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Abstract 

Background Resilience in healthcare is the capacity to adapt to challenges and changes to maintain high‑quality 
care across system levels. While healthcare system stakeholders such as patients, informal carers, healthcare profes‑
sionals and service managers have all come to be acknowledged as important co‑creators of resilient healthcare, our 
knowledge and understanding of who, how, and in which contexts different stakeholders come to facilitate and sup‑
port resilience is still lacking. This study addresses gaps in the research by conducting a stakeholder analysis to identify 
and categorise the stakeholders that are key to facilitating and sustaining resilience in healthcare, and to investigate 
stakeholder relationships relevant for the enactment of resilient healthcare systems.

Methods The stakeholder analysis was conducted using a sample of 19 empirical research projects. A narrative 
summary was written for 14 of the projects, based on publicly available material. In addition, 16 individual interviews 
were undertaken with researchers from the same sample of 19 projects. The 16 interview transcripts and 14 narratives 
made up the data material of the study. Application of stakeholder analysis methods was done in three steps: a) iden‑
tification of stakeholders; b) differentiation and categorisation of stakeholders using an interest/influence grid; and c) 
investigation and mapping of stakeholder relationships using an actor‑linkage matrix.

Results Identified stakeholders were Patients, Family Carers, Healthcare Professionals, Ward/Unit Managers, Service 
or Case Managers, Regulatory Investigators, Policy Makers, and Other Service Providers. All identified stakehold‑
ers were categorised as either ‘Subjects’, ‘Players’, or ‘Context Setters’ according to their level of interest in and influ‑
ence on resilient healthcare. Stakeholder relationships were mapped according to the degree and type of contact 
between the various groups of stakeholders involved in facilitating resilient healthcare, ranging from ‘Not linked’ 
to ‘Fully linked’.

Conclusion Family carers and healthcare professionals were found to be the most active groups of stakeholders 
in the enactment of healthcare system resilience. Patients, managers, and policy makers also contribute to resilience 
to various degrees. Relationships between stakeholder groups are largely characterised by communication and coor‑
dination, in addition to formal collaborations where diverse actors work together to achieve common goals.
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Background
Resilience in healthcare is defined as ‘the capacity to 
adapt to challenges and changes at different system lev-
els, to maintain high-quality care’ [1]. Within a resilience 
perspective, healthcare is construed as a complex adap-
tive system characterised by highly dynamic and chang-
ing conditions [2]. In such a system, multiple individual 
yet interconnected stakeholders across all three system 
levels (micro, meso and macro) deal with emergent vari-
ations, disruptions, and uncertainties by facilitating and 
enacting both short term and long term adaptations in 
efforts to sustain the quality and safety of the system [3]. 
The adaptive capacity of a system can therefore be said to 
be founded in the knowledge, skills, activities, and expe-
riences of the people in the system [4, 5]. Moreover, it 
may be impacted and influenced by relationships [6–10] 
and social interactions in response to local circumstances 
in practice [11, 12]. While healthcare system stakehold-
ers such as healthcare professionals and service manag-
ers, patients and their informal carers have all come to 
be acknowledged as important co-creators of resilient 
healthcare [13–21], our understanding of who, how, and 
in which contexts key healthcare stakeholders come to 
facilitate and support resilience is still lacking and more 
research is therefore needed [5].

Stakeholders in resilient healthcare
In general, stakeholders can be defined as persons or 
groups that can claim ownership, rights or interests in 
the past, present, and future activities, resources and 
outputs of an organisation or system, or who are affected 
by those activities, resources and outputs [22, 23]. Fur-
thermore, stakeholders can be categorised by how they 
relate to or interact with and within an organisation or 
system [24]. A healthcare stakeholder is any person, 
group or organisation who provides, receives, man-
ages, regulates, or pays for healthcare, and may include 
patients, family or informal carers, healthcare profes-
sionals, managers, regulatory bodies, non-governmen-
tal organisations (NGOs), municipalities, and regional 
health authorities [25].

Stakeholder analysis has been described as an approach 
or analytical process used to generate knowledge about 
actors (individuals, groups, or organisations) of relevance 
to a particular social or natural phenomenon, policy or 
process [26–28]. Conducting a stakeholder analysis can 
enable understanding of a range of stakeholder attrib-
utes, such as their positions, roles, behaviours, inten-
tions, interrelations, agendas, influence or power, and 
interests [28, 29]. It can also help identify different stake-
holders’ involvement in and effect on decision-making or 
implementation processes and can be used to assess the 

influence and resources they may exert over such pro-
cesses [26–28]. Information from a stakeholder analysis 
can for example be used to understand organisational 
context and to facilitate implementation of new projects, 
policies, and objectives in an organisation, including ser-
vice development efforts and quality improvement ini-
tiatives, as well as to develop strategies for engaging and 
managing stakeholders of importance to specific deci-
sions or organisational objectives [24, 26, 27, 29]. Fur-
thermore, conducting a stakeholder analysis is seen as 
valuable when seeking a collaborative approach to the 
planning, development and delivery of healthcare ser-
vices and healthcare innovations [30].

Stakeholder analysis methods have not been widely 
used to identify and categorise stakeholders relevant 
to resilience in healthcare, or to investigate relation-
ships between the stakeholders enacting system resil-
ience. A handful of previous resilient healthcare studies 
have however employed a social network analysis (SNA) 
approach to analyse and map the roles, positions and 
relationships among crucial stakeholders that contribute 
to resilient performance in various complex healthcare 
settings (see e.g. [11, 12, 31–33]). While it has not been 
utilised as an approach in this study, stakeholder analysis 
methods such as SNA make it possible to analyse stake-
holders’ contributions to resilience based not on their 
individual properties but on their interactions with other 
system actors, with previous findings indicating that dif-
ferent stakeholders influence a system’s resilience in dif-
ferent ways and to different degrees [31].

However, these previous studies have only looked at 
the roles, positions and relationships of different groups 
of healthcare professionals relative to adaptations and 
resilience, whereas the roles, positions and relationships 
of other key healthcare stakeholders such as patients, 
family carers, managers, and regulators have not been 
explored. Therefore, in order to further increase our 
understanding of who the different stakeholders that 
contribute to resilience are, how they are involved in cre-
ating and sustaining resilience, and in what context dif-
ferent groups of healthcare stakeholders contribute to 
resilient healthcare, research is needed to identify and 
categorise all the actors involved in enacting and sup-
porting adaptations that facilitate resilience across the 
healthcare system, and to map the relationships between 
them. This study seeks to address these gaps in the 
research knowledge by conducting a stakeholder analysis 
to identify healthcare system stakeholders that are key to 
facilitating resilience in healthcare and investigate stake-
holder relationships relevant to enacting resilient health-
care systems. As such, this study is not concerned with 
the resilience of individuals (i.e., psychological resil-
ience) but rather the contributions that individuals alone 
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or in groups make toward the resilience of the system of 
which they are a part.

Aim
The aim of the study was to undertake a stakeholder 
analysis in a selected sample of empirical healthcare 
studies to a) identify healthcare system stakeholders 
that are likely to have an interest or influence on resil-
ience in healthcare, b) categorise those stakeholders 
that are involved in enacting resilience in healthcare, 
and c) investigate and map stakeholder relationships 
of relevance to the enactment of healthcare system 
resilience. The following three research questions will 
be addressed:

1 Which healthcare system stakeholders are involved 
in facilitating resilience in healthcare?

2 How are the different stakeholders involved in adap-
tations that contribute to resilience in healthcare?

3 What characterises the relationships between stake-
holders involved in facilitating resilience in health-
care?

This study will contribute insights into who is involved 
in enacting healthcare system resilience; the ways in 
which they are involved; and how and in which circum-
stances relationships between stakeholders have an 
impact on the ways they are involved in adaptations that 
facilitate a resilient system. These are insights that can be 
used to further develop our knowledge and understand-
ing of how patients and other stakeholders come to facili-
tate resilient healthcare systems.

