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Resilience From a Stakeholder Perspective: The Role
of Next of Kin in Cancer Care
Inger Johanne Bergerød, MSc, RN,*† Geir S. Braut, MD,* and Siri Wiig, MSc, PhD†
Objective: The aim of this article was to provide new knowledge on how
next of kin are co-creators of resilient performance, as seen from the view-
point of the healthcare personnel and managers. The following research
question guided the study: How are next of kin involved in shaping resil-
ience within cancer care in hospitals?
Methods: The design of the study is a case study of cancer departments in
two Norwegian hospitals. Data collection included a total of 32 qualitative
semistructured interviews at two organizational levels (managers and staff ).
The data were analyzed by ways of a directed content analysis according to
Hollnagel's Resilience in Health Care framework of resilience potentials
(anticipate, monitor, respond, learn).
Results: Next of kin are involved in creating and maintaining resilience
in cancer care by different kind of activities and in-depth insight into the
patient's condition, which strengthen all resilience potentials of responding,
anticipation, monitoring, and learning. We have identified nine areas in
which next of kin are co-creators in shaping resilience. Next of kin are im-
portant stakeholders, both as safety experts and as safety resources, help-
ing healthcare professionals provide quality and safety in the patient care
process under difficult conditions. Next of kin's knowledge of the patient's
history, their observation of the patient over time within the hospital, at
home, and across care transitions are key elements of their contribution.
Conclusions: Next of kin complement healthcare professionals in all four
potentials for resilient performance. The study suggests that the Resilience
inHealth Care framework takes into account the role of next of kin, as a stake-
holder potential, because this has not previously been sufficiently considered.
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P atients with cancer experience adverse events more frequently
than other hospital patients.1 Safety in healthcare is often de-

scribed as a moving target and that numerous stakeholders are
involved in keeping patients safe.2 Families and next of kin are
described as important safety experts but are rarely included in
the patient's medical team.3–7 Despite the increasing focus on pa-
tient safety in the last decade,8,9 studies have neglected these
stakeholders.4,10–13
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Resilience in Healthcare
Resilience theory has entered the safety research agenda in

healthcare organizations.14–17 Resilience theory also focuses on
how healthcare is provided under various conditions and how
healthcare personnel adapt their practice. In this field, stake-
holders are considered important actors; however, the stakeholder
perspective is underexplored in the literature.14,18 The latter in-
dicate a twofold need: (1) to understand the next of kin role in
healthcare organizations and (2) to explore the stakeholder phe-
nomenon in resilience.19,20

There are numerous definitions of resilience in different re-
search traditions.21 In this article, we use the definition of Resil-
ient Health Care (RHC) by Hollnagel et al15: “Resilient health
care can be defined as a health care system's ability to adjust its
functioning prior to, during, or following changes and distur-
bances, so that it can sustain required performance under both
expected and unexpected conditions”[14 pp: XXV]. Hollnagel
and colleagues14,22,23 argue that human and organizational perfor-
mance depends on the following four potentials that are essential
for resilient performance:
1. The potential to respond: this means to know what to do and

being able to adjust and respond to expected and unexpected
conditions and disturbances, by activating prepared actions or
adapt mode of functioning. The ability to respond depends on
the preparedness to monitor and the right resources.14,22,23

2. The potential to monitor: this means knowing what to look for
and being able to monitor both the organizational environment
but also the operating environment, in terms of what affects or
could affect the organization's performance. Monitor is the
foundation for the ability to respond.14,22,23

3. The potential to learn: this means knowing what has happened
and the ability to learn from experiences, including success
and failure, and making sense of experiences over time. Learn-
ing is the foundation for the ability to respond, monitor,
and anticipate.14,22,23

4. The potential to anticipate: this means knowing what to expect
or being able to prepare for what to expect14,22,23 of, e.g., future
development, options, threats, risks, potential disruptions, and
changes in work conditions or operating conditions.
These four potentials are necessary for understanding resil-

ience in healthcare.16 However, there is also a need to develop
a more detailed knowledge of the content of the potentials in
everyday clinical settings, which will be addressed in this article.

