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Abstract

Healthcare systems operate in safety-critical environments where rapid adaptation and
sustained functioning must occur simultaneously, yet existing safety frameworks tend to
conceptualise agility and resilience as separate, sequential, or retrospective capabilities.
This conceptual separation limits understanding of how safety is enacted during disruption,
when healthcare workers and organisations must respond in real time without temporal or
structural buffers. This paper introduces agilience as an emerging conceptual construct that
captures the concurrent enactment of agility (rapid adaptation) and resilience (sustained
functioning, recovery, and learning) under conditions of uncertainty. Drawing on safety
science, resilience engineering, organisational theory, and comparative industry literature,
this conceptual commentary clarifies how agilience extends existing Safety-I and Safety-II
paradigms by addressing the temporal gap between prevention-focused and learning-
focused approaches. Agilience is positioned as both an explanatory lens and an aspirational
organisational state, highlighting the alignment required between individual adaptive
capability and organisational structures to support safe, sustainable care delivery. The
paper outlines the defining features, boundaries, and system conditions under which
agilience becomes visible, and illustrates its relevance through healthcare examples. By
articulating agilience as a distinct conceptual contribution, this work provides a foundation
for future empirical investigation, measurement development, and application in healthcare
safety management.

Keywords: agilience; agility; resilience; patient safety; healthcare safety management;
nursing workforce; organisational resilience; Safety-I and Safety-II

1. Introduction
The term “agilience” is introduced as a novel concept combining two constructs, agility

and resilience, within the context of healthcare safety management. As a portmanteau, ag-
ilience is defined as the capacity to rapidly adapt to uncertain situations, merging the swift
adaptability of agility with the enduring capacity for change represented by resilience. In
healthcare safety management, these constructs are often discussed in parallel rather than
in concert, creating a gap in understanding how rapid adaptation and sustained endurance
co-occur in practice. Recent pressures such as the COVID-19 pandemic, workforce short-
ages, digital system failures, and climate-related events have further exposed the limitations
of existing safety frameworks, particularly their ability to account for rapid adaptation
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alongside sustained care delivery. Traditionally, resilience refers to the ability to recover
from adversity, while agility emphasizes the quick adaptation to new or unpredictable con-
ditions [1]. Although both constructs are critical for healthcare workers, their intersection
and collective impact on safety management have not been extensively explored.

Despite extensive scholarship on agility, resilience, and safety management, these
concepts are typically examined in isolation or treated as sequential capabilities. This creates
a conceptual blind spot in healthcare safety research, where clinicians and organisations
are required to adapt rapidly while simultaneously sustaining safe care delivery under
conditions of uncertainty. Existing frameworks do not adequately explain how these
demands are managed concurrently, nor how misalignment between agility and resilience
contributes to safety risk. Addressing this gap requires a conceptual approach that moves
beyond aggregative or retrospective models.

This paper positions agilience not as a fully operationalised theory but as a starting
point for scholarly debate and empirical inquiry. By exploring agilience, we initiate a
conversation on its potential to inform patient, healthcare worker, and organisational safety
strategies. This innovative concept has the potential to transform the way we understand
and manage safety in healthcare environments, particularly in the context of global health
emergencies. In drawing comparisons to “leagility” in manufacturing industries, this
paper offers a unique opportunity to apply the concept of agilience to patient safety in
healthcare. To clarify its conceptual contribution, the paper first situates agilience in relation
to adjacent safety constructs before examining its alignment with Safety-I, Safety-II, and
resilience engineering.

2. Design and Scope
This manuscript adopts a conceptual commentary and theoretical synthesis design.

Rather than reporting empirical findings, the paper integrates and extends existing theo-
retical perspectives to introduce agilience as an emerging construct for healthcare safety
management. Conceptual commentary and theoretical synthesis are well-established schol-
arly approaches for clarifying and advancing concepts in complex fields where empirical
operationalisation is still evolving [2–4]. In this commentary, conceptual specificity is
provided through definitional boundaries, specification of enabling conditions, illustra-
tive analytic vignettes and testable propositions, rather than through empirical claims of
effectiveness.