Methods
Research setting
The stakeholder analysis study described here is a part of 
the Resilience in Healthcare (RiH) research program [25]. 
More specifically, it is part of a work package focused on 
understanding how patients and other key healthcare sys-
tem stakeholders are involved in creating and sustaining 
resilient healthcare [5]. The RiH research program is set 
mostly within the Norwegian healthcare system. Norway 
has a publicly funded, semi-decentralised healthcare sys-
tem founded on the principle of equal access to services 
for all inhabitants regardless of social or economic status 
and geographical location [34]. The central government 
is responsible for specialist and ambulatory care, which 
is delivered by four regional health authorities through 
20 hospital trusts. In addition, 356 municipalities of vary-
ing geographic and population size are responsible for 
providing primary care services, including rehabilita-
tion, nursing home care, home care, general practitioner, 
and after-hours emergency services. The Norwegian 

parliament functions as the national political decision-
making body, while the Ministry of Health and Care 
Services is responsible for regulation and supervision of 
the system and for ensuring that services are provided in 
accordance with national legislation and regulations [34]. 
The main actors in the Norwegian system are public, 
though private actors also exist. The private health care 
sector in Norway is small and well regulated, with private 
for-profit providers accounting for only around 10% of 
the total operating cost for somatic services and 13% of 
the cost of mental health services [34].

Research design
The design of the stakeholder analysis was based on the 
multi-phase process described by Reed and colleagues 
[28] (see Fig. 1). These are as follows: 1) Definition of the 
phenomenon of interest and identification of the bound-
aries for the analysis, which are provided below; 2) Appli-
cation of stakeholder analysis methods, also described 
in detail  below as part of the Methods section; and 3) 
Recommendations of future activities and stakeholder 

Fig. 1 Schematic representation of key methodological steps 
necessary for stakeholder analysis [28]. Used with permission
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engagement, which will be covered as part of the Conclu-
sion of the article.

The first phase of the process described by Reed and 
colleagues [28] is concerned with clarifying the context 
of the stakeholder analysis. Before stakeholders can be 
identified and categorised, we need a clear understand-
ing of the phenomenon under investigation and to estab-
lish some analytical boundaries. This is a key part of the 
process, as how the phenomenon at hand is defined can 
subsequently affect which stakeholders come to be iden-
tified as relevant to said phenomenon. However, while 
having a clearly defined phenomenon will aid stake-
holder identification, who is included or not will likely 
also depend on the methods used to identify stakehold-
ers, as well as the overall purpose of the stakeholder 
analysis. From both an ethical and practical perspective, 
therefore, it is considered sensible to have an inclusive 
view of stakeholders during the analysis. Once the phe-
nomenon of interest is defined and the boundaries have 
been clarified, the second phase of the stakeholder anal-
ysis process sees the actual application of stakeholder 
analysis methods. This phase is often comprised of the 
following three steps: 2a) identification of stakeholders; 
2b) differentiation and categorisation of stakeholders; 
and 2c) investigation of stakeholder relationships in light 
of the phenomenon of interest. Lastly, the stakeholder 
analysis process should entail the provision of recom-
mended strategies and processes for effective engage-
ment and involvement of stakeholders in activities such 
as decision-making processes.

Defining the phenomenon of interest and the analytical 
boundaries
The phenomenon of interest in this study was resilience 
in healthcare, which, as noted, is the capacity to adapt to 
various challenges and changes in the system to maintain 
high quality care [1]. In terms of the boundaries of the 
analysis, adaptive capacity was a central concept as a key 
feature of resilience in healthcare. The concept of adap-
tive capacity constitutes adaptations based on reframing, 
aligning, coping, and innovating in response to diverse 
demands at different system levels [35]. Adaptations 
occur in response to challenges, changes and variations 
in everyday practice and clinical work environments [36, 
37] and have been found to take the form of, for example, 
system-wide adjustments, workarounds, performance 
trade-offs, sense-making efforts, and improvisation [36, 
38, 39]. As will be further explicated below, the analytical 
process in this stakeholder analysis is therefore founded 
on identifying instances and examples in the data mate-
rial of the types of everyday performance variability, chal-
lenges and changes that trigger adaptations to facilitate 
high quality care across different system levels, as well 

as the stakeholders that are involved when performance 
variability and adaptations occur.

Data collection
The data collection process began by screening 50 for-
mer and ongoing empirical healthcare services research 
projects conducted by researchers at SHARE - Centre for 
Resilience in Healthcare in Norway between 2010 and 
2021. SHARE is Norway’s leading research centre related 
to patient safety, quality and resilience in healthcare and 
conducts research within a range of healthcare settings 
featuring stakeholders across all levels of the health-
care system. The screening of eligible projects was done 
according to a set protocol which included the use of a 
Quality and Resilience Trigger Tool, which has been pub-
lished as part of the RiH research programme protocol 
[25]. The aims of the initial stepwise screening process 
were to 1) establish which healthcare quality dimen-
sions (e.g., patient safety, continuity of care, patient-cen-
teredness, clinical effectiveness) the projects covered, 
and 2) if and how resilience was relevant to the quality 
dimension(s) established. Projects had to be marked for 
one or more of the four quality dimensions in order to 
move to step 2. During step 2, resilience was conceptual-
ised as related to actions, activities, and processes, as well 
as adaptive capacity at individual, team/unit, organisa-
tional, and/or system level.

This initial screening process was carried out indepen-
dently by two research assistants without any prior rela-
tionship to any of the 50 projects subject to the screening. 
During screening, all projects were ranked as dark green 
(definitive inclusions), light green (highly likely inclu-
sions), orange (possible inclusions; more information 
needed) or red (not relevant for inclusion). All orange 
projects, as well as projects where the two research assis-
tants diverged in their initial assessments, were subject 
to a further independent screening step conducted by a 
third researcher who used additional publicly available 
information or approved project plans and/or proto-
cols accessed from project researchers. Any projects still 
marked orange at this stage, alongside all green or light 
green projects were subject to consultation with the RiH 
research team to establish consensus for a final inclusion 
of projects reflecting a comprehensive range of health-
care settings, quality dimensions, and adaptive capacity 
at all levels of the healthcare system [25]. This entire pro-
cess included multiple team discussions on the potential 
pitfalls of conducting research on researcher colleagues, 
alongside some principles for how to mitigate these risks 
with the aim of maintaining the trustworthiness of the 
RiH project and its associated studies [40].

Of the 50 empirical projects that were screened, 19 
were included in the RiH study sample. These 19 studies 
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are presented in Table  1, with details of their relevance 
to healthcare quality and resilience. At the time of data 
collection between March 2020 and January 2021, 11 of 
the projects had been finalised (between 2013 and 2020) 
while eight were ongoing. The 19 projects together cover 
a range of research topics and methods and reflect a 
broad range of empirical settings and study participants. 
Empirical settings covered in the sample were primary 
care settings including nursing homes and home health-
care services (projects 3, 5, 12, 14, 17, 18). Five projects 
were from the hospital setting including surgical (pro-
ject 6), cancer (project 9), mental health (projects 8, 15), 
and maternity services (project 1). Another five projects 
(4, 7, 10, 11, 16) were from transitional care settings and 
concerned transitions between hospital and primary 
care services. The remaining projects were from various 
regulatory settings (projects 2, 13, 19). Research study 
participants in the included projects encompass a range 
of different healthcare professionals from both primary 
and secondary care services, healthcare managers across 
different system levels, patients, family carers, and regu-
latory investigators. These are noted in more detail in 
Table 1.