Next of Kin Policy in Norway
Norwegian healthcare is a public responsibility, and the formal

expectations of family members or next of kin are low.24 The
government has changed its next-of-kin policy to highlight them
as important stakeholders for the patient and the healthcare system
and should therefore be more involved.25 The aims are to give
attention to the relationship among the patient, next of kin, and
the healthcare services to improve the quality and safety of health-
care and strengthen user involvement, including involvement of
next of kin, as a legal right.26
www.journalpatientsafety.com e205

mailto:inger.j.bergerod@uis.no
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
www.journalpatientsafety.com


Bergerød et al J Patient Saf • Volume 16, Number 3, September 2020
Aim and Research Question
The aims of this article are to explore the stakeholder perspec-

tive in cancer care and to generate new knowledge on how next
of kin in Norwegian hospitals within the cancer care field can be
co-creators of resilience in healthcare services, from the viewpoint
of healthcare professionals and managers. The article explores
how next of kin to patients with cancer contribute to create and
maintain resilience in the chain of service provision.

The following research question guides the study: How are
next of kin involved in shaping resilience within cancer care
in hospitals?

The article takes the perspective of healthcare professionals and
managers by revealing the awareness of the next-of-kin role in
resilience at the operational level.

METHODS

Design and Study Settings
The design is a case study27 of two large Norwegian hospitals.

The hospitals are within the same regional health authority and
subject to the same national and regional policy documents. The
cases have been explored at two organizational levels: clinical
department managers at the meso level and multidisciplinary
healthcare professionals at the micro level.

Data Collection
Thirty-two qualitative semistructured interviewswere conducted

in the two case hospitals for a 4-month period (December 2015–
March 2016). Table 1 shows an overview of data collection for
this study.

The interviews were based on an interview guide inspired by
Bate et al.28 The questions were related to the structure, politics,
culture, education, emotions, and physical and technological chal-
lenges of the organizing for next of kin involvement. In addition,
questions covered next-of-kin role and contribution to quality and
patient safety, e.g., “What is the role of next of kin to cancer
patient in your work place? How do next of kin contribute to qual-
ity and safety of cancer patients?; How do healthcare profes-
sionals consider next of kin who are speaking up about quality
or patient safety concerns?” The data collection is described more
closely by Bergerød et al (2018).6

Ethics Approval and Consent to Participate
The study has been acknowledged by the Regional Com-

mittee for Medicine and Health Research Ethics in Norway
(2015/1488). Participation is based on voluntary recruitment
TABLE 1. Overview of the Data Collection

Hospital A

Meso level (managers)
Consultant 1
Nurse 2
Oncology nurse 3
Quality manager 1

Micro level (healthcare professionals)
Consultant 2
Nurse 4
Oncology nurse 3
Total 16

e206 www.journalpatientsafety.com
and written informed consent. In accordance with the require-
ments in the Personal Data Act, the project has been approved
by the data protection officers at the two hospitals.

Analysis
All interviews were transcribed and the data were analyzed

by a directed content analysis according to Hsieh and Shannon
(2005)29 guided by the RHC framework for resilient perfor-
mance,15,22 and the four potentials of respond, monitor, antici-
pate, and learn. Through our analysis, we developed identified
resilience-shaping factors by analysis of the content in cancer care
focusing on the role of next of kin as stakeholders. All authors read
the transcribed interviews and contributed to the analysis. I.J.B. led
the analytical work in discussions with G.S.B. and S.W. on how to
categorize the data according to the four resilience potentials.

RESULTS
The results are presented according to the RHC framework and

the four potentials for resilient performance.15,16,22 Under each
heading, we include mechanisms where next of kin contribute as
resilience-shaping factors.