The scope of this paper is deliberately focused on the intersection of agility and re-
silience within healthcare safety contexts. Although both constructs are well established
across safety science, organisational theory, and healthcare literature, they are most often
examined independently or in parallel rather than as a unified construct. This limits under-
standing of how rapid adaptation and sustained functioning are enacted concurrently in
safety-critical healthcare environments, where clinicians and organisations must respond
immediately to disruption while maintaining ongoing care delivery. The concept of ag-
ilience is introduced to address this conceptual gap by describing how agility and resilience
are enacted concurrently in healthcare settings where temporal or structural buffers are
rarely available.

This commentary draws on key literature from safety science, resilience engineering,
organisational theory, healthcare leadership, and selected comparative industry sources.
Consistent with conceptual scholarship, a purposeful, theory-informed synthesis was un-
dertaken rather than a systematic review, integrating relevant bodies of work to support
theory development [4,5]. Consistent with conceptual scholarship, the contribution of this
paper lies not in empirical results, but in the development of theoretical insights. These
include: (1) a clarified definition of agilience; (2) its positioning in relation to Safety-I
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and Safety-II paradigms; and (3) illustrative examples demonstrating how agilience may
be enacted across individual, team, and organisational levels in healthcare. To enhance
conceptual rigour, the proposed construct is subsequently aligned with foundational el-
ements of theory construction, as described by Dubin [2], to support future empirical
and theoretical development. Together, these insights provide a foundation for future
empirical investigation, measurement development, and practical application in healthcare
safety management. It is important to note that agilience is not proposed as a replacement
for existing emergency procedures, regulatory frameworks, or situation-specific response
protocols, but rather as a conceptual lens for understanding how healthcare systems and
workers enact adaptation and endurance across diverse safety-critical contexts.

3. Theoretical Underpinning: Agilience and Safety
3.1. Agilience in Relation to Adjacent Safety Constructs

Agilience is positioned within an established landscape of safety and organisational
constructs, including agility, resilience, Safety-II, high-reliability organising (HRO), and
resilience engineering. Concepts such as Safety-II [6], resilience engineering [7], and high-
reliability organising [8] each have advanced understanding of how systems function under
conditions of risk and complexity. While these frameworks share conceptual overlaps,
agilience is not intended as a simple aggregation of agility and resilience. Rather, it is
proposed as a distinct analytical lens that captures the concurrent enactment of rapid
adaptation and sustained functioning during disruption, particularly in safety-critical
healthcare contexts where temporal or structural buffers are absent. Agilience is therefore
not defined by the presence of two capabilities, but by the interaction conditions under
which they must co-occur (temporal compression, constraint, and limited buffering) and
the mechanisms that stabilise rapid change while maintaining safety.

Agility is commonly understood as the capacity for rapid, flexible response to changing
conditions, enabling swift decision-making and immediate adaptation [9,10]. In healthcare,
this capacity is evident in frontline responses to emerging threats, such as rapid role
reconfiguration or workflow modification. However, agility alone does not account for the
endurance, recovery, and learning processes required to sustain safe practice over time.
Without supporting resilience mechanisms, agile responses may become unsustainable,
increasing variability, fatigue, and risk.

Resilience, by contrast, refers to the capacity of individuals, teams, or systems to
absorb disturbance, recover, and adapt over time. Within resilience engineering, resilience
is often identified retrospectively through analysis of how systems continue to function
or recover following disruption [7,11]. While this perspective has significantly advanced
understanding of success under variability, it provides limited insight into how safety is
enacted during unfolding disruption, when recovery and learning have not yet occurred.

Safety-II and high-reliability organising further emphasise anticipation, everyday
performance and learning from what goes right [6,8]. These frameworks have been in-
strumental in shifting safety thinking away from linear failure models, yet they remain
primarily explanatory, focusing on system behaviour across time rather than on the real-
time interaction between immediate adaptation and sustained functioning at the point
of care.