A narrative summary of between four and seven pages 
was written for 14 of the 19 projects, which were based 
on published material from each respective project, such 
as peer-reviewed articles and completed doctoral theses. 
At the time of data collection, the remaining five projects 
did not yet have any publicly available publications to be 
written into a narrative. All 14 narratives were written by 
pairs of researchers in accordance with a predefined tem-
plate for the development of resilience narratives, based 
on prior theoretical work on the phenomena of resil-
ience in the RiH research program [1, 41]. To this end, 
each narrative was developed in accordance with four key 
questions deemed central to understand and operational-
ise resilience in healthcare:

1. Resilience for what: what are the goals, objectives, or 
activities that resilience is supporting?

2. Resilience to what: what is it that triggers, activates, 
or necessitates resilience?

3. Resilience of what: what are the materials and 
resources that underpin or facilitate resilience?

4. Resilience through what: what are the mechanisms, 
activities or interactions that enact resilience?

In addition, the narratives included details on the 
respective healthcare settings, system levels, contextual 
conditions, and stakeholders involved for each project.

Data collection in the stakeholder analysis also entailed 
16 individual interviews with researchers from the same 
sample of 19 projects as described above. One researcher 

from each of the 19 projects was invited to participate 
in an interview concerned with gathering data about 
the specific project they had been involved in. All but 
three of the 19 invited researchers consented to partici-
pate, resulting in 16 interviews. Undertaking research 
with fellow researcher peers and colleagues about their 
own research projects is regarded as insider research 
and may pose several methodological and ethical chal-
lenges during recruitment, data collection and analysis 
processes [42, 43]. The potential risks of this approach 
were therefore mitigated by adopting several transparent 
procedures and practices, including the use of a common 
interview guide, and through the establishment of a for-
mal set of principles for how to handle potential dilem-
mas when recruiting and interviewing colleagues [40]. 
These included sending formal recruitment requests 
with information letters and consent forms via email and 
involving several research team members in data collec-
tion in order to avoid interviews between people with 
existing friendships or conflicting formal roles, such as an 
ongoing or previous supervisor/ supervisee relationship 
between the researcher and the participant.

The interviews explored respective project findings in 
light of resilient healthcare and touched on a range of 
topics related to patient and stakeholder involvement in 
resilience in healthcare, including who, how and in which 
situations patients and stakeholders are involved in and 
contribute to resilient healthcare; types of involvement; 
drivers and barriers to involvement; and contextual fac-
tors surrounding patients’ and other stakeholders’ con-
tributions to resilience in healthcare. The interview 
guide (translated from the original Norwegian) has been 
provided as a supplementary file (see Additional file  1). 
Interviews were transcribed verbatim. The 16 interview 
transcripts, alongside the 14 narratives, made up the data 
material of the study. As is indicated in Table 1, a major-
ity of 11 projects are represented by both a narrative and 
an interview, whereas three projects are represented by 
a narrative only, and five projects are represented by an 
interview only. Having a combination of narratives and 
interview transcripts from a majority of the included pro-
jects allowed for a deeper exploration and understanding 
of performance variability and adaptations in the empiri-
cal settings represented in these projects. As the inter-
views were conducted after the narrative summaries had 
been produced, the interview data functioned to confirm 
and validate the credibility of the information contained 
in the narratives, which is one of the strengths of such 
methodological triangulation [44].

Data analysis
The application of stakeholder analysis methods was 
undertaken by a team of healthcare services researchers 
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and followed the three steps outlined by Reed and col-
leagues [28]: a) Stakeholder identification; b) Stake-
holder categorisation; and c) Analysis of stakeholder 
relationships. How each of these steps was carried out is 
explained below.

Stakeholder identification
The first step in the application of stakeholder analy-
sis methods was stakeholder identification, where we 
applied a deductive-inductive approach to the analysis of 
the combined data set consisting of interview transcripts 
and narratives developed from the 19 empirical projects. 
Data coding in this first step was guided by Research 
Question 1, focusing on identifying which healthcare 
system stakeholders are involved in facilitating resilience 
in healthcare. The initial coding process here was simi-
lar to that described elsewhere in the RiH research pro-
gram [45]. It entailed a close reading of all the narratives 
and interview texts and was concerned with deductively 
identifying and coding factors, situations and variations 
in everyday practice and clinical work environments that 
trigger performance variability. We furthermore identi-
fied and coded for activities and practices that exemplify 
instances of the performance adjustments or adaptations 
that were enacted in response to the identified variabili-
ties and triggering factors. Finally, we inductively coded 
the stakeholders that were involved in the identified fac-
tors, situations or variations that triggered the enact-
ments of adjustments or adaptations as expressions of 
resilience. See Table  2 for an example of how the cod-
ing during data analysis was done, illustrated with a data 
extract each from a narrative and an interview. Identified 
stakeholders from each of the 19 projects are listed and 
displayed in Table 3 later.

Stakeholder categorisation
Once all the stakeholders in the combined data set of 
narratives and interviews had been identified and listed, 
the second step of the stakeholder analysis was to dif-
ferentiate and categorise the identified stakeholders. The 
stakeholders were initially grouped together into broad 
categories across the full data set [29] to aid subsequent 
analytical steps [28]. These broad categories were as fol-
lows: Patients, Family Carers, Healthcare Professionals, 
Ward/Unit Managers, Service or Case Managers, Regula-
tory Investigators, Policy Makers, and Other Service Pro-
viders. Next, the stakeholders were categorised according 
to the system level within which they were found to act, 
i.e., according to whether they are micro, meso, macro, 
or external and cross-level actors (see Table 3). Lastly, the 
final stage of the stakeholder categorisation was done by 
assessing their level of interest in and influence on per-
formance variability and adaptations that contribute to 

resilient healthcare (see both Table 3 and Fig. 2). Accord-
ing to previous research, interest and influence are the 
stakeholder attributes most frequently assessed in stake-
holder analyses [46], while influence and interest maps 
are the tool most often used to aid categorisation [29]. As 
such, an interest/influence grid was chosen to assess and 
map the stakeholders in our study, where the stakehold-
ers were positioned according to their level of interest and 
influence as either ‘Subjects’, ‘Players’, ‘Crowd’, or ‘Context 
Setters’ [47], as displayed in Fig.  2. To differentiate the 
stakeholder groups in the figure, they have been marked 
in different colours, and all identified stakeholders from 
the 19 projects have been labelled with their respective 
project number.

‘Subjects’ are stakeholders with medium to high levels of 
interest but low levels of influence. They have a high stake 
in the issue concerned but have limited capacity to act to 
influence outcomes. These stakeholders may however have 
unrealised influence, which may be activated through alli-
ances with other stakeholders. ‘Players’ are stakeholders 
with medium to high influence and interest and have both 
the ability to act to influence outcomes and the interest to 
do so. The ‘Context setters’ have medium to high levels of 
influence but comparatively low levels of interest. They may 
set the context and define the debate and their position may 
therefore be critical to the outcome, but they are not active 
players in the issue to the same extent as other stakeholders. 
Finally, stakeholders in the ‘Crowd’ have low levels of inter-
est and little or no capacity to influence outcomes. Under-
standing where stakeholders sit on this grid is central to e.g., 
developing stakeholder management strategies and ensur-
ing appropriate processes for stakeholder participation.