The Potential to Respond

Next of Kin's Ability to Observe Guides Care
Decisions-Makers' Response

The health professionals in this study highlight next of kin as
important stakeholders in helping them respond more quickly to
change in patient condition, because of their observations. Results
show that healthcare professionals do not always know if it is safe
for the patient to go home between treatments. If the patients, e.g.,
live with their next of kin, they are more likely to be discharged
because they have someone who can observe and respond in case
of adverse events such as fever, bleeding, or other discomfort
related to the treatment or illness. In these situations, next of kin
are often referred to as equally or more important than other
healthcare personnel in the municipality.
We discharge many patients who are very ill. For
example, when there is a compression fracture in the col-
umn, we are afraid of threatening cross-sectional lesion
or patients on chemotherapy that have to come to the hos-
pital rapidly if they experience fever. They [next of kin] are
widely utilized. It is very often that we miss it when next of
kin are not present. (Consultant, hospital A)

Next of kin often guide healthcare professionals in making care
decisions. The findings show that observations from next of kin
Hospital B

Meso level (managers)
Consultant 2
Nurse —
Oncology nurse 4
Quality manager —

Micro level (healthcare professionals)
Consultant 2
Nurse 2
Oncology nurse 6
Total 16
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provide important knowledge and insight into how capable the
patients are of handling the burden and adverse effects of treat-
ment. When next of kin are involved, they often give healthcare
professionals important information that can help understand the
patient's condition. This information can be crucial for deciding
further treatment or changing the care plan.
Lastly, I participated in rounds with a preterminal pa
tient,who, even though she was awake and perceived as
being clear and oriented, did not make sense of pain.
She had a serious infection and pneumonia, and we tried
to ask her if there was a change in the condition concern-
ing cough or breathing. Then the husband could tell us
that her breathing had become worse and that he felt
she was breathing more heavily. This happens quite often.
(Consultant, hospital A)

Dependency of Next of Kin in Daily Care
to Respond Quickly

Managers and healthcare professionals claim to depend on next
of kin to give the patient safe and high-quality care. Next of kin
perform important care tasks, e.g., if the patient needs to be fed
or is uncomfortable. These tasks often require the staff to be with
the patient for a long time. On shifts with low staffing, next of kin
are often the “pieces of the puzzle” that help managers and staff
complete all tasks required of them by internal and external stake-
holders (e.g., other patients, management, wards, or colleagues).
This next of kin empowerment enables the staff to respond more
quickly to patients who do not have their next of kin at bedside.

The Potential to Monitor

Next of Kin Watch Over Medication and Nutrition in
Patient Care

The next of kin are assigned daily tasks either by the patient or
healthcare professionals related to monitoring the patient's medi-
cation for pain treatment, nutrition, and daily care.
They [next of kin] often help to transport the patient,
follow the patient to take blood samples, check the medi-
cal list, and also ensure that the patient takes the medica-
tion at the right time, especially if the patient doesn't want
homecare. They inject medications, measure temperature
and contact the hospital if the patient experiences fever.
They [next of kin] have a huge sense of responsibility he
patient and are resource persons for the patient, us (hos-
pital), and the municipalities. (Nurse, hospital A)

Healthcare professionals describe how next of kin have in-
depth knowledge about the patient including how he/she was
before the cancer diagnosis. For example, if the patient had poor
appetite, a next of kin will sometimes know better than a nurse
what the patient would eat and is often a good resource in encour-
aging the patient to eat.

Next of Kin Oversee Patient Activity Level
Physical activity and rehabilitation before new treatment are

another area where next of kin's ability to monitor the patient is
highlighted. Next of kin are often considered to have the capacity
and motivation to contribute something extra during patient visits.
Healthcare professionals often suggest that next of kin can help
the patient with daily activities or physical activity by, e.g., taking
the patient for a walk. In the hospital, this should be voluntary, but
when the patient is at home between treatments, the expectation of
next of kin's contribution to daily care is more explicit.
© 2018 Wolters Kluwer Health, Inc. All rights reserved.
Watching Patient Signals in Palliative and
Terminal Care