Agilience differs from these adjacent concepts by explicitly focusing on when and how
rapid adaptation and sustained functioning occur together during disruption. It specifically
addresses the period during disruption when healthcare workers and organisations must
adapt rapidly while maintaining safe, continuous care delivery. Rather than describing
adaptation followed by recovery, agilience captures the co-presence and interaction of
these capacities under conditions of uncertainty, time pressure, and constraint. Importantly,
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agilience does not replace existing safety frameworks. Instead, it complements Safety-I,
Safety-II, and resilience engineering by addressing a conceptual gap between prevention-
focused and learning-focused approaches. While Safety-I emphasises control prior to
events, and Safety-II and resilience engineering emphasise learning following events,
agilience focuses on how safety is enacted in situ, when neither prevention nor recovery
alone is sufficient.

By articulating this distinction, agilience is advanced as an emergent theory-building
construct. Its contribution lies not in redefining agility or resilience, but in explicating
their interaction under specific system conditions common to healthcare, providing a
foundation for future empirical and operational development. Table 1 summarises the
conceptual distinctions between agilience and adjacent safety and organisational constructs,
highlighting agilience’s unique focus on the concurrent enactment of rapid adaptation and
sustained functioning during disruption.

Table 1. Conceptual comparison of agilience and adjacent safety and organisational constructs.

Construct
Primary
Temporal
Focus

Mode of Action When Most
Visible

Primary
Contribution to
Safety

Key Limitation in
Healthcare Contexts

Agility Immediate,
short-term

Rapid
adaptation,
flexibility, swift
decision-making

At the onset of
disruption

Enables fast
response to
emerging threats
and changing
conditions

Lacks mechanisms for
endurance, recovery
and sustained safe
functioning; may
increase variability if
unsupported

Resilience Medium to
long-term

Recovery,
endurance,
learning, system
stabilisation

During
recovery and
post-
disruption
analysis

Supports
continuity of
function and
learning following
adversity

Often identified
retrospectively;
provides limited insight
into real-time
adaptation during
unfolding disruption

Safety-I Pre-event
Prevention,
control, error
reduction

Prior to
adverse events

Reduces known
risks through
standardisation
and control

Limited capacity to
account for adaptation
under complexity and
uncertainty

Safety-II Post-event/
system-level

Understanding
success, learning
from normal
work

After events
through
analysis

Shifts focus to
everyday
performance and
adaptive capacity

Primarily explanatory;
less explicit about
real-time interaction
between adaptation
and endurance

High-
Reliability
Organising
(HROs)

Ongoing

Anticipation,
sensitivity to
operations,
collective
mindfulness

In high-risk,
tightly coupled
systems

Supports
reliability under
complexity
through
organisational
principles

Focuses on
organisational
characteristics rather
than moment-to-
moment adaptive
interaction

Resilience
Engineering

System
lifecycle

Anticipation,
monitoring,
response,
learning

Across system
functioning
over time

Explains how
complex systems
sustain
performance
under variability

Emphasises system
properties; less
attention to temporal
compression during
acute disruption
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Table 1. Cont.

Construct
Primary
Temporal
Focus

Mode of Action When Most
Visible

Primary
Contribution to
Safety

Key Limitation in
Healthcare Contexts

Agilience
(proposed)

In situ,
concurrent

Simultaneous
rapid adaptation
and sustained
functioning

During
disruption
under time
pressure and
uncertainty

Explains how
safety is enacted
when adaptation
and endurance
must co-occur

Not yet operationalised;
requires further
empirical development
and measurement

Note. Conceptual descriptions of agility, resilience, Safety-II, high-reliability organising, and resilience engineering
are informed by established safety science literature [6–8]. The definition of agilience represents the authors’
theoretical contribution.

