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Abstract

Purpose –To discuss howmanagers contribute in promoting resilience in healthcare, and to suggest a model
ofmanagers’ role in supporting resilience and elaborate on how future research and implementation studies can
use this to further operationalize the concept and promote healthcare resilience.
Design/methodology/approach – The authors first provide an overview of and discuss the main
approaches to healthcare resilience and research on management and resilience. Second, the authors provide
examples on how managers work to promote healthcare resilience during a one-year Norwegian longitudinal
intervention study following managers in nursing homes and homecare services in their daily quality and
safety work. They use this material to propose a model of management and resilience.
Findings – The authors consider managerial strategies to support healthcare resilience as the strategies
managers use to engage people in collaborative and coordinated processes that adapt, enhance or reorganize
system functioning, promoting possibilities of learning, growth, development and recovery of the healthcare
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system to maintain high quality care. The authors’ model illustrates how managers influence the healthcare
systems ability to adapt, enhance and reorganize, with high quality care as the key outcome.
Originality/value – In this study, the authors argue that managerial strategies should be considered and
operationalized as part of a healthcare system’s overall resilience. They propose a newmodel of managers’ role
in supporting resilience to be used in practice, interventions and future research projects.

Keywords Resilience, Managers, Leadership, Healthcare, Quality, Safety

Paper type Conceptual paper

Introduction
Managers play a significant role in quality and patient safetywork and are essential in building
a sound patient safety culture. Several management or leadership styles and strategies,
including transformational leadership, have been identified as important predictors for quality
andpatient safety processes and outcomes inhealth care (Boamah et al., 2018;Wong et al., 2013).
However, the literature has identified a dearth of research exploring the role ofmanagers from a
healthcare resilience perspective (Grote, 2019; Ledesma, 2014).Managers play an important role
in building resilience capacity in employees, and thereby reinforcing organizational resilience
(Ledesma, 2014). Most studies on resilience in healthcare have been conducted in inpatient
hospital settings, and there is a pressing need for more research in primary care settings, such
as nursing homes, homecare and general practice settings (Berg et al., 2018).

An increasing number of elderly people are receiving healthcare services in their homes.
Longer life expectancy and increasing numbers of people living with chronic conditions have
resulted in higher usage of primary healthcare services (Glette et al., 2018a, b). Within
Norway, several white papers, policies and regulations, and action plans exist depicting the
need for healthcare services to focus on the role of managers in building good patient safety
cultures (Ministry of Health and Care Services, 2016; The Norwegian Directorate of Health,
2019). International research also emphasizes the important role of managers in building a
positive patient safety culture (Sammer et al., 2010; Wagner et al., 2018). New developments,
reorganizations and changes in the healthcare sector, including technological innovations
require the need for healthcare organizations to adapt, and also for managers to play an
important role in these adaptions (Guise et al., 2014). Such changes and disruptions can lead to
increased risk, errors and disasters, but they can also be an opportunity for development,
learning and growth (Wiig et al., 2020b). Recent reviews on resilience in healthcare suggest
that in order to advance the field, there is a need for further research on how resilience is
distributed at different system levels, including the managerial level (Berg and Aase, 2019;
Berg et al., 2018; Ellis et al., 2019; Lim et al., 2020). Specifically, there is a need for more
knowledge on how primary caremanagers work to promote resilience in healthcare, ensuring
that the services they lead deliver high quality care during times of disruption and change.

The current paper is a conceptual paper that includes a literature review of selected
relevant resilience literature and case presentation of our own publishedwork that results in a
proposed model. More specifically, the aims of this conceptual paper are to:

(1) Discuss existing research and approaches to managers’ role in supporting resilience.

(2) Provide examples on how managers in Norwegian nursing homes and homecare
services contribute to support resilience in healthcare during the implementation of a
quality and safety leadership intervention.

(3) Suggest a model for managers’ role in supporting resilience that can be used in
practice and future research.