Healthcare professionals note that next of kin often are impor-
tant partners in monitoring palliative and terminal care. Next of
kin's involvement seemed to be more obvious and legitimized
in this area. Healthcare professionals often work in close collabo-
ration with next of kin in terminal care. In this stage, healthcare
professionals learn and inform next of kin what to look for in
the patient's condition, how to care for the patient by, e.g., moistur-
izing the mouth or observing if the patients are in pain or dis-
comfort. The next of kin's perceptions are considered when the
patient's condition changes. Healthcare professionals and next of
kin often have different views and expectations of what is in the
patient's best interest. This disparity is most pronounced in what
poses a potential risk to the patient. A lack of involvement of next
of kin perceptions and expertise may result in an adverse outcome:
Then one evening the patient became very ill. There was
a lot of medication and people all over the place. The
problem was not lack of resources. The next of kin per-
ceived that the patient was dying, and she probably was.
This was not conveyed. There was so much turmoil that
they [next of kin] felt overlooked. They went home. That
night the patient died alone. (Consultant, hospital B)

The Potential to Learn

Key Role for Safe Transitions Across Care Levels
As we saw in the next of kin potential to monitor, the potential

to learn highlights next of kin's experiences and perceptions of the
patient condition as important features of the hospital's ability to
provide safe cancer care. Results show that the next of kin have
a key role that cannot be fully replaced by other stakeholders or
hospital staff in terms of making sense of experiences for safe
transitions and incorporating informal learning processes between
service levels. Next of kin contribute to healthcare services by
helping the patient between home and hospital and with transfers
between care levels within the hospital. Next of kin often hold and
share important experiences that help healthcare professionals in
improving their services by learning more about the patient's
previous condition and history. Healthcare professionals describe
the importance of continuity of care among healthcare profes-
sionals for building a close and collaborative relationship among
all stakeholders to adjust and learn from next of kin's perceptions
and experiences.
I think it's an assurance for next of kin that they meet
the same nurses. Next of kin seem to report more of the ac-
tual patient condition when they meet the same nurses.
(Quality manager, hospital B)

In addition, next of kin often take a questioning role and thereby
contribute to stronger vigilance among the healthcare professionals
about issues such as medications and injection rates. Results indi-
cate that healthcare professionals may detect failures sooner and
avoid adverse events because of reminders from next of kin.

The Potential to Anticipate

Next of Kin Are Foreseeing Possible Deteriorations and
Treatment Consequences

In this study, the potential to anticipate is highlighted as an area
for growth and more systematic investigation. This study finds
two important mechanisms that are essential for the potential
for anticipating: (1) how healthcare professionals involve next of
www.journalpatientsafety.com e207
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kin to understand the possible consequences of treatment and care
and (2) how healthcare professionals enable next of kin to fore-
see and handle adverse events and possible deterioration in the
patient's health.

In the two hospitals, we found no systematic next-of-kin in-
volvement or special training for next of kin even if they were
performing tasks requiring special training and skills:
A next of kin approached me today and said, “We feel
so alone in this. We control things that we cannot really
do. We provide injections and do things we do not have ed-
ucation to do.” (Consultant hospital B)

Healthcare professionals describe often asking the next of kin
to observe the patient over time, report changes in the patient's
condition, assist the patient with daily care, bring food or drinks
to the patient, feed the patient, and share information that can pre-
vent adverse events and enhance the quality of care. Next of kin
are often a unique and invaluable resource for quality and safety
of cancer care. One of the most appreciated features of next of
kin involvement is the ability to motivate the patient and to share
information about the patient.
…the most important contribution from next of kin is
the dissemination of information at the doctor's or nurse
consultations. […] Next of kin have a greater ability to un-
derstand because they are there for the patient while the
patient has more than enough with himself. (Manager,
hospital B)

The division of work seems to come naturally because of the
close relationship between the next of kin and the patient, but
it also causes challenges. In both hospitals, there was confusion
about what the next of kin could be asked to do and what role
the next of kin should have in hospital cancer care. This is in
contrast to the finding that the next of kin have a coordinating
function in cancer care.