3.2. Agilience, Safety-I, Safety-II and Resilience Engineering

Having distinguished agilience from adjacent safety and organisational constructs, the
following section situates the concept within established patient safety paradigms, particu-
larly Safety-I, Safety-II, and resilience engineering. Patient safety remains a global health
priority, with the World Health Organisation (WHO) estimating that four out of ten people
suffer harmful events in healthcare settings, with up to 80% considered preventable [12].
Trends in safety research have shifted from hindsight to foresight safety management with
growing attention to technical safety, human factors, safety management systems, safety
culture and resilience [13]. Further, the work of Reason [14] and Hollnagel [6] has greatly
contributed to our understanding of risk and safety management in healthcare settings.
Hollnagel’s Safety-I model describes the reactive nature of safety management, in which
the intention is to keep adverse outcomes ‘as low as possible’ [6]. The model suggests that
safety can be achieved through strict control measures, with the goal of preventing failures
before they occur. In contrast, the Safety-II model takes a proactive approach with a focus
upon succeeding under variable conditions, rather than focusing on ‘failures’ [6]. It focuses
on what works well, even under challenging conditions, and encourages the exploration of
everyday resilience within complex systems [6]. Healthcare environments typically require
both approaches, as organisations must prevent known risks while enabling adaptation to
emerging threats and complexity [14]. While there is extensive literature examining agility
and resilience within healthcare, these constructs are most often addressed independently
or sequentially. The capacity to adapt rapidly in the face of uncertainty (agility) and the
capacity to sustain functioning, recover, and learn under pressure (resilience) align closely
with Safety-II’s emphasis on success in complex systems. However, existing frameworks
provide limited insight into how these capacities are enacted simultaneously during disrup-
tion. Agilience addresses this gap by focusing on the real-time interaction between rapid
adaptation and sustained functioning when healthcare systems must respond without
temporal or structural buffers.

Resilience engineering provides an additional theoretical lens for understanding
agilience. Resilience engineering focuses on the ability of complex systems to adapt, learn,
and recover from disturbances, rather than simply preventing failures [7]. It emphasizes
the proactive adaptation of systems to changing environments. This perspective aligns with
agilience, as it encompasses both the reactive adaptation of resilience and the proactive
adaptability of agility.

According to resilience engineering principles, systems are most effective when they
can anticipate disruptions, monitor performance, and learn from experiences to improve
future responses [11]. Agilience provides a lens for examining how these principles are
enacted during disruption, when rapid adaptation and sustained safe functioning must
co-occur. By enhancing the ability to respond quickly (agility) and recover effectively
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(resilience), healthcare workers and organizations are better prepared for emergencies and
ongoing challenges. This focus can support more sustainable and flexible patient safety
strategies across disruptions such as pandemics, cyber incidents, and workforce crises.

4. Agility in Healthcare
The following section briefly revisits agility to clarify its conceptual foundations be-

fore examining how it contributes to the proposed construct of agilience. Traditionally,
agility was defined in a physical capacity, relating to a person’s ability to move quickly
and change direction. Subsequent descriptions included the relationships between agility
and cognitive elements, such as visual scanning, visual scanning speed, anticipation and
decision making [15]. These are important contributions to the collective understanding of
individual agility, as they encourage opportunities to focus on agility in both a physical and
cognitive sense. Historically, concepts of individual agility were explored to identify people
with leadership potential. This is where learning agility was first introduced by Lombardo
and Eichinger [16] defining it as ‘the willingness and ability to learn new competencies and
perform under first-time, tough or different conditions.’ Four facets of measurable learning
agility were identified: people agility, results agility, mental agility and change agility [16].
People agility depicts people who have self-awareness and who learn from experience,
whilst results agility pertains to people who achieve under tough conditions [16]. Mental
agility describes people who consider alternative solutions and are comfortable with com-
plexity and explaining their thinking to others [16]. Lastly, change agility describes people
who are curious and who regularly engage in skill-building activities [16]. Ultimately, a
person with high learning agility seeks new learning experiences and challenges, actively
seeks feedback, engages in self-reflection, and evaluates their experiences [16,17]. These
constructs of learning agility are relevant to the healthcare environment, as they provide
means of enhancing teamwork and identifying people with leadership potential [16].