To fulfill these aims, we first provide an overview of and discussion of themain approaches to
healthcare resilience and research focusing on management and resilience. Second, we
provide examples on howmanagers work to promote healthcare resilience during a one-year
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Norwegian longitudinal intervention study (SAFE-LEADPrimary Care), followingmanagers
in nursing homes and homecare services in their daily work. The examples were selected
purposively to illustrate strategies that potentially promote resilience in healthcare, and
therefore do not include an analysis of all aspects of how managers work. The examples are
categorized according to the four resilience potentials suggested by Hollnagel (2018) and the
characteristics suggested by Berg and Aase (2019). More specifically, we discuss how
managers: adapt and adjust to align demands and capacities in their organization in a
successful way; monitor or explore the system’s function and performance; anticipate
upcoming changes or disturbances in their organization and make sense of situations.
Finally, we present ourmodel of managers’ role in supporting resilience and elaborate on how
future research and implementation studies can use this model to promote resilience in
healthcare.

The SAFE-LEAD intervention
The aim of the SAFE-LEAD intervention was to develop, implement and evaluate a research-
based guide (the SAFE-LEAD guide) for managers to guide them in their quality
improvement work (Johannessen et al., 2019; Ree et al., 2020a; Wiig et al., 2018). The SAFE-
LEAD guide is centered around the following seven quality challenges that managers often
meet in their quality improvement work: structure, culture, competence, engagement, care
coordination/organizational politics, physical design/technology and external demands
(Johannessen et al., 2019). The guide process consists of three steps, where the management
teams start by rating their organization/unit on the quality challenges and agree upon which
challenge(s) they want to work on (Step 1). Then they choose specific goals related tomeet the
quality challenge(s) (Step 2). In the final step, the managers make specific action plans for
their quality improvement work related to the selected goals (Step 3).

Four nursing homes and four homecare services in Norway participated in the intervention
for approximately six months (Stage 1), while two nursing homes and two homecare services
participated over a one-year period (Stage 2). The intervention consisted of workshops with
management teams facilitated by the researchers, where the managers applied the SAFE-
LEAD guide in reflections, discussions, planning and implementation of quality improvement
initiatives. In addition to workshops, the units in Stage 2 of the intervention received feedback
on their quality work from researchers through site-visits on quality meetings and other
relevant quality work activities. During the implementation, data was collected by means of
interviews, observations, surveys, workshop notes and field notes from site-visits. Based on
these data, several papers have been published that are of relevance for the current paper. The
previously published papers explore the influence of contextual factors in quality and safety
work (Ree et al., 2019), challenges in quality and safety work (Johannessen et al., 2020), reflexive
spaces as key for resilience in healthcare (Wiig et al., 2020a), the role of transformational
leadership for patient safety culture (Ree and Wiig, 2019b; Seljemo et al., 2020), and how
managers use and experience the SAFE-LEAD guide in their quality work (Ree et al., 2020a).
Furthermore, it was explored how quality is conceptualized in nursing homes and homecare
(Aase et al., 2020), as well as the importance of and challenges related to user involvement (Aase
et al., 2020; Ree et al., 2020b). In this conceptual paper,we reflect on the results from these papers
from a resilient healthcare perspective, with the aim of exemplifying strategies and activities
managers do that potentially support resilience in healthcare.