This result indicates that the hospital cancer care would benefit
from a more systematic approach to next-of-kin involvement,
enabling them to act promptly in light of the possible conse-
quences of treatment and care by teaching them what to expect.
Next-of-kin involvement may also strengthen the reflective
processes around the patient by introducing viewpoints and obser-
vations that are not readily accessible to the health personnel, e.g.,
what the patient's life was like before the cancer diagnosis.

DISCUSSION

Theory Development: Next of Kin Performance
in Resilience

Hollnagel22 argues that resilience performance in organizations
can be understood through the four resilience potentials. More-
over, Hollnagel22 argues that if the organization lacks these poten-
tials, it will be incapable of resilient performance. Our findings
indicate that next of kin constitute a new potential that supports
the other four. Weakness in monitoring, learning, anticipating,
and responding in a clinical setting can be prevented by the use
of next-of-kin information, observation, and task performance,
as shown in this study. This depends on collaboration between
the next of kin or other key stakeholders around the patient, imply-
ing that a stakeholder analysis early in the cancer trajectory could
make it easier for healthcare professionals and managers to take
advantage of their information and skills in patient care.

This study brings a new aspect to the operationalization of
the resilience potentials in hospital cancer care by describing
e208 www.journalpatientsafety.com
healthcare professionals' and managers' view on next-of-kin role
in the trajectory of cancer care. This study offers new knowledge
on how next of kin are co-creators of resilience. The resilience
healthcare theory and the potentials for resilient performance
have been criticized for lacking descriptions and clarity of concep-
tual links between theory and everyday practice in complex
systems.30–32 This study contributes to a better understanding
of resilience in a stakeholder perspective, by bringing context-
specific and clinically relevant content into the four potentials
for resilient performance in hospital cancer care.22 In our view,
these potentials need further operationalization. The RHC theory
could benefit from more studies to refine key constructs in the
potentials and position resilience into everyday practice across
organizational levels. This may give a deeper understanding of
different contextual settings and a foundation for interventions
in healthcare organizations.

The Stakeholder Potential: A Key Piece of
the Puzzle

In both cancer care departments, we found a close, interactive,
and collaborative relationship among healthcare professionals, the
patient, and next of kin. The next of kin held a key role as safety
experts. Healthcare professionals describe next of kin as important
stakeholders contributing to patient safety by, e.g., helping them
respond more quickly to changes in the patient's condition and
by sharing important information in decision-making to ensure
the best quality of treatment.

Next of kin complement healthcare professionals in all four
potentials for resilient performance by their unique insights and
responses. The close relationship seems to be a prerequisite for
healthcare professionals' adaptations in patient care during dis-
ruptions and challenges. The healthcare professionals in our study
identified nine areas in which next of kin are important resources
in improving quality and safety. Similar to O'Hara et al18 talking
about the family as part of scaffolding the system and the study
by Fyland et al33 showing that patients are an underrecognized
resource in system resilience, our study shows that next of kin
are a key resource in nine areas of system resilience in the cancer
trajectory. Figure 1 gives an overview of next of kin's contribution
to the four potentials in hospital cancer care. These nine areas
were common across the two hospitals' cancer care departments.

This study offers several descriptions of healthcare profes-
sionals' dependence on next of kin as a practical resource with
unique insight in cancer care.6 At the most difficult times, health-
care professionals often used next of kin to perform some tasks. In
these situations, next of kin functioned as safety resources that
compensated for the hospital staff's shortfalls, e.g., by calming
an anxious patient, feeding, noting changes, or providing daily
care. When the organization lacked capacity, next of kin became
the piece of the puzzle that helped healthcare professionals pro-
vide sound care despite heavy workload, understaffing, or other
potential threats to patient safety.