The identification of learning agilities transitions into the idea of leadership agility,
which is the extent to which an organisation’s leaders effectively adapt to environmental
changes [18]. Similarly to learning agility, the core feature of agile leadership is the leader’s
ability to engage in reflective action to gain greater insight [10]. Nurse leaders must be able
to adapt to the situation, respond to the reactions of their team and have sufficient agility
to deal with unexpected circumstances [19]. Nurses and allied health professionals are
encouraged to engage in regular reflective practice to gain insight into their own thoughts
and behaviour, and to further their development within healthcare. Additional focus on
agile leadership assessments, training and coaching is recommended within healthcare
organisations to close agility gaps and to improve leadership culture [10].

Various definitions of agility have been identified within other industries and have
been applied in a healthcare context. In a business and information technology (IT) setting,
organisational agility is the ability of an organisation to adapt to sudden changes in mar-
kets, technology, legal constraints, and environmental changes [9]. This is important as
organisations with greater agility are more effective in dealing with rapid change, produce
better business outcomes and add greater value for their stakeholders [10]. The foundation
of organisational agility is the workers within the organisation and their willingness to
adapt to any changes or new policies [20]. Therefore, consideration needs to be given to
both individual, leadership, and organisational agilities, given that employees are usually
responsible for implementing any system changes. An agile workforce may buffer the
relationship between environmental uncertainty and healthcare outcomes in a healthcare
setting, denoting its significance in patient safety [21]. Workforce agility is important
in maintaining the status quo of a dynamic healthcare system, emphasising the need to
progress various agilities in employees.
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5. Resilience in Healthcare
Resilience is a key component to many theories and models of safety, given its versatil-

ity and significance across disciplines and sectors. The concept of resilience has been widely
researched across healthcare, investigating its influence in patients, healthcare workers and
leaders, communities, organisations and on a systemic level. The American Psychological
Association [22] defines resilience as ‘the process and outcome of successfully adapting
to difficult or challenging life experiences, especially through mental, emotional, and be-
havioural flexibility and adjustment to external and internal demands.’ Although this
definition largely relates to psychological resilience and the ability of a person to ‘bounce
back,’ other definitions recognise the complexity and diversity of resilience [23]. Resilience
may have specific meaning for an individual, family, organisation, society, and culture, in
which individuals require a type of resilience depending on the nature of the trauma [23].
In a healthcare context, resilience is considered to be a protective factor in preventing
occupational burnout, particularly for nurses who encounter workplace adversity [24].
This research is relevant, as it provides opportunities to develop strategies to optimise
resilience in the workplace.

The Swiss Cheese model of accident causation is an iconic contribution to the realm of
safety, recognising the variability between the environment and subsystems [14]. The slices
of cheese with varying degrees of holes represent an organisation’s defence against failure
or hazards [14]. This model purports that an adverse incident is likely to occur when a
series of cheese holes ‘line up’, causing harm to people, assets, and the environment [14].
Relating this model to a healthcare setting, healthcare workers and organisations need to
adapt to various situations due to the unpredictability of their environment. This brings
forth the concept of organisational and systemic resilience. A system is deemed to be
resilient if it can maintain its functioning before, during and after a disturbance, and can
sustain required operations during times of uncertainty [7]. Maintaining resilience allows
high-reliability organisations to continue to safely function in the face of uncertainty [8].

Individuals and communities are situated along a ‘continuum’ of resilience, in which
one can never be fully resilient, due to new and unprecedented threats [25]. This creates a
need for continuous quality improvement processes, where resilience is measured, assessed,
and efforts are made to improve or promote it. Resilience itself cannot be measured until
after an impact, therefore only the potential for resilience can be determined [11]. As an
example, the impact of the COVID-19 pandemic on individual and organisational resilience
is still yet to be fully understood, due to the ongoing crisis. Resilience performance
can be identified as the potential to respond and intervene, the potential to monitor, the
potential to learn and the potential to anticipate [26]. In a healthcare setting, adaptability
and flexibility of healthcare workers is essential; however, human error is also the cause
of many errors [7]. Therefore, a resilient system must be proactive, flexible, adaptive,
and prepared [7], with ongoing efforts to advance the contribution of resilience to safety
management. The addition of agility to resilience combines the proactive and reactive
components of safety management. Agilience complements Safety-I and Safety-II by
focusing on how safety is enacted during disruption, when rapid adaptation and sustained
functioning must co-occur.