Main text
Resilience in healthcare
Resilience is a multidimensional concept, defined and operationalized in many ways
depending on research fields and settings (e.g., engineering, psychology, ecology and
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healthcare) (Linnenluecke, 2017; Wiig et al., 2020b; Wiig and Fahlbruch, 2019). Definitions of
organizational resilience emphasize aspects such as “coping with unanticipated dangers,”
“ability to bounce back” (Wildavsky, 1991), and “adapt and recover from disturbances”
(Comfort et al., 2010). In healthcare however, the focus is broadened to how resiliencemanifest
itself in the “everyday clinical work” (Hollnagel et al., 2015). Hollnagel et al. (2013) define
resilient healthcare as “a health care system’s ability to adjust its functioning prior to, during,
or following changes and disturbances, so that it can sustain required performance under
both expected and unexpected conditions.” A recent debate paper from a large international
research program on Resilience in Healthcare (RiH) proposed a new working definition of
healthcare resilience as “the capacity to adapt to challenges and changes at different system
levels, to maintain high quality care” (Wiig et al., 2020b). We apply this definition in this
paper. The definition and conceptualization of resilience in the current paper is closely linked
to the Resilience Engineering tradition but differs in focusing on the healthcare context
specifically with quality as a key outcome of resilient performance. This difference implies
seeing safety as one out of several quality dimensions, while resilience engineering is mainly
focused on the safety dimension (Wiig et al., 2020a, b). Furthermore, it differs from other
definitions in the field in its specific focus on adaptive capacity to change as a basis for high
quality care; the ultimate goal of resilient healthcare. The authors argue that quality care
consists of four key dimensions: clinical effectiveness, patient safety, care coordination and
user involvement. Furthermore, Wiig et al. (2020b) elaborated on the concept of resilience in
healthcare as amultilevel phenomenon, emphasizing the importance of collaborative learning
and user involvement when adapting to, improving or reorganizing system functioning in
response to changes, challenges or disruptions (Wiig et al., 2020b). They suggested the
following four key aspects to guide research on resilience in healthcare: (1) What is the
purpose of resilience? (for what), (2) what triggers resilience? (to what), (3) what resources are
involved? (of what), and (4) what activities and interaction are required for resilient
performance? (through what) (Wiig et al., 2020b).

Hollnagel (2018) suggested four important characteristics of resilient organizations:
anticipation (knowing what to expect and prepare for), monitoring (knowing what to look for
and monitor what happens in and around the system), responding (knowing what to do and
adjust to disturbances and changes), and learning (knowing what has happened and learn
from experiences). These potentials are interactive and co-dependent, meaning that if an
organization fails in one of them, this will also affect the others. A recent literature review of
resilient healthcare found four cognitive and behavioral strategies characterizing resilience in
organizations: anticipation, sensemaking, adaptation and trade-offs (Berg and Aase, 2019),
and these strategies were evident both within and across levels. Similar to the potentials
suggested by Hollnagel (2018), these strategies are interrelated. Anticipation is the ability to
anticipate and prepare for possible situational changes or hazards before they occur.
Adaptations refer to coping with complexity by making adjustments in demanding
situations, being flexible, and improvise when necessary. To adapt to new situations or
demands, it is necessary to make sense of what is happening, which is referred to as
sensemaking (Berg and Aase, 2019). This is related to the concept of trade-offs, which are
made between competing goals and tensions. Berg and Aase (2019) postulate two types of
trade-offs: cognitive trade-offs (individual level) and trade-offs between competing goals
(team level). Anderson et al. (2016) use the CARE model (Concepts for Applying Resilience
Engineering) to study resilience in healthcare. The model depicts how Work-As-Imagined
(WAI) (alignment between demands and capacity) is constantly adapted because demands
and capacity are never fully aligned. These continuous adaptions are referred to asWork-As-
Done (WAD) and are crucial to achieve successful or acceptable outcomes in an organization.
However, the adaptions made might also be unsuccessful (Anderson et al., 2016). There is
limited knowledge on how managers work with these adaptations, as most of the resilient
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healthcare studies are conducted at the micro level (e.g., work environmental factors and the
adaptions made by frontline clinical staff) (Berg and Aase, 2019).

In the current study, we will provide examples on how managers in nursing homes and
homecare services strategize and make adaptations to changes and challenges in their daily
work that support resilience. We argue that managers are important resilience actors within
healthcare organizations, and we need more insight in how they act to promote resilience in
healthcare.