On this type of grid, then, the influence axis represents 
the stakeholder’s capacity to act to influence the phenom-
enon of interest. Influence includes access to and mobilisa-
tion of resources and is typically based on a stakeholder’s 
ability to provide or withhold resources and information, 
as well as their capacity to exert influence on others and 
to mobilise other stakeholders and their resources [29, 
30]. For the purposes of our study, influence was seen as 
expressed first and foremost through the level of stake-
holders’ active involvement in performance variation and 
adaptations, e.g., through concrete actions taken by the 
actor or actors involved in identified incidences of perfor-
mance variation and adaptive capacity. Stakeholders’ level 
of influence was thus gauged by assessing which stake-
holders were taking action in the event or process; which 
stakeholders were triggering the action taken by others; 
and which stakeholders were facilitating or supporting 
actions taken by others. In line with this interpretation, 
we expect to see some actors perform actions in reaction 
to certain circumstances, whereas other actors are acted 
upon or reacted toward by others.
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The interest axis illustrates the significance that the 
issue has to the stakeholder, which can be, for example, 
personal, political, financial, social, cultural, or a com-
bination of these [29]. Furthermore, the level of interest 
was gauged by the stakeholders’ proximity to the care 
events and/or associated work processes described in 
the data. Proximity was understood both as their physi-
cal proximity to a described event or process, e.g., by way 
of having a personal stake in it or not, and as temporal 
proximity to the event or process in terms of time and 
distance. For our purposes regarding the safety and qual-
ity of healthcare, having primarily personal stakes in the 
issue was thus ranked at a higher level of interest than 
having political, financial, social or cultural stakes in it. 
The initial coding using the interest/influence grid was 
carried out by lead author VG and then discussed with 
the research team as part of an iterative process during 
a workshop and subsequent meetings. All team mem-
bers checked and discussed the placement of all stake-
holders from each included project according to their 
interest in (proximity) and influence on (action-taking) 

performance variability and adaptations. The purpose of 
these iterative discussions was to make sure that all the 
stakeholders were placed in the most meaningful part of 
the grid according to the events and processes described 
in the data.

Stakeholder relationships
Stakeholder relationships in the combined data set 
of narratives and interviews were analysed using an 
actor-linkage matrix (see Table 4), which visually maps 
the links between the key actors central to resilience 
in healthcare [48, 49]. In an actor-linkage approach, 
stakeholders, or stakeholder groups, are tabulated 
in a two-dimensional matrix and the interrelations 
between them are described using keywords or codes 
[28]. In practice, all actors are listed down the rows 
of the table and the same actors are listed across the 
table columns. The cells in the matrix represent the 
relationships between stakeholders, and the full matrix 
shows all interrelations between all the groups of 
stakeholders [48].

Fig. 2 Interest/Influence matrix (adapted from Ackermann & Eden, 2011 [47])
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For the purposes of this analysis of the stakeholders 
involved in adaptations and instances of performance 
variability that facilitate resilient healthcare, we were 
interested in determining the degree of contact and col-
laboration between the identified stakeholders [30], using 
the following labels adapted from previous work by Har-
ris and colleagues [50] and Schoen and colleagues [51] : 
Not linked (no contact between actors), Communication 
(actors share information only), Coordination (actors 
from separate teams or organisations work together to 
achieve common goals), Collaboration (actors interact as 
an informal team with specific responsibilities), and Fully 
linked (actors work together as a formal team; mutually 
plan and share resources to accomplish common goals). 
In this study on healthcare system stakeholders, ‘Col-
laboration’ was interpreted to include actors who are in 
a patient-provider relationship, ‘Fully linked’ was taken to 
mean formal healthcare teams that work together day-to-
day according to set plans and goals, for example hospital 
ward teams or nursing home teams.

Results
Stakeholder identification
The stakeholder analysis identified several stakeholders 
from different healthcare settings and across different 
system levels who play a role in resilience in healthcare. 
All healthcare system stakeholders identified as being 
involved in performance variability and adaptations 
across the 19 projects are displayed in Table 3.

Patients were identified as stakeholders involved in 
performance variability and adaptations in 15 projects. 
Patients feature as stakeholders in five projects from pri-
mary care settings (nursing homes and home healthcare 
services) (3, 12, 14, 17, 18), five projects from transitional 
care settings (4, 7, 10, 11, 16), and another five projects 
from various hospital settings, specifically mental health 
services (8, 15), surgical services (6), maternity services 
(1), and cancer care services (9). Elderly patients situ-
ated in either primary care or transitional care settings 
feature in a majority of eight projects (3, 4, 7, 10, 12, 14, 
17, 18). Of the four projects without patients identified 

Table 4 Actor‑linkage matrix (ALM)

The cells in this matrix represent relationships between stakeholders, indicated by the degree of contact and collaboration between the actors noted in the rows and 
the actors noted in the columns. The degree of contact ranges from ‘Not linked’ to ‘Fully linked’ [44, 45]. The rows contain the stakeholders who are directing the 
contact and collaboration efforts, such as instances of communication, whereas the columns contain the stakeholders who the contact and collaboration efforts are 
being directed towards

Key: Not linked (no contact between actors); Communication (actors share information only); Coordination (actors from separate teams or organisations work 
together to achieve common goals); Collaboration (actors interact as an informal team with specific responsibilities); Fully linked (actors work together as a formal 
team; mutually plan and share resources to accomplish common goals)

Patients Family Carers Healthcare 
Professionals

Ward/Unit 
Managers

Organisational 
Managers

Policy 
Makers

Regulatory 
Investigators

Other Service 
Providers

Patients Communica‑
tion
Collaboration

Not linked
Communica‑
tion
Collaboration

Communica‑
tion
Collaboration

Not linked Not linked Not linked Not linked Communica‑
tion

Family Carers Communica‑
tion
Collaboration

Communica‑
tion

Communica‑
tion
Collaboration

Not linked Not linked Not linked Communica‑
tion

Communica‑
tion

Healthcare 
professionals

Communica‑
tion
Collaboration

Communica‑
tion
Collaboration

Communica‑
tion Coordina‑
tion
Collaboration
Fully linked

Fully linked Coordination
Fully linked

Coordination Communica‑
tion

Communica‑
tion
Coordination

Ward/Unit 
managers

Not linked Not linked Fully linked Coordination Communication
Coordination
Fully linked

Communica‑
tion
Coordination

Communica‑
tion

Coordination

Organisa-
tional manag-
ers

Not linked Not linked Coordination
Fully linked

Communica‑
tion
Coordination
Fully linked

Communication
Coordination

Communica‑
tion
Coordination

Communica‑
tion

Coordination

Policy Makers Not linked Not linked Communica‑
tion
Coordination

Communica‑
tion
Coordination

Communication
Coordination

Coordination Coordination Coordination

Regulatory 
Investigators

Not linked Communica‑
tion

Communica‑
tion

Communica‑
tion

Communication Coordination Not linked Not linked

Other Service 
Providers

Communica‑
tion

Communica‑
tion

Communica‑
tion
Coordination

Coordination Coordination Coordination Not linked Not linked
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as stakeholders, three (2, 13, 19) were from the regula-
tory setting and one (5) was concerned with work prac-
tice innovation and development in the home healthcare 
setting.

Family carers were identified as stakeholders involved 
in performance variability and adaptations in 11 projects. 
Most of the projects with family as stakeholders are from 
the transitional care setting (4, 7, 10,11, 16), where infor-
mal carers have a key role in supporting and advocating for 
patients. Three projects concerned hospital settings, spe-
cifically mental health services (8, 15) and cancer care ser-
vices (9), where family also provide considerable support 
for patients, and two were from the primary care setting 
(12, 17), where patients living at home are also supported 
by family. Informal carers were also identified as stake-
holders in one project from the regulatory setting (2).

Healthcare professionals were identified as stakehold-
ers involved in performance variability and adaptations 
in 16 projects. Since healthcare professionals are a large 
heterogenous group and many projects have a range of dif-
ferent healthcare professionals involved, they have been 
divided into four subgroups: medical ‘doctors’ (identified 
in 11 projects), registered ‘nurses’ (identified in 15 pro-
jects), ‘allied’ healthcare professionals such as auxiliary 
nurses or healthcare assistants (identified in five projects), 
and ‘other’ healthcare professionals, which include e.g. 
midwifes, ambulance staff, physiotherapists, and radiog-
raphers (identified in 10 projects). These subgroups have 
been indicated in Table  3. Healthcare professionals are 
absent as stakeholders in only three projects, all of which 
are from the regulatory setting (2, 13, 19).