At first glance, this seems to be a rational decision when there
is a high risk of adverse events and it is difficult for healthcare pro-
fessionals to provide sound patient care. On the one hand, this
could be taken as a success story for resilient performance. On
the other hand, taking into account studies highlighting the many
burdens next-of-kin shoulder,12,34 it is important to understand the
potential burdens for stakeholders. Failure in communication and
lack of involvement of next of kin are among the top 16 patient
safety hazards in Norwegian cancer care.35

Although the structure depicted in Figure 1 shows similarities
with the traditional layout of Deming's circle, it should not be
apprehended in a mechanical way.36 From a clinical perspective,
© 2018 Wolters Kluwer Health, Inc. All rights reserved.
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FIGURE 1. Next of kin contribution in hospital cancer care.
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monitoring often precedes responding. Therefore, it seems ratio-
nal to describe the elements as potentials, not as processes. A
possible fifth potential, allowing for active involvement of patients
and next of kin, could therefore be to expand the model to include
a potential for stakeholder involvement and collaboration. How-
ever, there is a need to plan, communicate, and make adjustments
in the involvement process, as depicted in Figure 1. This will
apply to all the four potentials and could possibly form the basis
as a prerequisite for other contexts. Hollangel22 has asked whether
there is need for additional potentials such as planning, communi-
cation, and adaptation. Our suggestion of stakeholder involvement
as a potential may not meet Hollnagel's criterion of potentials
as functions in organizations,22 but a stronger understanding of
the stakeholder perspective and a more systematic analysis and in-
volvement of the patient (e.g., the study by Fylan et al33) and the
stakeholders will strengthen the possibilities of operationalizing
resilience in different clinical settings.18

The findings in this study indicate a divergence between how
healthcare professionals use next of kin as a practical resource in
practice and their ideal involvement with next of kin. Ideally, next
of kin should participate in patient care on their own terms and not
because of, e.g., a lack of hospital capacity. In Resilient Health
Care theory, this difference is described as “work-as-imagined”
and “work-as-done.”16 Healthcare professionals adjust to varia-
tions in situations and take advantage of next of kin competence
for care tasks and observations but at the same time struggle with
the accompanying emotional stress. This shows how healthcare
professionals involve next of kin in their trade-offs to provide
sound care quality.37 Findings tied to work-as-imagined versus
work-as-done and professional trade-offs also indicate that more
attention should be given to the emotional stress that healthcare
professionals experience to ensure that the stress does not drift
into risk of failure and adverse events for patients with cancer.38,39

This study raises questions about next of kin involvement in
cancer care and how to develop and cultivate teams around the
patient that acknowledge the next of kin as co-creators of resil-
ience. Resilience in this view requires learning from next of kin
© 2018 Wolters Kluwer Health, Inc. All rights reserved.
experiences; a set of skills to understand how next of kin as a prac-
tical resource contributes to the operational performance; find a
balance between involvement and burden for next of kin; and,
most importantly, acknowledge that next of kin, when involved,
has the potential to enhance the quality and safety of patients
with cancer.6,18

LIMITATIONS
First of all, when categorizing the data into the predefined

categories of responding, monitoring, learning, and anticipation,
we found examples where the categories appeared overlapping.
This problem has been experienced by others,40 and to ensure
trustworthiness in the analysis, all three authors contributed in
the analytical process and discussed potential challenges. Sec-
ondly, there may be variations across organizational levels (meso,
micro) and between the hospitals in how next of kin contribute to
cancer care, which cannot be detected by this study. However,
because our data material was consistent between the studied enti-
ties here, we have chosen not to discuss this in our article. Still, we
believe that there is a potential in exploring the differences be-
tween professional groups and between managers and healthcare
professionals in how they consider the contribution from next of
kin as co-creators of resilience.

CONCLUSIONS
Next of kin complement healthcare professionals in all four po-

tentials for resilient performance (respond, monitor, anticipate,
and learn). In this study, we suggest a further development of
Hollnagel's four potentials for resilient performance.22 This devel-
opment can be considered a stakeholder potential that emerged
through descriptions of how next of kin contribute to the provision
of sound patient care under challenging conditions, possibly by
expanding the RHC framework to include a potential for stake-
holder involvement and collaboration. We demonstrate this in
identifying nine areas in which next of kin co-create resilience.
Moreover, further studies are needed to explore the stakeholder
potential beyond next of kin (e.g., Fylan et al33), to generate
new knowledge about how different stakeholders around the
patient collaborate in and contribute to shaping resilience.