Management and resilience
Managers are key in facilitating sound patient safety cultures (Sammer et al., 2010).
A systematic review concluded that leadership was strongly associated with quality of care
outcomes (e.g., mortality, injuries, satisfaction and pain), and that these relationships were
evident across different healthcare settings (Sfantou et al., 2017). Transformational
leadership behaviors are shown to be especially beneficial in relation to patient safety
culture (Clarke, 2013; McFadden et al., 2009; Merrill, 2015; Ree andWiig, 2019b; Seljemo et al.,
2020). Furthermore, transformational leadership is associated with fewer adverse events
among patients and greater employee job satisfaction (Boamah et al., 2018). Transformational
leaders “broaden and elevate the interests of their employees, generate awareness and
acceptance of the purposes and mission of the group, and stir their employees to look beyond
their own self-interest for the good of the group” (Bass, 1999, p. 21). Most research on
leadership and patient safety have been conducted in hospitals and acute care settings.
However, recent results derived from the intervention project on leadership and quality
improvement in primary care (SAFE-LEAD), show that transformational leadership is
strongly related to better patient safety culture, higher scores on overall perceptions of
patient safety, and higher work engagement among employees in Norwegian nursing homes
and homecare services (Ree and Wiig, 2019b; Seljemo et al., 2020). Furthermore, qualitative
data from managers and employees in the SAFE-LEAD project provides examples on how
managers continuously maneuver the surrounding context to adapt to external changes
(Johannessen et al., 2020; Ree et al., 2019). Despite the large amount of research on the role of
leadership for patient safety practices, cultures and outcomes, there are far less knowledge on
how managers contribute in creating resilience in healthcare (Ledesma, 2014). According to
Valero et al. (2015), transformational leadership has a significant effect on employees’
perceived resilience in organizations. Nevertheless, recent literature reviews on
methodological strategies in resilient healthcare studies found only a few or no studies
using surveys or mixed methods designs (Berg et al., 2018; Lim et al., 2020). Thus, there is a
need for more studies using quantitative methods and mixed methods designs to explore
resilience in healthcare.

Managers play an important role in building resilience capacity in employees, and thereby
reinforcing resilience in organizations (Ledesma, 2014). As shown by the literature reviewed
in the previous section on resilience in healthcare, adaptation is a key aspect. A recent
literature review demonstrated that managers plays an important role in creating spaces for
ideas to enable adaptive processes (Uhl-Bien and Arena, 2018). Managers have the
opportunity to build adaptive capacity in the organization they lead, by helping individuals
and teams align the demands they continuously face with capacities, and facilitate sound
patient safety cultures (Grote, 2019). Ledesma (2014) argues the need to study the relationship
between leadership and resilience. More specifically, how managers affect the organization
they lead, the coping skills they use to lead effectively, and how resilience can be fostered
within organizations through leadership development (Ledesma, 2014). There is a need for
more examples showing how managers work to promote healthcare resilience and use this
information for designing possible interventionswhich is lacking in this field (Ellis et al., 2019;
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Lim et al., 2020; Righi et al., 2015). Based on the definition and conceptualization of resilience in
healthcare as used in the current paper, it is meaningful to explore the phenomenon through
howmanagers strategize to adapt to changes and challenging situations in the daily working
life. Andersson et al. (2019) argue for the need to study how organizational processes foster
traits for organizational resilience in daily organizing, focusing especially on anticipation of
disruptive unexpected events to avoid them from happening. Challenges, changes or
disruptions to the delivery of care do not have to be a result of serious unexpected events or
stressors, but might include situations in the daily working life such as the introduction of
new technologies or innovative work practices, challenges in terms of funding, or absence of
employees due to sick leave or turnover. In the following sections, we have used such concrete
examples from the daily working lives of employees and managers in Norwegian nursing
homes and homecare services.

Examples from practice on leadership strategies promoting resilience in healthcare
Some of the key examples on managerial strategies to support resilience during the SAFE-
LEAD project are summarized in Table 1 and elaborated in the sections below.

Adjustments, adaptations and trade-offs.Managers constantly prioritized andmade trade-
offs between competing goals due to misalignments between demands and available
resources in their organizations (Johannessen et al., 2020; Ree et al., 2019). Lack of resources,
such as time, money and staffing, was a common challenge in both nursing homes and
homecare, especially during times of reorganization and change (Johannessen et al., 2020; Ree
et al., 2019). To be able tomaintain high quality care and keep upwith daily quality and safety
work, some managers put a lot of effort in to allocating the resources at hand in a strategic
and careful way (Ree et al., 2019). They negotiated and collaborated closely within the
management team to work creatively within the economic scope they had, to find good
solutions and adaptations in challenging situations, and they also involved employees in
discussions. For example, they regularly engaged employees in ethical reflections to finding
good solutions about scarce resources (Aase et al., 2020). Person-centered care and the
involvement of patients and next-of-kin was considered an important part of healthcare
quality, and the managers encouraged staff to customize tasks to patients’ preferences,