A large variety of managers at both the micro level and 
the meso level of the healthcare system were identified 
as stakeholders involved in performance variability and 
adaptations in 15 projects overall. Micro level manag-
ers such as ward or unit managers were identified in 13 
projects, while meso level managers, including profes-
sional development managers, hospital managers, nurs-
ing home managers, municipal or other local service or 
case coordination managers, were identified in 12 pro-
jects. Managers are absent as stakeholders in only four 
projects, three of which are from the transitional care 
setting (4, 7, 16). In Table 3, managers at the micro level 
are referred to as Ward/Unit Managers, and managers at 
the meso level are referred to as Organisation Managers, 
with further division into the subgroups Service Manag-
ers or Case Managers.

Stakeholders representing the macro level of the 
healthcare system are Regulatory Investigators and Pol-
icy Makers. Regulatory Investigators were identified as 
stakeholders in three projects, two of which are from 
the regulatory setting (2, 13), as well as in a project (3) 

from the primary care setting, where regulatory stake-
holders are present by way of being responsible for law 
enforcement and control of the regulatory directives 
that other actors in the system have to comply with. Pol-
icy Makers appear as stakeholders in eleven projects (3, 
5-8, 10, 11, 13-16), mainly via the various policy docu-
ments, national guidelines, etc. that they produce which 
other stakeholders then refer to as important for how 
they perform their work.

Finally, a composite group of various other exter-
nal and cross-level stakeholders termed Other Service 
Providers were identified as being involved in perfor-
mance variability and adaptations in seven projects. This 
diverse group of stakeholders includes private health-
care providers (11), health technology companies (12), 
patient or family organisations and support services (8, 
9, 16), a national training and rehabilitation centre (16), 
a private healthcare auditing services (19), and child pro-
tection services (15).

Stakeholder categorisation
All the stakeholders who were identified in the previous 
step were then differentiated and categorised relative to 
their level of interest in and influence on performance 
variability and enactments of adaptive capacity. All stake-
holders from each of the 19 projects have been labelled 
with their respective project number and placed on the 
grid of an influence/interest matrix, as is depicted in 
Fig.  2. This stakeholder categorisation is also displayed 
in Table 3. A majority of stakeholders across the 19 pro-
jects were placed in the Players category, representing all 
stakeholder groups apart from policy makers. All stake-
holders categorised as Subjects are patients, whereas 
stakeholders categorised as Context-setters are manag-
ers, regulatory investigators, and policy makers. None 
of the stakeholders in this study were classified as part 
of the Crowd, which are those with low levels of interest 
and little or no capacity to influence outcomes. A more 
detailed description of how the different groups of stake-
holders in the Players, Subjects and Context-setters cat-
egories influence performance variability and adaptive 
capacity is provided in the following.

Players
All healthcare professionals (projects 1, 3-12, 14-18) are 
in the Players category, as are all family carers (projects 
2, 4, 7-12, 15-17). Managers at both the micro (projects 
1, 3, 5, 6, 9, 10, 13, 14, 18) and meso levels (projects 5, 6, 
11, 13) are also in this category. Players are the stakehold-
ers that have both a high ability to influence the perfor-
mances and adaptations that support resilient healthcare 
and a high interest in doing so.
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Healthcare professionals play a crucial role in enact-
ing adaptations to support resilience in healthcare. This 
is done in numerous ways. A key example, of which there 
are many instances described in the data material, is that 
healthcare professionals continually adapt to deal with 
the myriad uncertainties and emergent situations that 
characterise their everyday work. This happens through, 
for example, active problem solving and decision-mak-
ing, workarounds, improvisation, and targeted plan-
ning or anticipatory efforts (projects 5, 6, 8, 10, 11, 14, 
16). Another type of adaptation enacted by healthcare 
professionals is their flexible prioritisation and delega-
tion of tasks and responsibilities according to changing 
circumstances. For example, in one project (1), health-
care professionals were seen to act as resource coordi-
nators helping to triage patients and allocate staff, often 
based on continually shifting conditions on their ward 
or unit. A further example is their engagement in trade-
offs between competing demands, such as responding to 
the individual needs of patients versus following clini-
cal guidelines (projects 8, 15), or subverting rules and 
guidelines in favour of expressing their own professional 
judgement or autonomy (projects 11, 14). Healthcare 
professionals are also involved in various adaptations that 
work to fill gaps in the system. This includes taking on 
new or extra tasks and responsibilities in addition to their 
regular workload (project 3, 10, 12, 17).

Family carers also emerge as stakeholders with an 
important role in performance variation and adapta-
tions. Family act as advocates and supporters of patients 
in interactions with healthcare services, particularly 
for vulnerable patients such as frail elderly or pallia-
tive patients. For example, family carers would directly 
pressure healthcare professionals to influence discharge 
and transfer processes (projects 4, 7, 10). Furthermore, 
family carers perform a key support function for men-
tal health patients when, for example, there is a lack 
trust in healthcare professionals (project 8, 15). Fam-
ily members also have an important function in fill-
ing knowledge and information gaps within and across 
healthcare providers, settings, and system levels, espe-
cially where patients are either absent or too unwell to 
provide, or receive, the information themselves (pro-
jects 2, 4, 7, 8-12, 16). Family also fills gaps in the system 
by directly covering care tasks for healthcare staff, for 
example when services are busy or understaffed (pro-
jects 4, 9, 17). In addition, family carers take on tasks 
such as monitoring and observing a patient’s condition 
and symptoms as well as managing treatment regimens 
and outcomes, particularly after patients have been dis-
charged to the home (projects 8, 9, 15-17).

Five of the projects had patients who were actively 
involved in enacting adaptations and thus were classified 

as Players. An example of active involvement is where 
patients are seen to fill gaps in the healthcare system by 
taking on work that would not normally be considered 
a patient task, such as homecare patients providing ad 
hoc training to home healthcare staff not familiar with 
specific care procedures (project 17). Another example 
of patients filling gaps in the system was patients taking 
on informal support roles for other patients when for-
mal support from healthcare service providers was lack-
ing (projects 8 and 16). Active involvement from patients 
was also seen where patients’ direct requests, demands 
or other input had an impact on healthcare profession-
als’ adaptations and adjustments of formal practice 
guidelines, such as referral practices in general practice 
(project 11), or admission practices (project 15) and 
clinical assessment practices (project 8) in mental health 
services.

Managers at both the micro and meso levels enact 
adaptations to support resilience in different ways. An 
example is their continual allocation and reallocation 
of tasks and recourses like personnel and equipment 
according to changing needs and demands such as unex-
pected increases in patient admissions (project 1). Man-
agers were also seen to step into clinical work roles when 
the conditions on the ward/unit demanded it, such as 
during peak hours or when there were staff shortages 
(projects 3, 18). In addition to such short-term adapta-
tions, managers at both the micro and meso levels are 
often in charge of more long-term change processes, 
such as the implementation of new national guidelines or 
policy initiatives (projects 3, 5, 11, 12).

Five projects had stakeholders identified as other ser-
vice providers who were categorised as Players (8, 9, 11, 
15, 16). In all five of these projects, other service provid-
ers offered patients and/or families either healthcare, 
social, or other training and support services, in either a 
local or national setting, that the public healthcare ser-
vices could not or did not provide. An example of this 
was coping and support courses and other informal ser-
vices for cancer patients and their families (projects 9, 
16), which provided valuable assistance and information 
that patients and families could not access as part of for-
mal healthcare services.

