children under 5 years old was 

greater than 80 per 1000 live births in 1950. It dramatically fell to 20 per 1000 live births by 1965, and it was 3 per 

1000 live births in 2013 (Figure 3). The improvement of the survival rate of children in the early period is attributed 

to multiple factors, including improved infection control of gastroenteritis, pneumonia and tuberculosis, as well as 

the improvement of nutrition status. It was achieved by strong public health campaigns aiming at controlling 

infectious diseases, together with therapeutics covered under national health insurance plans (40).  

The health system of Japan comprises 3 tiers. First, the Ministry of Health, Labour and Welfare is responsible for 

public health through enforcing Acts that determine the national standard of health care. The second is local 

government, which establishes the implementation strategy, including the setting of necessary criteria depending on 

each area’s condition. The third is public health centres, which function as an administrative and implementation 

agency.  

Public health centres have a significant role, including monitoring disease surveillance at the frontline and providing 

citizens with a service of preventive medicine, such as periodical annual check-ups for infants and the elderly, as well 

as check-ups related to a variety of cancers. These centres also deal with a wide range of issues on medical, 

pharmaceutical, food sanitation and environmental health. Public health centres are legally authorized to supervise, 

audit, license and suspend medical facilities, restaurants and other facilities, as well as to control infectious diseases, 

maternal and child health, health services for the elderly, vaccination and nutritional counseling. The intervention of 

public health centres significantly contributed to the improvement of maternal and child health, containment of 

tuberculosis and other preventable infections, including reduction in stroke deaths through control of salt intake, 

which all led to the increase of longevity (38). 

Furthermore, health education among citizens contributed to health gains in Japan. For example, elementary schools 

are mandated to give classes on health, hygiene and nutrition to children. Teachers guide students to wash their 

hands before lunch or rinse their mouth after playing outside. Annual medical check-ups and vaccination are held 

during school hours through collaboration with the local public health centre. In maternal health, maternal and child 

health (MCH) handbooks are given to expectant mothers by local government upon confirmation of pregnancy. 

Mothers and medical facilities use this handbook to record the details of the pregnancy, the growth of children after 

delivery and the health status of children, including information on vaccine status. This handbook also functions as 

an education tool, giving mothers information on the normal course of pregnancy, children’s growth and necessary 

nutrition for mothers and children (Figure 4). A young refugee mother from Syria brought the MCH handbook 

wrapped with layers of plastic bags when she had to undergo a long journey to escape to a safer place. For her, this 

handbook was the passport to protect her child (Figure 5). She said it would have been impossible to obtain the 

same information recorded in this handbook if she had lost it.  

On the quality aspect, a number of Acts form the legal framework with the requirements to assure quality and safety. 

The requirements are specified in detail, covering a wide range of services, facilities and professionals, which are 

Fig 4. Photograph of the inside of a MCH handbook (MOFA website) Fig 5. MCH handbook in the bag of a refugee mother 
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considered minimum standards for assuring quality. The basic policy of Japanese universal health care tends to focus 

on quantifying inputs and structures. As a global leader in health systems performance, Japan is looking to develop a 

national quality framework to monitor quality and strengthen quality governance. At the same time, Japan is leading 

efforts to embed quality improvement methodology within efforts to strengthen health systems across the world, 

including the African Region. The lessons emerging from both the national and global quality efforts that Japan is 

involved in are well placed to inform the further work on resilience driven by UHC reforms (41,42). 

Preparedness and resilience 
On 17 January 1995, an earthquake of a magnitude 7.3 the Hanshin and Awaji area, which included Kobe, and left 

6434 dead and over 43,000 people injured. However, in parallel to the critical demand for medical treatment, many 

hospitals in the affected areas lost their functions due to the disruption of lifelines, such as electricity, water, gas and 

communication links, as well as the shortage of medical supplies and equipment. It is reported that many lives could 

have been saved with an appropriate national disaster medical system at that time. After the Great Hanshin-Awaji 

Earthquake, the Ministry of Health, Labour and Welfare issued a “Improvement of initial emergency care system 

reinforcement at disasters” plan in 1996 and amended the Basic plan for disaster prevention in 2006, which 

introduced the emergency medical information system, disaster base hospitals and disaster medical assistance 

teams (DMAT) (43). 

 

DMATs are defined as “mobile, trained medical teams that can be rapidly deployed during the acute phase of a 

disaster (within 48 hours)”. Each team comprises 4-5 health care workers including doctors, nurses, emergency life 

guards, pharmacists, physical therapists and administrative staff in the same hospital. DMAT Members complete a 

DMAT training conducted at the national disaster medical centre. One of the primary DMAT roles is to transport 

patients from disaster-affected regions to safer zones in cooperation with the Japan Self-Defense Force, and the 

other is to provide medical support at hospitals in disaster-affected regions. DMAT activities are based on 

agreements between local governments and medical institutions during non-emergency periods. When a disaster 

strikes, the affected local government requests other local governments or the Ministry of Health, Labour and 

Welfare to dispatch their DMATs (44).  