6. A Portmanteau Approach from Industry
The preceding sections have outlined existing perspectives on agility, resilience, and

safety management in healthcare. Building on this foundation, the following section articu-
lates the original conceptual contribution of this paper by defining agilience as an emerging
construct and situating it within safety science and healthcare contexts. The concept of
agilience draws similarities to another portmanteau originating from the manufacturing
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industry. Historically, the use of the term ‘agility’ in the manufacturing industry was first
introduced by the, 21st Century Manufacturing Enterprise Strategy [27]. Their manuscript
was developed in response to the increasing rate of change and uncertainty in business [27].
This was followed by advances in the software industry with the publication of the twelve
philosophical principles of the Agile Manifesto [28]. Many definitions of supply chain
agility have been proposed, with this current paper using the definition from Swafford
et al. [29], ‘the supply chain’s capability to respond in a speedy manner to a changing
marketplace environment’. This description reiterates the importance of time, in response
to environmental changes.

Manufacturing industries include a range of approaches to respond to market demand.
Lean strategies enable cost/time efficiency and a reduction in unnecessary business prac-
tices, whilst agile strategies enable proactive and flexible responses to market changes [30].
In a healthcare context, a lean strategy is best suited to a market with predictable demand
and low variety, as achieving lean cost efficiency at the cost of agility may impact patient
safety [31]. The complementary nature of these two manufacturing paradigms inspired the
term ‘leagility’ (lean/agile), referring to a combination of both strategies with a decoupling
point, acting as a buffer [32]. The decoupling point is the position along the supply chain in
which lean changes to agile [32]. This is important to note because this buffer safeguards
against unexpected situations. The concept of leagile also applies to disaster supply chain
scenarios, in which organisations may require greater agility strategies to accommodate
additional requirements. This was demonstrated during the COVID-19 pandemic, in which
increased demands were placed on healthcare organisations. The diversion of resources
to address the pandemic has led to a disruption of essential health services, requiring
urgent adaptation from a transmission, socio-economic, cultural, public attitude, and health
system perspective [33]. This integration of seemingly competing capabilities in indus-
try highlights how conceptually unified approaches can address complex, high-pressure
environments, providing a useful parallel for examining safety management challenges
in healthcare.

7. Agilience as an Emerging Construct: Alignment with Dubin’s
Theory-Building Framework

In early stages of theory development, conceptual clarity is achieved by specifying
foundational elements rather than fully operationalised models. Dubin [2] proposes that
theories are built through the identification of units, laws of interaction, boundaries, and
system states. While agilience is not advanced here as a complete theory, aligning the con-
struct with these elements strengthens its conceptual rigour and supports future empirical
development.

Units: The core units of agilience are agility and resilience, conceptualised as distinct
yet interdependent capabilities within healthcare safety systems. Agilience represents their
simultaneous enactment rather than their independent or sequential application.

Laws of interaction: Within agilience, agility and resilience interact dynamically rather
than linearly. Rapid adaptive responses (agility) enable immediate action under uncertainty,
while resilience processes support endurance, recovery, and learning. The interaction is
mutually reinforcing: agility without resilience risks unsustainable or unsafe responses,
while resilience without agility may delay critical adaptation.

Boundaries: The concept of agilience is bounded to safety-critical, high-reliability
healthcare contexts characterised by uncertainty, time pressure, and institutional constraint.
It is not intended to describe routine operations under stable conditions, nor to replace
existing safety or resilience frameworks.
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System states: Agilience becomes most visible during periods of disruption, such as
pandemics, digital system failures, workforce shortages, or climate-related emergencies.
Under these system states, healthcare workers and organisations must simultaneously
adapt and sustain safe care delivery, revealing the limits of agility-only or resilience-
only responses.