Subjects
The majority of patients are in the Subjects category (pro-
jects 1, 3, 4, 6, 7, 9, 10, 12, 14, 18). They have a high stake 
in adaptations that support resilient healthcare being 
enacted, but limited capacity to make these adjustments 
themselves, particularly relative to stakeholders in the 
Players category. However, the stakeholders in the Sub-
jects category may, as noted, activate their potential for 
influence through relationships with stakeholders who 
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are Players. An example of this is where different aspects 
of a patient’s characteristics including their medical con-
dition and treatment or care needs (e.g., being a high-risk 
maternity patient, elderly, suicidal, in palliative care, or 
newly discharged) trigger adjustments and adaptations 
engaged in by other stakeholders, most notably health-
care professionals (projects 1, 3, 4, 7, 8, 12, 15, 17), and 
family carers (projects 8, 9, 15, 16, 17).

Context setters
Stakeholders in the Context Setters category are first 
and foremost policy makers (projects 3, 5-8, 10-12, 14, 
15, 16), in addition to some managers at both the micro 
(projects 8, 15, 19) and meso levels (projects 1, 3, 10, 12, 
15, 18, 19), regulatory investigators (projects 3, 13) and 
other service providers (projects, 12, 19). These stake-
holders may set a lot of the context of clinical work and 
define issues around healthcare quality and safety, and 
their positions may be critical to outcomes in practice, 
but since they are often more removed from clinical set-
tings and the work therein, they are not directly involved 
in adaptations to the same extent as the stakeholders in 
the Players category.

The most common group of stakeholders to set the 
context and parameters for other stakeholders to act 
within and react to are policy makers. An example is from 
a project (7) where, due to the changes imposed by the 
Norwegian Coordination Reform [51, 52], managers and 
healthcare staff in hospitals and primary care services 
had to enact adaptations to practice in order to meet 
novel policy demands, including flexible discharge prac-
tices and interorganisational collaboration in discharge 
planning. Several other projects (3, 5, 6, 11, 12, 14, 15, 
16) also featured examples of various policy documents, 
guidelines, and checklists triggering performance varia-
tion and adaptations in clinical practice. These included 
management regulations, clinical checklists, cancer treat-
ment guidelines, referral guidelines, medication manage-
ment guidelines, White Papers on implementation and 
use of e-health services, and patient involvement policies.

Managers at both micro and meso level also contribute 
to context-setting. A common example of how managers 
set the context for other stakeholders to enact adapta-
tions is through active facilitation of learning and com-
petence development among staff by making training 
opportunities and reflexive spaces available (projects 1, 8, 
10, 12). Furthermore, managers typically come to influ-
ence the context of practice through their daily efforts to 
impose and uphold the necessary structural parameters 
and organisational culture that allow other actors in the 
clinical setting to engage in adaptive practices that uphold 
the quality and safety of care, as well as through efforts to 
positively influence organisational budgets and resource 

allocation decisions to the benefit of their respective 
ward/unit or department (project 3, 10, 15, 17, 18).

Lastly in the findings on stakeholder categorisation, 
other service provider stakeholders were categorised as 
Context-Setters in two projects, namely health technol-
ogy companies (project 12) and auditors from a private 
healthcare auditing company (project 19), whereas a 
further two projects (3 and 13) had regulatory investi-
gators as Context-Setters. Both the regulatory investiga-
tors and the external auditors in these projects were seen 
to set the context for other stakeholders’ adaptations in 
similar ways by facilitating risk management and quality 
improvement efforts, with the ultimate intention of get-
ting both staff and management at the micro and meso 
levels of the healthcare system to reflect on their own 
practice and engage in improvement work within their 
respective organisations.

Stakeholder relationships
The relationships between all identified stakeholder 
groups have been analysed and displayed using the actor-
linkage matrix in Table  4. The interrelations between 
stakeholders are labelled with keywords that describe 
the degree and type of contact between stakeholders 
involved in adaptations and instances of performance 
variability that facilitate resilient healthcare: Not linked; 
Communication; Coordination; Collaboration; and Fully 
linked. The most closely linked stakeholder groups and 
the bearing that their relationships have on adaptations 
are described in the following.

Patients have links to other patients, family, health-
care professionals, and other service providers. In the 
main, patients had their strongest links to family, where 
they interact together as an informal team with specific 
roles and responsibilities (i.e., ‘Collaboration’). Examples 
of where patients and family act as a collaborative team 
were found in the projects from the transitional care set-
ting, where family carers are closely allied to patients and 
actively advocate for them and come to influence care 
decisions prior to, during and after patients are moved 
between hospital, primary care services, or their home 
(projects 4, 7, 10, 16). Another example of when adap-
tations are based on whether or not patients have fam-
ily present were seen where patients were more likely 
to be discharged from hospital to home when they lived 
together with family member who could help with clini-
cal observations and practical care tasks (project 9, 16). 
Conversely, there were several examples of how health-
care professionals adapted their decision-making when 
patients lack the support of family (i.e., ‘Not linked’), like 
delaying the discharge of elderly patients deemed medi-
cally fit for discharge when they do not have relatives 
available to care for them (projects 4, 7, 10).
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There were also some examples of links between 
patients, which were characterised by both communica-
tion, i.e., information exchange, and collaboration, i.e., 
informal team work. An example was seen in a project 
(16) where patients came together in informal groups to 
share information about available resources and support 
options, thereby filling a gap when such information was 
lacking from formal healthcare providers. This type of 
peer-to-peer support was initiated with the express func-
tion of being an arena for patients to share information 
and learn from each other with the goal of facilitating 
greater coping skills in this group of patients. A similar 
example was seen in the mental health inpatient setting, 
where patients came to provide mutual care and support 
for each other on occasions where they felt this was miss-
ing from the ward staff (project 8). Furthermore, various 
peer-to-peer support groups were seen for both patients 
and families within the adolescent mental healthcare set-
ting, offering information and support beyond what the 
healthcare services provide (project 15).

Besides their strong ties to patients, family stakehold-
ers also have significant links to healthcare professionals. 
This was clearly demonstrated in those instances where 
family carers and healthcare professionals come together 
to collaborate in the best interests of patients. Healthcare 
professionals often depend on collaborative relationships 
with family carers to uphold the safety and continuity of 
patient care (projects 9 and 17). For example, family car-
ers provide healthcare professionals with crucial infor-
mation, insights and experiences about the patient and 
their care history that may lead professionals to adjust 
their practice and decision-making accordingly. Con-
versely, healthcare professionals may encourage patients 
to bring family members to appointments so that they 
can help patients remember the information they receive, 
particularly prior to discharge from the hospital (projects 
4, 7, 16). In this way, family carers act as an important 
buffer between the patient and healthcare professionals, 
filling a function that cannot be replaced by other stake-
holders in the system.

Healthcare professionals have links to all the other 
types of stakeholders and are thus the stakeholder group 
that have the most links, ranging from ‘Communication’ 
to ‘Fully linked’. In addition to the crucial connections 
to family stakeholders that are described above, health-
care professionals have their closest ties to patients, 
other healthcare professionals, and managers. Several 
projects (4, 8, 11, 15) contained examples of how col-
laborative relations between healthcare professionals 
and patients impact variations and adaptations in prac-
tice, such as healthcare professionals actively involving 
patients in their own care by, for example, asking patients 
to describe their health challenges in their own words 

during medical examinations, whereupon discharge or 
referral practices were adapted to meet various individ-
ual needs and preferences of patients. There were also 
examples of collaborative links between groups of health-
care professionals and patients, such as instances where 
nurses stepped in to facilitate communication between 
doctors and patients during consultations (project 16). In 
addition, healthcare professionals adapt in different ways 
to provide training and support for patients and their 
families. For example, they often act as patient advocates 
(project 4, 7, 10), or they provide training for patients 
when new equipment is introduced as part of care rou-
tines (project 12).

