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Towards Readiness/Resilience in Health Systems?

Every System is 
Perfectly 
Designed to 
Achieve the 
Results that it 
Consistently 
Achieves

ED Crowding



1. “ED crowding is 
an ED problem”

2. “Waiting in the ED 
is merely an 
inconvenience”

3. “Access block in 
the ED is caused 
by low acuity 
patients”

Myths, Models, 
and Metaphors…
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The Physics of 
Patient Flow:
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ED Crowding



“Man-made systems 
become unstable, creating 
uncontrollable situations 
even when decision-makers 
are well-skilled, have all the 
data and technology at their 
disposal, and do their best”.

Globally networked risks and how to respond | Nature 2013



Iceberg Model of 
Systems Change

“If you want to 
understand the 
deepest 
malfunctions of 
systems, pay 
attention to the 
rules, and to 
who has power 
over them.” 

- Donella Meadows







1st and 2nd Wave
1. Map the system (HR, equipment, readiness…)
2. Weekly Situational Awareness Sessions (SAS)
3. Common purpose, Shared information, 

coordinated action (education, PPE, equipment)
4. Empowered local teams (do the next right thing)

3rd Wave and pivot (what have we learned?)
1. Volumes go back up, Complexity is the new 

acuity (social, mental health and addictions, 
etc), staff burn out and shortages

2. Unintended consequences of Virtual Care
3. Back slip to the same old “normal”



Cross trained staff
Inter-hospital privileging
Trans-national licensing 

Emergence(y) staff 
are the stem cells of 
health system

Rapid PDSA cycles
Action research
Creative destruction

“flexible response”… in service of the 
common good (Triple Aim Health Care)



Safe Redundancy is NOT fat 
(and it is NOT expensive)

Single source supply chains 
(meds, PPE) are not 
resilient, and are not cheap

Pop-up test capacity
Smoothing wards
Bottle-neck bypass

Surge Capacity is NOT fat 
(and it is NOT expensive)



Perspective seeking, 
and balancing (in 
service of the Triple Aim)

Idea diversity is to Health 
Systems what biodiversity 
is to Ecosystems

Multi-option 
primary care access

Multi-option 
EMS services



Mapping # and 
distribution (and 
capabilities) of EDs and 
ICUs in Nova Scotia

Ambulance System Status Plan dependent 
on readiness on Emergency Departments

Dynamically changing 
availability of staff due 
to quarantine and illness

Situationally aware at 
local, zone, provincial, 
and national levels (and 
short / long term)



System Goals > sub-system goals 
(suboptimization killed the cod stocks)
The Tragedy of the Commons

“One patient One record”
Virtual care as a means to 
an end (not an end unto 
itself)

Relationship and Coalition 
building  (Silo-busting and 
Interdisciplinarity)

Generalism is not Integration per se
(Specialization is not Dys-integration)



Common Purpose AND Subsidiarity

High

Low

Low High

Common Purpose
Coordinated Mission
Coherent approach

Subsidiarity of operational decision making

Common purpose (Quadruple Aim), 
coordinated mission, and constant 
iterative improvements in service of 
patient and population outcomes (often 
generated by engaged and enabled 
front-line staff, and pts/communities)

“Strong” silo-ized divisions, 
departments and organizations with 
no over-arching purpose and no 
incentives for collaboration and 
relationship building, and no 
accountability to System outcomes

Centralized 
decision making, 
Top-down 
Command and 
Control, micro 
management

Madly off in all 
directions, low 
local situational 
leadership and 
low operational 
resilience

Governance as Leadership:





Readiness / ResilienceIHI Triple Aim +

“A lasting implication of the pandemic is that resilient and efficient health-
care systems will become part of the competitive advantage of nations.” 
- Kevin Lynch, vice-chair, BMO Financial Group, and former Clerk of the Privy Council; and Paul Deegan, CEO, Deegan Public Strategies and former 
deputy executive director, National Economic Council, the White House

Readiness +



1. System 
(Re)design and 
Integration

2. System 
Readiness and 
Resilience

3. System 
Improvement 
and Innovation

EM:POWER Springing Forward – Using lived experiences
to build a more resilient future





Either/or… 

Centralization vs 
Decentralization

Efficiency vs 
Effectiveness

MD autonomy vs 
Accountability

Patient Rights vs 
Responsibilities

Collective safety 
and Individual 
freedoms

Good and bad, I 
defined these 
terms, quite clear 
no-doubt 
somehow / but I 
was so much older 
then, I’m younger 
than that now

- Bob Dylan

…both/and…Both/and… 



The Accountability Crisis:
In the face of demand capacity mismatch a program / queue can:
1. Improve efficiency and appropriateness, and lobby for more resources (difficult) or…

2. Block inflow and leave pts in the queue (default response)
3. Solution for one program is a problem for another program
4. Shifts care to downstream programs less capable of providing it
5. Displaces consequences of access failure to remote parts of system
6. Leaders capable of assessing/addressing root causes are protected from having to do so
7. And leaders in impacted areas are incapable of doing (because they have no authority)



1. It matters less WHAT you are doing, and more HOW you do it….
2. Four Domains associated with High Performing Hospitals:

1. EXECUTIVE LEADERSHIP INVOLVEMENT
2. HOSPITAL-WIDE COORDINATED STRATEGIES
3. DATA-DRIVEN MANAGEMENT
4. PERFORMANCE ACCOUNTABILITY



1. Better disaster 
response
Decreased morbidity 
and mortality
Less fear and 
polarization

2. Less disruption of 
services
Less provider burn out
More surge capacity 
for day-to-day ops
Better pt experience 
and outcomes

3. Sustainable and 
resilient Health System
Improved recruitment 
and retention
“competitive advantage 
of nations / provinces”



ED Access Block, 
prolonged ED LOS

Increased Adverse 
events for admitted 
patients

In-hospital LOS 
doubles (9 days 
to 20 days)

Increase boarding 
of inpatients in 
the ED

Increased mortality
Increased costs

Increased wait times
Increased LWBS
Increase ambulance 
offload

Increased ALC
Problems emptying 
ICU, PACU
Canceling ORs

Increased staff burn out
Increased pt/family complaints

The association between a prolonged stay in the emergency 
department and adverse events in older patients admitted to 
hospital: a retrospective cohort study.
Ackroyd-Stolarz S, Read Guernsey J, Mackinnon NJ, Kovacs G.
Department of Emergency Medicine, Dalhousie University, Queen 
Elizabeth II Health Sciences Centre, Halifax, Nova Scotia, Canada.

Adverse events in older patients admitted to acute care: a 
preliminary cost description.
Ackroyd-Stolarz S, Guernsey JR, MacKinnon NJ, Kovacs G.
Department of Emergency Medicine at Dalhousie University, Halifax, 
Nova Scotia.

Conclusion: Patients with an AE had twice the hospital length of stay 
(20.2 versus 9.8 days, p < 0.00001), resulting in 1,400 extra days at a 
cost of approximately $7,500/patient.



Mirror, Mirror 2021: Reflecting 
Poorly | Commonwealth Fund