Managerial strategies – examples Resilience characteristics

Allocate resources in a strategic and careful way
Collaborate closely within the management team to find good solutions
and adaptations in challenging situations
Engage employees in ethical reflections to find good solutions regarding
scarce resources

Adjustments, adaptations and
trade-offs

Use of white-board riskmonitoringmeetings, boards, reporting systems,
competence assessment, and personnel meetings
Staff training and education in all new procedures to ensure confidence
in performance
Discuss deviations regularly in management and staff meetings for
learning purposes

Monitoring and improving system
performance

Use of available networks and resource persons to help the managers
make sense of and support implementation of new interventions or
changes
Site-visits to see how other organizations implement innovations
Delegate responsibility of different tasks and professional issues to
employees in order to create accountability, engagement and sense
making

Anticipation and sensemaking

Table 1.
Examples of

managerial strategies
to support resilience
during the SAFE-

LEAD project
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ensuring a bottom-up approach in care (Aase et al., 2020; Ree et al., 2020b). The managers
stated that a challenge was to do things differently, to create room for maneuvering.

Anticipation and sensemaking. In order to anticipate forthcoming events and adapt to a
new situation or demands, managers used several strategies to help themmake sense of what
was happening. The managers regularly planned for upcoming changes and used available
networks and resource persons in the organization to help them make sense of and support
implementation of new interventions or changes (Johannessen et al., 2020; Ree et al., 2019). For
example, when implementing a new national dementia plan, they first conducted site-visits to
see how other units had solved it. Then they held workshops with the employees to get
suggestions and input on what was important for them in the process (Johannessen et al.,
2020). Anticipation and sensemaking were necessary before they could adapt to the new
situation, which in this case they solved by reallocating resources to create a new position for
a dementia coordinator (Johannessen et al., 2020). It was challenging to receive funding for
new projects and developments, and since the managers anticipated resistance when
requesting more funding in meetings with the municipal manager, they used national
guidelines strategically to justify their units’ resource needs (Johannessen et al., 2020; Ree
et al., 2019).

Furthermore, in planning and adapting to upcoming changes, managers involved
employees to ensure a sense of ownership to projects, changes, and interventions. The
managers used the strategy of delegating responsibility of different tasks and professional
issues to employees in order to create accountability, engagement and sensemaking, and to
ensure that new knowledge reached out to all employees (Johannessen et al., 2020; Ree et al.,
2019). For example, some employees received additional training, courses, and education in
specific professional areas such as nutrition, medical reviews, and diabetes. This saved time
for the managers, as well as increased knowledge sharing and sensemaking among
employees, andmade the organizationmore prepared for sudden or planned changes.Most of
the managers also focused on the “primary contact role,”meaning that one employee bore the
main responsibility for a patient (Johannessen et al., 2020; Ree et al., 2020b). It was easier to
make sense of things happening related to a specific patient when one employee had the full
overview of the patient.

The managers always tried to communicate using a language the employees understood
and could relate to, in order tomake tasks and situations understandable and comprehensible
for them. Furthermore, they focused on involving employees in sensemaking. Many engaged
a professional development nurse to help them being up to date and to be a driving force in
quality improvement work (Ree et al., 2019, 2020a). They highlighted the importance of
having professional staff with high competence (Johannessen et al., 2020; Ree et al., 2019). The
managers acknowledged that the employees in many cases had more knowledge than they
had about things happening in the daily clinical work, and were therefore invaluable in
contributing to make sense of situations (Ree et al., 2019). For example, one of the units
encountered a lot of resistance when implementing the use of tablets instead of paper work
lists. The managers then relied on an employee with good knowledge of the tablets to help
other employees make sense of them.