The analysis goes on to show, perhaps unsurprisingly, 
that healthcare professionals are most closely linked to 
the colleagues and immediate managers with whom they 
work together as a formal team (or teams) that mutually 
plans its actions and shares resources including staff to 
accomplish predetermined common goals. As was noted 
above, healthcare professionals commonly enact adapta-
tions to fill gaps in the system, like taking on extra tasks 
and responsibilities. Adaptations such as these may be 
enacted in explicit response to the needs of other health-
care professionals or managers on a team, for example 
to alleviate overworked colleagues (projects 1, 16, 18) or 
to compensate for a lack of competence in other team 
members (project 14). Indeed, healthcare professionals 
often enact adaptations with the intention of supporting 
each other in various ways. For example, they may act to 
bridge information gaps, either by contributing to the 
transfer of information between colleagues or by mediat-
ing communication between healthcare staff and patients 
(projects 10, 16). Healthcare professionals also provide 
informal training and support for each other, for example 
when new staff arrive (projects 3, 8).

As was also noted above, managers enact adaptations 
to support resilience at both the micro and meso level of 
the healthcare system. A consideration of the relation-
ships between stakeholders shows that these adaptations 
are often done in response to needs and demands trig-
gered by other actors in the system. A typical example of 
this is that managers were found to purposively compose 
clinical teams and delegate roles and responsibilities on 
certain shifts in order to capitalise on the experience and 
competence of available staff members, while optimising 
care quality for patients or positive working relationships 
between staff members (projects 1, 3, 6, 9, 10, 14).

Discussion
The purpose of conducting this stakeholder analysis was 
to identify and categorise stakeholders relevant to the 
phenomenon of resilience in healthcare, and to inves-
tigate relationships between healthcare stakeholders 
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enacting system resilience. This study, which reasonably 
reflects its Norwegian setting, has found that patients, 
family carers, healthcare professionals, managers at 
both the micro and meso levels of the system, and policy 
makers emerge as key healthcare system stakeholders 
involved in performance variability and adaptations that 
facilitate resilience in healthcare. In this study, stakehold-
ers have been abstracted into groups of broad categories, 
while acknowledging that there is great variation within 
these broad groups according to, for example, patient 
types and characteristics, as well as types of health-
care professionals and the clinical settings they belong 
to, or the types and function of the diverse stakehold-
ers grouped together as other service providers. There is 
also variation within the group of managers, for example 
according to the system level where they operate. The 
majority of managers identified in this study were from 
the micro level of the healthcare system, however, we 
found that managers often have a similar role in facilitat-
ing and supporting adaptations regardless of their system 
level.

Several of the projects included in this study were 
conducted within hospital inpatient and primary care 
services for elderly patients. To some extent, these find-
ings reflect those from previous work within the resil-
ient healthcare field [38, 53, 54], which has found that 
research within the field has largely been focused on 
empirical settings and actors at the micro level of the 
healthcare system. For example, Berg and colleagues [38] 
found that previous resilience research has largely been 
concerned with how healthcare professionals contribute 
to the adaptive capacity and resilience of healthcare sys-
tems. This has mainly been done by investigating every-
day work-as-done and making explicit the adaptations, 
including problem-solving, communication, sensemak-
ing, and decision-making processes, that healthcare pro-
fessionals engage in in their day-to-day work.

The key role that healthcare professionals play in the 
adaptive capacity of the system was clearly indicated in 
our findings as well, wherein all identified healthcare 
professionals were categorised as players in the interest/
influence grid to indicate that they are the stakeholders 
that are most likely and able to enact adaptations in eve-
ryday clinical practice and thus contribute to healthcare 
system resilience. The heavy involvement that healthcare 
professionals have in both performance variation and 
adaptations is expected since they are the system actors 
with the most influence and direct control over their own 
work and decision-making regarding patients and other 
key healthcare tasks. They also have comparatively high 
stakes in ensuring that the care they provide to patients 
is safe and of high quality, which has been noted else-
where in the literature too [55–58], though healthcare 

professionals may not necessarily think of their role in 
maintaining the quality of healthcare in terms of resil-
ience and being a key part of upholding a resilient organi-
sation or system.

In addition to supporting previous research findings 
on the central role of healthcare staff, this stakeholder 
analysis adds further knowledge and understanding of 
the contribution of other key healthcare system actors 
to resilient healthcare. Notably, this concerns the con-
tribution of family carers and certain groups of patients, 
as well as the contributions from managers at both the 
micro and meso levels of the system, and various actors 
at the macro level including policy makers. Alongside 
healthcare professionals, family carers emerged as crucial 
stakeholders in the enactment of adaptations seen in this 
study. Family carers have significant interest and influ-
ence when it comes to supporting and advocating for 
patients in a range of interactions with other healthcare 
system actors, though primarily in communication and 
collaboration with healthcare professionals at the micro 
level. This is in line with what other studies have found 
on the importance of family carers’ various contributions 
to resilient healthcare systems, such as advocating for 
patients and supporting patients through care transitions 
[18, 59, 60].

The data show that patients can be directly or indirectly 
involved as stakeholders in resilient healthcare. In many 
instances, patients themselves do not have an active role 
in influencing performance and variability adaptations, 
rather, they are the subject towards which performance 
adjustments and adaptations enacted by others are 
directed. For example, patients often influence perfor-
mance variability and adaptations in  situations where it 
is their medical condition and related needs that trigger 
performance adjustments and adaptations in practice. 
The active players in these adjustments and adaptations 
directed at patients are healthcare professionals and fam-
ily carers. However, it is notable that patients’ ability to 
influence practice adaptations made by other system 
actors such as healthcare professionals becomes height-
ened if they have family to support them and advocate 
on their behalf. Again, this points to the crucial role that 
family carers have in supporting, coordinating, and advo-
cating for patients throughout their healthcare journeys 
[61–63].

At the same time, these dynamics between system 
stakeholders illustrate the uneven power relations that 
exist within the system and that many patients are likely 
to have only limited influence on the safety and quality 
of care because they lack close relationships with other 
system stakeholders. This was particularly the case 
for elderly patients who lack the support of relatives. 
Patients may however have unrealised power which 
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becomes activated through relationships with stakehold-
ers with more influence, typically family. This indicates 
the importance of less influential stakeholders being 
able to engage with more dynamic system actors to exert 
joint influence on care activities and decisions. The key 
importance of relationship ties and the ability to make 
use of relationships to achieve shared goals and desired 
problem-solving within the healthcare context has been 
discussed in terms of the concept of relational coordina-
tion. Relational coordination holds that relationships play 
a fundamental role in enabling system actors to respond 
in resilient ways to changes, challenges and pressures, 
thereby enabling resilient systems [6–9, 64, 65].

The findings from this stakeholder analysis seem to 
support the assertion that relationships between health-
care system stakeholders are an important aspect of 
resilience in healthcare and that resilience is supported 
by social interaction and negotiation, relying on coor-
dination and communication between different actors 
across both time and physical locations. Relationships 
between patients and family carers, as well as patient 
and carer relationships with healthcare professionals 
appear as particularly relevant to facilitating resilience in 
healthcare. For example, close, collaborative relationships 
between healthcare professionals and family stakehold-
ers are important to be able to provide patient centered 
care adapted to meet the needs of individual patients and 
their families. In this sense, family stakeholders have an 
important role and function within the system that can-
not be replaced by professional healthcare workers [14]. 
Future research should explore the contributions of 
patients and their carers to resilient healthcare systems in 
more detail.