ACKNOWLEDGMENTS
The authors thank informants in both hospitals for sharing

their valuable knowledge. The authors also thank the reviewers
for their valuable comments to improve the quality of the article.

REFERENCES
1. Haukland EC, von Plessen C, Nieder C, et al. Adverse events in

hospitalised cancer patients: a comparison to a general hospital population.
Acta Oncol. 2017;56:1218–1223.

2. Vincent C, Amalberti R. Safety in healthcare is a moving target. BMJ Qual
Saf. 2015;24:539–540.

3. Daniels JP, Hunc K, Cochrane DD, et al. Identification by families of
pediatric adverse events and near misses overlooked by health care
providers. Can Med Assoc J. 2012;184:29–34.

4. Vincent C, Davis R. Patients and families as safety experts. Can Med
Assoc J. 2012;184:15–16.

5. Angood P, Dingman J, Foley ME, et al. Patient and family involvement in
contemporary health care. J Patient Saf. 2010;6:38–42.

6. Bergerød IJ, Gilje B, Braut GS, et al. Next-of-kin involvement in improving
hospital cancer care quality and safety - a qualitative cross-case study as
basis for theory development. BMC Health Serv Res. 2018;18:324.
www.journalpatientsafety.com e209

www.journalpatientsafety.com


Bergerød et al J Patient Saf • Volume 16, Number 3, September 2020
7. Dalal AK, Dykes PC, Collins S, et al. Aweb-based, patient-centered toolkit
to engage patients and caregivers in the acute care setting: a preliminary
evaluation. J Am Med Inform Assoc. 2016;23:80–87.

8. Jha AK, Prasopa-Plaizier N, Larizgoitia I, et al. Patient safety research:
an overview of the global evidence.Qual Saf Health Care. 2010;19:42–47.

9. van Ryn M, Sanders S, Kahn K, et al. Objective burden, resources, and
other stressors among informal cancer caregivers: a hidden quality issue?
Psychooncology. 2011;20:44–52.

10. Storm M, Siemsen IM, Laugaland K, et al. Quality in transitional care of
the elderly: key challenges and relevant improvement measures. Int J Integr
Care. 2014;14:e013.

11. Wiig S, StormM,AaseK, et al. Investigating the use of patient involvement
and patient experience in quality improvement in Norway: rhetoric or
reality? BMC Health Serv Res. 2013;13:206.

12. Ekstedt M, Stenberg U, Olsson M, et al. Health care professionals'
perspectives of the experiences of family caregivers during in-patient
cancer care. J Fam Nurs. 2014;20:462–486.

13. Stenberg U, Cvancarova M, Ekstedt M, et al. Family caregivers of cancer
patients: perceived burden and symptoms during the early phases of cancer
treatment. Soc Work Health Care. 2014;53:289–309.

14. Wears RL, Hollnagel E, Braithwaite J. Resilient Health Care, Volume 2: The
Resilience of Everyday Clinical Work. Farnham: Ashgate Publishing Ltd; 2015.

15. Hollnagel E, Braithwaite J, Wears RL. Resilient Health Care. Ashgate
Studies in Resilience Engineering. Farnham: Ashgate Publishing Ltd; 2013.

16. Hollnagel E. Safety-I and Safety-II: The Past and Future of Safety
Management. Farnham: Ashgate Publishing Ltd.; 2014.

17. Patterson ES, Woods D, Roth E, et al. Three key levers for achieving
resilience in medication delivery with information technology. J Patient
Saf. 2006;2:33–38.

18. O'Hara JK, AaseK,Waring J. Scaffolding our systems? Patients and families
'reaching in' as a source of healthcare resilience. BMJ Qual Saf. 2018.