Monitoring and improving system performance. The managers had several strategies and
routines for monitoring and exploring the system’s function and performance, responding to,
and learning. To monitor the systems performance, managers used strategies such as white-
board risk monitoring meetings, boards, reporting systems, competence assessment, and
personnel meetings. The managers emphasized the importance of proper staff training and
education in all new procedures to ensure confidence in performance (Aase et al., 2020).
Cooperation bothwithin and across the units, andwith external actors to exchange experiences
was considered important for learning (Aase et al., 2020; Ree et al., 2019). Collecting user
experience through surveys and involvement in service development projects in the units and
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organizations was also considered helpful in monitoring system performance. This raised
awareness on what they were doing well, what should be improved, and what could be done to
improve quality (Ree et al., 2020b).

Themanagers focused on responding to and learning from errors to avoid repeating them,
and the learning potential was considered best immediately after an incident was reported
(Johannessen et al., 2020). They regularly discussed deviations in the management meetings
for learning purposes, and then addressed them in staff meetings. They were eager to discuss
errors and deviations with the employees to find solutions together on what they could do to
prevent similar mistakes in the future. Near misses were just as important to discuss as
serious events to improve healthcare quality (Aase et al., 2020; Johannessen et al., 2020). They
encouraged employees to report, and actively worked against a blame-culture by specifying
that everyone makes mistakes and that the aim of addressing them is to learn from them.

Transformational leadership behavior. Previous studies from nursing homes and
homecare services show that transformational leadership is a strong predictor of patient
safety culture (Ree and Wiig, 2019b; Seljemo et al., 2020), work engagement (Ree and Wiig,
2019b) and person-centered care (Ree, 2020). Transformational leadership was measured in
surveys, asking employees to rate their immediate manager on questions representing a
global measure of perceived transformational leadership (Carless et al., 2000). The questions
captured the following seven transformational leadership behaviors: (1) communicates a
clear and positive vision, (2) develops staff, (3) supports staff, (4) empowers staff, (5) is
innovative, (6) leads by example, and (7) is charismatic. The studies also show that patient
safety culture was a strong predictor for employees’ overall perceptions of patient safety (Ree
and Wiig, 2019a) and for person-centered care (Ree, 2020) in nursing homes and homecare
services.

These findings indicate themutual relationship between leadership, patient safety culture,
and person-centered care. In line with the qualitative findings (Johannessen et al., 2020), they
support the role of managers’ strategies in shaping, influencing, and acting upon the
surrounding context and culture in which quality and safety work are conducted.

How can interventions be used to promote resilience? The role of reflexive spaces.During the
SAFE-LEAD intervention period, managers were shadowed on site to observe their work on
quality and safety. They emphasized the value of working together on the guide in
management teams, as it stimulated joint reflections, and greater awareness about their
quality work and challenges (Ree et al., 2020a). Discussing and reflecting in groups made
themmore pro-active and helped them find good solutions on emerging risks, challenges and
changes facing the organizations. This intervention acted as a reflexive space, where
managers came together to reflect upon current challenges, adaptations and needs in their
daily work (Ree et al., 2020a; Wiig et al., 2020a). It also acted as a bridge between departments
as managers met across departments to exchange knowledge, reflections, and action plans,
and to agree on new improvement efforts (Ree et al., 2020a; Wiig et al., 2020a). This is an
example of how healthcare managers can use reflexive spaces to stimulate resilience in
healthcare (Wiig et al., 2020a).

The reflexive spaces can also be broadened to involve actors and stakeholders beyond the
management team. For example, at the end of the SAFE-LEAD intervention, the managers in
one of the homecare units invited employees to a workshop to work together on how they
could further improve quality of care. The way in which the managers proceeded during this
workshop and the focus was very much about strengthening resilience in the organization.
The main bullet points that the managers listed for discussion in this workshop were these:
“what have worked well, and why?” and “what can be better, and how?”. The managers
welcomed input from all employees, there were good discussions, and at the end of the
workshop they made an action plan together with the employees on what they should focus
on, what to improve, and how. The workshop incorporated all of the resilience strategies and
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helped us understand possible options and strategies to pursue at the managerial level. This
could be of high interest for the resilient healthcare research community as an example of how
to think about interventions to promote resilience. The key here is related to establishing
conditions under which resilient performance can occur and our examples illustrates the role
of manager in this process. This brings us to the modelling aspect elaborated in the next
section.