This stakeholder analysis furthermore found that man-
agers at both the micro and meso levels routinely enact 
adaptations in response to emerging needs by actively 
allocating or reallocating staff to certain shifts and by 
composing shift teams in order to maximise the experi-
ence and competence of available staff members. These 
findings are in line with those described by Fagerdal and 
colleagues [10] in a study exploring how managers enable 
adaptive capacity in hospital teams. In that study, manag-
ers were found to spend a lot of their time purposively 
composing shift teams to arrive at the right mix of expe-
rience and skills, in order to facilitate the functioning 
of the teams and to reduce risk to patients. This stake-
holder analysis also found that managers actively work to 
set the scene for adaptations to be engaged in by other 
stakeholders, for example by providing training oppor-
tunities and reflexive spaces for their staff members [66]. 
This reflects findings from several other studies that have 
found that one of the crucial ways that healthcare manag-
ers engage in quality work and adaptations necessary to 

uphold overall system resilience is by facilitating compe-
tence development and continuous education and train-
ing opportunities among staff [10, 67–69].

Adaptations were found to take place at both the indi-
vidual level (micro) and at the organisational level (meso), 
often as a response to policy demands and guidelines 
stemming from healthcare system actors at the macro 
level. Policy makers at the macro level of the healthcare 
system are thus important indirect stakeholders in per-
formance variability and adaptations. In this study, they 
were mainly found to be present through the  various 
policy documents, national guidelines, etc., that they 
produce, which set the context and parameters of every-
day clinical practice. Other system stakeholders, notably 
healthcare professionals and managers, adapt their work 
around these policies and guidelines, either by trying to 
accommodate them to uphold high standards of health-
care quality, or by trying to uphold quality and safety 
in practice despite what policy documents and clinical 
guidelines prescribe. This type of adaptation was particu-
larly notable within the mental healthcare setting where 
healthcare staff routinely adopt an interpersonal, flexible 
approach to protect and care for patients, thereby neces-
sitating constant trade-offs between emergent, highly 
context-dependent patient needs and conflicting clinical 
guidelines [70, 71].

What this stakeholder analysis study adds to the resil-
ience in healthcare literature, therefore, is data concern-
ing stakeholders from various macro level settings of the 
healthcare system. Empirical studies on how different 
macro level actors contribute to adaptive capacity and 
resilient performance in the wider healthcare system 
have traditionally been lacking [72]. Recent studies have 
however begun investigating the important influence 
of stakeholders such as healthcare regulators, external 
inspectors, and other governmental representatives on 
the resilience of our healthcare systems [73], with find-
ings suggesting that macro, meso and micro level actors 
should be considered collaborative partners in efforts to 
facilitate system-wide adaptive capacity [74]. Our study 
corresponds with this work by further indicating the 
need to increase our understanding of the decision-mak-
ing power and influence that macro level actors exert on 
system-wide resilience through, for example, the mecha-
nisms and structures they provide [75], and how actors 
at the micro and meso levels of the system may come to 
influence macro level stakeholders and the decisions they 
make regarding healthcare policy and regulation. Fur-
thermore, there is a need to broaden our understanding 
of what may be regarded as valued adaptations and suc-
cessful outcomes of resilient performance for whom and 
when; that is, by which stakeholders and in what context 
[76–79].
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There are some managerial and policy implications of 
this study. Healthcare professionals and managers alike 
need to be able to consider the key role of stakeholders 
such as patients and their family carers in healthcare 
resilience, and this knowledge must be integrated into 
practice in formalised ways [80]. Managers therefore 
have a particularly important role in facilitating a cul-
ture of awareness and understanding among their staff of 
how patients and families contribute to the quality, safety 
and resilience of healthcare. One way of doing so is by 
adopting collaborative learning approaches and estab-
lishing reflexive spaces for staff where system complexity 
is acknowledged [81]. Regulators and policy makers for 
their part must acknowledge their central role as context 
setters for resilient healthcare in practice. They should 
be encouraged to have more direct contact and interac-
tion with all the other stakeholders in the healthcare sys-
tem and integrate multiple stakeholder perspectives into 
their work, so that all healthcare stakeholders together 
can create safer, more resilient systems. Furthermore, 
policy makers together with politicians need to create 
policy and legislation that acknowledges and supports 
patients’ and families’ role in the enactment of resilient 
healthcare services, while providing the funding needed 
to strengthen this co-production in practice and thus 
facilitate more collaborative and patient-centred health-
care services [80].

Strengths and limitations
This stakeholder analysis has been conducted using a 
sample of empirical projects from the Norwegian health-
care context only and may therefore not provide a full 
picture of stakeholders relevant to resilience in healthcare 
in other national settings or cultural contexts. A more 
comprehensive empirical sample from a more diverse 
range of healthcare systems and countries may have iden-
tified other stakeholders of relevance, such as actors from 
the pharmaceutical industry, or given a different view of 
stakeholders’ respective importance in facilitating health-
care system resilience. However, the data material did 
include a variety of Norwegian healthcare settings, which 
is a strength of this study and the reliability of its results. 
The use of different analytical approaches, such as inter-
est-influence and actor-linkage matrices, in this study 
has provided an in-depth understanding of patients’ 
and other healthcare system stakeholders’ contributions 
to resilience. However, application of other stakeholder 
analysis approaches or other research methods could 
allow for exploration of further similarities and distinc-
tions in the various stakeholders’ contributions and roles, 
such as contextual nuances in how managers at different 
system levels facilitate and support adaptations.

Overall, more research is needed from a variety of 
settings and perspectives, and using a range of meth-
ods for stakeholder analysis, to investigate the charac-
teristics and roles of the key stakeholders relevant to 
facilitating resilience in healthcare more broadly. It is 
also important to acknowledge that stakeholder analy-
sis is an inherently iterative process [28]. Consequently, 
the identification, differentiation and categorisation 
of stakeholders, including their level of importance, 
interest and influence regarding a given phenomenon 
may fluctuate and change over time depending on the 
nature, needs, and demands of the actors and the cir-
cumstances involved [82, 83]. This means that the con-
sideration and engagement of stakeholders involved in 
healthcare system resilience is a process of continual 
attunement to the context facilitating or constrain-
ing performance variability and adaptive capacity in a 
given healthcare system. Future research should there-
fore aim to assess and further differentiate stakehold-
ers’ degree of impact on healthcare resilience relative 
to multiple and differing contextual factors.

Conclusion

This stakeholder analysis found that patients, family car-
ers, healthcare professionals, managers, policy makers 
and regulatory investigators are all in various ways key 
stakeholders in the enactment of adaptations in a range 
of healthcare settings and contexts, thus contributing to 
healthcare system resilience. This study has shown that 
family carers and healthcare professionals are likely to be 
the most active stakeholders in the enactment of adap-
tations, whereas patients contribute both directly and 
indirectly to the enactment of adaptations. Managers, 
policy makers and regulatory investigators are likely to be 
involved by providing the context / setting the scene for 
the adaptations taking place. Relationships between most 
stakeholder groups are largely characterised by commu-
nication and coordination, and to a certain extent also 
more formal collaborations, where actors work together 
to achieve common goals. The most closely linked stake-
holder groups, which work together as a team that mutu-
ally plan and share resources to accomplish common 
goals, are patients and family carers; healthcare profes-
sionals working with other healthcare professionals; 
as well as healthcare professionals and their ward/unit 
managers.

Based on these findings, we would like to make some 
recommendations for future practice and research, thus 
going beyond the scope of most published stakeholder 
analyses [46]. We recommend that healthcare service 
providers including healthcare professionals and ward/
unit managers, as well as other influential stakeholders 
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such as organisational managers, policy makers and 
regulatory investigators, acknowledge the crucial role 
that patients and their families may play within every-
day quality and safety work and that their contributions 
to the quality and safety of clinical care must be con-
sidered as a vital part of the full picture of what makes 
healthcare systems resilient. Further research is needed 
that explores in more depth how patient and stakeholder 
involvement in resilient healthcare can be developed and 
supported across all levels of the healthcare system.
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