In this paper, agilience is conceptualised as an emerging theoretical construct with
aspirational implications. As a construct, it offers an explanatory lens for understanding
how agility and resilience interact under conditions of uncertainty. As an aspiration, it
highlights the organisational conditions required to support safe, adaptive, and sustainable
practice. This dual positioning is intentional, reflecting early-stage theory development in
which conceptual clarification precedes operationalisation and empirical testing. Unlike
resilience, which is often operationalised retrospectively following system impact, agilience
encompasses both prospective and in situ components. It reflects the capacity to anticipate,
adapt, and sustain safe practice during unfolding disruption, as well as to learn following
recovery. As an emerging construct, agilience is not yet operationalised for measurement;
rather, this paper provides conceptual foundations to support future development of
indicators that capture adaptive capacity during, not only after, system stress.

Consistent with early-stage theory development, the next step is not immediate op-
erationalisation but systematic clarification of defining attributes and indicators. While
agilience is not yet operationalised, future empirical research could explore its presence
through qualitative and mixed-methods approaches. Potential pathways include ethno-
graphic observation and incident debrief analysis to identify observable markers of con-
current adaptation and sustained functioning during disruption, as well as organisational
diagnostics examining governance flexibility, escalation clarity, and availability of safety
scaffolding. A Delphi method involving multidisciplinary healthcare and safety experts
may be used as an intermediate step to establish consensus on defining attributes, enabling
conditions and indicators of agilience prior to scale or framework development. Such
approaches would support the development of context-sensitive indicators capable of
capturing agilience as enacted in situ across individual, team and organisational levels.

8. Agilience at Individual and Organisational Levels
While agility and resilience are often discussed at the level of individual capability,

agilience must also be understood as an organisational property shaped by structure,
governance, and institutional constraints. Healthcare organisations operate within highly
institutionalised environments characterised by regulation, standardisation, and normative
pressures, which can limit rapid organisational adaptation even when individual workers
demonstrate high agility and resilience.

From this perspective, agilience does not emerge solely from agile or resilient individ-
uals, but from the alignment between individual capabilities and organisational conditions
that enable or constrain adaptive action. An organisation may employ highly agile and
resilient staff yet remain organisationally inflexible due to rigid hierarchies, risk-averse
cultures, or tightly coupled systems. Conversely, organisations may adopt structurally agile
practices (e.g., flexible staffing models or decentralised decision-making) while lacking
workforce support mechanisms that sustain resilience over time.

Conceptually, this suggests four broad organisational states: (1) agile and resilient
individuals within non-agile, non-resilient organisations; (2) non-agile individuals within
non-agile organisations; (3) non-agile individuals within structurally agile organisations;
and (4) alignment between agile, resilient individuals and organisational structures that
support adaptive and sustainable practice. Agilience, as proposed here, represents an
aspirational yet theoretically grounded state of alignment, in which individual and or-

https://doi.org/10.3390/hospitals3010003

https://doi.org/10.3390/hospitals3010003


Hospitals 2026, 3, 3 10 of 15

ganisational capabilities reinforce one another to support safe care under conditions of
uncertainty. This aspirational framing is not normative ‘best practice’ guidance, but a way
of specifying the system conditions under which agilience is more or less likely to emerge.
Table 2 summarises the four organisational states that emerge from varying alignment
between individual and organisational agilience.

Table 2. Conceptual Matrix of Individual and Organisational Agilience in Healthcare.

Individual
Agilience Low “Organisational Agilience” High “Organisational Agilience”

High

Individual-dependent adaptation
Healthcare workers demonstrate high agility and
resilience, frequently adapting practice and
compensating for system limitations. However,
rigid organisational structures, hierarchical
decision-making, and limited flexibility constrain
sustainable adaptation, increasing reliance on
workarounds and risk of workforce fatigue.

Aligned agilience (aspirational state)
Individual capability and organisational
conditions are mutually reinforcing.
Structures, governance, and culture enable
rapid adaptation while supporting recovery,
learning, and workforce wellbeing, allowing
safety to be maintained during disruption.