A proposed model of managers’ role in supporting resilience
Based on the literature on management and resilience in healthcare discussed in this paper,
we propose a model of managers’ role in supporting resilience in healthcare (Figure 1). As we
have demonstrated, managers are an important part of healthcare systems’ capacity to adapt
to changes and challenges to maintain high quality care. We further argue that managers are
key in supporting resilience in healthcare, and the role of managers should thus be part of the
operationalization of the concept. Althoughmany of the examples in our conceptual paper are
taken from nursing homes and homecare services, we consider themodel to be of relevance to
all healthcare services. The model illustrates how managerial strategies are important to
adjust, adapt, monitor, anticipate and make sense of new situations, challenges, or
disruptions (Figure 1). Managers play an important role for the work environment and safety
culture, by prioritizing and allocating available resources with demands, and setting the
agenda for the organization’s quality and safety work. These processes are central for the
system’s ability to adapt, enhance and reorganize, and thereby facilitating or hindering
healthcare resilience. When the adaptations are successful, the consequence for the
organization are learning, growth, development and/or recovery, contributing to better
healthcare quality as well as strengthening the organizations adaptive capacity when
meeting new situations, challenges and changes in the future (Figure 1). Thus, our model
shows how managers contribute to support healthcare resilience through managerial
strategies and their impact on the work environment, safety culture and system functioning.

Our proposed model is in line with the recent definition of and conceptualization of
resilience in healthcare by Wiig et al. (2020b), which emphasizes the role of patients, users,
next-of-kin and other stakeholders as co-creators of resilience and consider healthcare quality
as the key outcome for resilience in healthcare (Wiig et al., 2020b).We have demonstrated that
involving these actors is an important part of the strategies healthcare managers use to
enable the organization and its members to anticipate forthcoming changes, make sense of
situations, adapt to changes, and monitor system performance and learn. Managers also
interact with networks and resource persons within, across and outside of their unit/
department. They discuss deviations regularly in management and staff meetings, not only
serious events but also near misses in order to learn. The managers use reflexive spaces such
asmanagementmeetings andworkshops to reflect upon current challenges, adaptations, and
needs, and they facilitate competence development through continuous education and
training among the work force. Involvement of staff, competence development and clear
communication represent the transformational leadership behaviors of communicating a
clear vision, and in developing, supporting and empowering staff (Carless et al., 2000). The
strategies managers used are interrelated and are therefore difficult to separate into the
resilient potentials suggested by Hollnagel (2018) or into the characteristics suggested by
Berg and Aase (2019). The co-dependence of the potentials, meaning that failing in one of
them will affect the others, also supports the notion that managerial strategies promoting
healthcare resilience affects all of the potentials in different ways. For example, involvement
of patients and users is necessary to make sense of situations and anticipate forthcoming
changes. At the same time, patient and user involvement informs managers about possible
consequences of adaptations and adjustments. Involving patients and users in quality
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improvement by means of surveys or other measures are important to understand and
improve system performance and learn.

Managers have a responsibility and opportunity to act on their surrounding context, make
prioritizations and adaptations to ensure a proper balance between demands and available
resources and a sound patient safety culture. Thus, the strategies managers use influence
their work environment and the patient safety culture. They contribute to a shared
commitment among individuals to the organization’s overall health and safety management.
Therefore, we argue that managers’ role in supporting resilience consists of the strategies
managers use to engage people in collaborative and coordinated processes that adapt, enhance
or reorganize system functioning, promoting possibilities for learning, growth, development
and recovery of the healthcare system to maintain high quality care. These capacities of the
system allow it to maintain high quality care before, during or after changes, challenges, or
disruptions, which is in line with the recent definition of resilience in healthcare (Wiig et al.,
2020b). The managerial strategies focusing on involving all individuals in the healthcare
system in the processes of acting upon, adjusting, and adapting to their surrounding context,
result in co-creation of resilience among all individuals involved in the system, as depicted in
our model (Figure 1).