19. Bergström J, van Winsen R, Henriqson E. On the rationale of resilience in
the domain of safety: a literature review. Reliability Eng Sys Saf. 2015;
141(suppl C):131–141.

20. Furniss D, Barber N, Lyons I, et al. Unintentional non-adherence: can a
spoon full of resilience help the medicine go down? BMJ Qual Saf. 2014;
23:95–98.

21. Hosseini S, Barker K, Ramirez-Marquez JE. A review of definitions and
measures of system resilience. Reliability Eng Sys Saf. 2016;
145(Supplement C):47–61.

22. Hollnagel E. Safety-II in Practice: Developing the Resilience Potentials.
New York, NY: Taylor & Francis; 2017.

23. Hollnagel E. In: Nemeth CP, Hollnagel E, Dekker S, eds. The Four
Cornerstones of Resilience Engineering, in Resilience Engineering
Perspectives Preparation and Restoration. England: Ashgate; 2009.
e210 www.journalpatientsafety.com
24. Pedersen AW, Kuhnle S. In: Knutsen O, ed. The Nordic Welfare State
Model, in The Nordic Models in Political Science. Challenged, but Still
Viable? Fagbokforlaget: Bergen, Norway; 2017.

25. Ministry of Health and Care Services.Meld.St.29 (2012–2013) Care Future
[in Norwegian]. 2012–2013.

26. Ministry of Health and Care Services. NOU 2011:17 Når sant skal sies
om pårørendeomsorgen - fra usynlig til verdsatt og inkludert [in
Norwegian]. 2011.

27. Yin RK, ed. Case Study Research: Design and Methods. 5th ed. Los
Angeles, CA: SAGE; 2014.

28. Bate P, Mendel P, Robert G. Organizing for Quality: The Improvement
Journeys of Leading Hospitals in Europe and the United States. Oxford:
Radcliffe; 2008.

29. Hsieh HF, Shannon SE. Three approaches to qualitative content analysis.
Qual Health Res. 2005;15:1277–1288.

30. Righi AW, Saurin TA, Wachs P. A systematic literature review of resilience
engineering: Research areas and a research agenda proposal. Reliability
Eng Sys Saf. 2015;141(suppl C):142–152.

31. Nemeth CP, Herrera I. Building change: Resilience Engineering after ten
years. Reliability Eng Sys Saf. 2015;141(suppl C):1–4.

32. Lay E, Branlat M, Woods Z. A practitioner's experiences
operationalizing resilience engineering. Reliability Eng Sys Saf. 2015;
141(suppl C):63–73.

33. Fylan B, Armitage G, Naylor D, et al. A qualitative study of patient
involvement in medicines management after hospital discharge: an
under-recognised source of systems resilience. BMJ Qual Saf. 2018;
27:539–546.

34. Stenberg U, Ruland CM, Miaskowski C. Review of the literature on the
effects of caring for a patient with cancer. Psychooncology. 2010;19:
1013–1025.

35. Hannisdal E, Arianson H, Braut GS, et al. A risk analysis of cancer care in
Norway: the top 16 patient safety hazards. Jt Comm J Qual Patient Saf.
2013;39:511–516.

36. Reed JE, Card AJ. The problemwith Plan-Do-Study-Act cycles.BMJQual
Saf. 2016;25:147–152.

37. Fairbanks RJ, Wears RL, Woods DD, et al. Resilience and resilience
engineering in health care. Jt Comm J Qual Patient Saf. 40:376–383.

38. Croskerry P, Abbass A, Wu AW. Emotional influences in patient safety.
J Patient Saf. 2010;6:199–205.

39. Kooken WC, Haase JE. A big word for something we do all the time:
oncology nurses lived experience of vigilance. Cancer Nurs. 2014;37:
E15–E24.

40. Heggelund C. Resilience i sykehus - Faktorer som skaper robusthet ved to
norske fødeavdelinger [in Norwegian]. University of Stavanger; 2014.
© 2018 Wolters Kluwer Health, Inc. All rights reserved.

www.journalpatientsafety.com