 

On 11 March 2011, the Great East Japan earthquake, a magnitude 9.0 earthquake and subsequent great tsunami, hit 

the northern part of Japan, which left 15,891 people dead, 6152 injured and 2579 missing. Immediately after the 

earthquake, 383 DMATs comprising 1852 members from all 47 prefectures were dispatched and involved in acute 

phase activities. Although more than 90% of the deaths were, unfortunately, caused by drowning, DMATs and other 

national disaster systems played important roles in alleviating the devastation after the disaster. The Japanese 

national disaster medical system has developed over the 16 years following the Hanshin-Awaji Earthquake and it 

exemplifies well the national preparedness.7 

 

Implications 

Japan is well placed to share its multi-decade experience in linking UHC, quality and resilience with countries early in 

the trajectory of developing such systems. In particular, the linkages with public health approaches at the ground 

level are a rich source of experience. Both successes and failures within the Japanese experience can be harvested 

and learned from in order to catalyze rapid progress as part of global cooperation efforts. This will require significant 

further exploration with a range of Japanese experts covering a wide range of areas.   

 

10. Lessons from history: UK National health service 

 

History of UHC in the UK
f
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Aneurin Bevan, the British minister of health from 1945-1951, is commonly considered as the architect of the UK 

National Health Service (NHS). He was passionate in his support of quality UHC, believing that society is “more 

wholesome, more serene, and spiritually healthier, if its citizens have the knowledge that they and their fellows, 

have access, when ill, to the best that medical skills can provide” (45). Similar to Japan, the establishment of UHC in 

the UK was catalyzed by the tragedy of the Second World War, during which a blueprint for an emergency medical 

service was established. The war signalled a move in public opinion towards support for the universal state provision 

of health care, amid dissatisfaction with the quality and reach of the exiting mix of private, state and charity facilities. 

In 1948, Bevan established the NHS by nationalizing the hospitals, contracting primary care services from general 

practitioners and creating boards with responsibility for overseeing local health care provision. Funding was provided 

in its totality from central government thorough general taxation, following the principle that services should be free 

at the point of use (46). 

Since the establishment of the NHS, the basic principles and funding mechanism have remained the same, but some 

services (such as prescription medicines and dental services) now attract co-payments for those with the ability to 

pay. There have also been several structural changes and while funding has increased greatly in real terms since its 

establishment, the service has been accused of underfunding and rationing services in various periods. Despite this, 

the NHS retains a performance broadly comparable with many other high-income countries, while spending a 

relatively low percentage of the UK gross domestic product on health (47). Strikingly, the NHS and the UHC it 

embodies have overwhelming public support, with a celebration of its status in society even taking place 

prominently in the opening ceremony of the London 2012 Olympics. 

Quality in the NHS 

Interestingly, quality has always been a key aspect of UHC in the UK, with one of Bevan’s founding principles being to 

“universalize the best”, rather than simply extend the reach of poorly performing services. Even prior to that, the 

professionalization and regulation of medical professionals had been mandated in the 1858 Medical Act, 

subsequently updated in 1950 and 1983, and followed by statutory regulation for a number of other health 

professionals. Equity in access to quality services was also an early priority, with specific programmes in the 1960s to 

build the required facilities with suitable bed-to-population ratios and, in the early 1970s, formulas developed to 

fairly allocate funding. However, despite incorporating these fundamental principles, no concerted effort to 

specifically tackle quality was made for several decades.  

 

___________________ 

f
 Although sharing common principles and history, health services are now organized differently in the 4 nations that make up the UK (England, Scotland, 

Northern Ireland and Wales). Contemporary aspects of this section predominantly relate to the health service in England. 
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While quality moved up the agenda in the 1980s through small-scale government initiatives such as “Total quality 

management”, the first significant progress was made in the late 1990s with government commitments to put 

quality at the heart of the NHS set out in a policy document “A 

first class service” (48), The National Institute for Clinical 

Excellence (now the National Institute for Health and Care 

Excellence) was established to provide evidence-based clinical 

guidelines and national leadership on quality. National service 

frameworks were developed to outline care pathways for major 

disease groups, regulatory agencies for health care services were 

established, and significant funding was put into programmes of 

clinical governance and measuring quality indicators. In 2001, the 

National Patient Safety Agency was established, formalizing a 

system of error-reporting within the NHS. In 2008, the UK 

government commissioned a report from Lord Darzi on “High 

quality healthcare for all” (49), signalling a further commitment 

to quality and resulting in a number of initiatives to embed 

quality in the everyday business of the health service. 

Subsequently, quality has remained a prominent position in UK 

health policy, although is widely recognized to be under threat 

should funding levels be inadequate.  

 

Lessons for countries moving towards UHC 

• Shocks to the health system can be the catalyst for change as they sway popular opinion, expose the systems 

that need strengthening, demonstrate a blueprint for future services or coordination during the emergency 

response and show the economic and social value of UHC.  

• Different financing and delivery models leave the government with different levels of power and control 

over services. Without control, quality can be more difficult to assure. 

• UHC can be achieved at an affordable price, even when publically funded. 

• Quality requires both strong policy and sustained investment. 

•  “Universalizing the best” and fostering population pride and ownership in the health service contributes to 

its sustainability. 

 

 

 

 

 

 

 

 

Emergency planning 

The health service in England has well- 

developed emergency planning 

procedures, outlined in the NHS England 

emergency preparedness, resilience and 

response framework.  Health service 

providers have a statutory duty to manage 

risk, plan, train, exercise and respond in 

relation to a number of health and non-

health threats that may impact on the 

system. There are formal structures for 

national and regional coordination, 

consisting of multi-agency committees. 

Mutual support within and across sectors 

is emphasized. 
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