The lack of quantitative studies exploring resilience in healthcare calls for the need to
further operationalize the concept, by developing a validated questionnaire based on the
theoretical conceptualization and definition of the concept. The proposed model of managers’
role in supporting resilience can be used to guide development of a resilience in healthcare
questionnaire. Strategies usedbymanagers to promote healthcare resilience should be reflected
in measurements of healthcare resilience potentials. Hollnagel (2015) has proposed the
Resilience Analysis Grid (RAG) to measure how well a system performs on the four abilities
(responding, monitoring, learning, and anticipating). However, we argue that the measurement
of healthcare resilience should be adapted to the broader conceptualization and definition
proposed byWiig et al. (2020b). The authors define resilience with high quality care as the main
outcome. They include the role of collaborative and coordinated processes in reorganizing
system functioning, allowing the system to maintain high quality care during challenges,
changes or disruptions. User involvement and clinical effectiveness are also fundamental
aspects of their conceptualization of quality, as well as patient safety. Measurement of
healthcare resilience should also reveal the adaptive capacity at all levels of the system (i.e.,
individual, team,management, and system levels). Additionally, a questionnaire of resilience in
healthcare should include questions to explore the four core questions in which Wiig et al.
(2020b) argue need to be addressed to operationalize andguide resilience in healthcare research:
“resilience for what, to what, of what, and through what.”Moreover, in line with the proposed
model of managers’ role in resilience and the resilience conceptualization byWiig et al. (2020b),
the following aspects should be addressed in the questionnaire:

(1) Engagement and involvement of staff, patients, users, next-of-kin, other
stakeholders/actors in collaborative and coordinated processes at the individual,
team, management, and system level.

(2) Managerial strategies promoting resilience, including transformational leadership
behaviors.

(3) Collaborative learning at team and management level.

We suggest that further research is needed to explore ways of operationalizing healthcare
resilience in developing measurable questionnaire items based on the definition and
conceptualization by Wiig et al. (2020b), and our proposed model of managers’ role in
supporting resilience.
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Limitations
The proposed model is only a first step in trying to illustrate the relationship between
managerial strategies, resilience, and healthcare quality based on findings from our own
studies and relevant previous studies on the topics. Thus, the validity of themodel remains to
be tested and explored in future studies. A possible limitation is the lack of a systematic
literature review of the management and resilience literature. However, there are numerous
definitions and conceptualizations of resilience in the research literature, and we wanted to
further expand on the definition and conceptualization by Wiig et al. (2020b) in the current
paper, and therefore included selected literature relevant for this purpose. The SAFE-LEAD
project was not designed as a resilience in healthcare project, but the data material included
rich data on how managers constantly strategized and made adaptations in the face of risks,
challenges and changes. This contributed to trigger our conceptualization and development
of further ideas into modelling mangers’ role in resilience.

Conclusion
In this paper, we have presented our model of managers’ role in supporting resilience and
suggest that managerial strategies should be considered and operationalized as part of a
healthcare system’s overall resilience. Our proposed model illustrates how managers
influence the healthcare systems ability to adapt, enhance and reorganize, with healthcare
quality as the key outcome, consisting of the four dimensions of clinical effectiveness, patient
safety, care coordination and user involvement. However, the validity of the model needs to
be tested and explored in several healthcare settings, including primary care settings such as
nursing homes and homecare services, as well as specialist healthcare such as hospitals and
prehospital care settings.

We argue for the need of developing a questionnaire that operationalizes resilience in
healthcare and includesmeasurement ofmanagers’ role in supporting resilience. Ourmodel can
be used to guide the development of a resilience in healthcare questionnaire. Themodel can also
be used in future resilience studies to systematically explore how managers strategize and
adapt to support resilience in healthcare, and thereby contributing to healthcare quality.
Managers in different healthcare settings can use the model to guide them in their effort of
responding to and adapt to the continuously changing circumstances in their daily working
lives. Operationalizing resilience in healthcare and developing a questionnaire based on the
suggested aspects is important to gainmore knowledge through large quantitative studies that
can be used to inform new interventions and implementation studies in this field.
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