Low

Systemic fragility
Limited individual adaptive capacity combined
with inflexible organisational conditions results
in poor preparedness and reduced ability to
respond to disruption, increasing vulnerability to
safety failures and limiting recovery.

Structurally agile, workforce-vulnerable
Organisational flexibility is prioritised
without sufficient workforce support,
training, or recovery mechanisms. Agility is
achieved at the expense of resilience,
increasing the risk of moral distress and
unsustained performance.

Note. This matrix illustrates conceptual organisational states rather than empirical classifications. Agilience is
proposed as the aligned state in which individual capability and organisational conditions jointly support safe,
sustainable care delivery under conditions of uncertainty.

9. Examples of Agilience in Practice
The following examples are presented as analytical vignettes and interpreted through

the organisational alignment states outlined in Table 2, illustrating how alignment or
misalignment between individual capability and organisational conditions shapes the
enactment of agilience in practice. In this paper, an event is considered illustrative of
agilience when it demonstrates: (1) simultaneous rapid adaptation and sustained function-
ing, (2) action under conditions of uncertainty and time pressure, and (3) maintenance of
safety despite limited temporal or structural buffering. Each vignette is structured using
a consistent analytic logic: disruption context, adaptive response, maintenance of safety,
interaction mechanisms, and outcomes. They are presented as structured illustrations that
apply predefined analytical criteria, rather than as empirical validation, and are intended
to demonstrate analytic application of the construct rather than evidence of effectiveness.

Example 1: Cybersecurity Breach Requiring Immediate Transition to Paper-Based
Systems

Disruption context: A cybersecurity breach resulted in loss of access to core digital
systems (e.g., electronic documentation, ordering systems), creating an immediate opera-
tional disruption in a safety-critical environment. Care delivery needed to continue without
the usual digital safeguards and information pathways, while patient flow (including
admissions) persisted.

Adaptive response (agility): Staff rapidly shifted to paper-based workflows, recon-
figured communication channels, and redistributed tasks to preserve continuity of care.
Immediate adaptations included establishing temporary documentation processes, clarifica-
tion of responsibility for tracking orders/results and creating workarounds for information
transfer across teams.
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Maintenance of safety (resilience): To sustain safe functioning beyond the initial
pivot, teams relied on existing safety practices that required reconfiguration for manual
processes, including cross-checking of paper charts, enhanced verbal handover routines,
and prioritisation of high-risk medication and documentation points. Sustained functioning
required pacing workloads, managing fatigue, and maintaining situational awareness as
the absence of electronic prompts and decision-support increased cognitive load.

Interaction mechanisms (how agility and resilience co-occurred): This vignette illus-
trates agilience through observable mechanisms, including:

1. Temporal compression: the transition required immediate action without a buffer
period for training or formal process redesign.

2. Reconfiguration of safety controls: established checking, verification, and escalation
practices were maintained but adapted for manual workflows, increasing reliance on
shared vigilance and verbal confirmation.

3. Cognitive load redistribution: the loss of electronic decision support (e.g., alerts,
order tracking, access to electronic histories) shifted risk management to clinicians,
necessitating compensatory strategies to prevent omission and duplication.

4. Workflow and role adaptation: rapid task redistribution (agility) required stabilisation
through existing team routines, leadership oversight, and informal coordination
(resilience) to sustain safe functioning.

Outcomes and learning: Safe care delivery was maintained during the disruption
through concurrent rapid adaptation and stabilisation of existing safety practices. As digital
systems were progressively restored, teams were required to manage the transition back
to electronic workflows, including reconciliation of paper documentation, verification of
medication records, and confirmation of pathology and referral status to prevent duplica-
tion or omission. Where post-incident review occurred, this phase informed refinement of
downtime and recovery procedures, clarified responsibilities during system restoration,
and highlighted dependencies on electronic prompts and decision-support, supporting
future preparedness.

Interpretation via Table 2: This vignette most closely reflects individual-dependent
adaptation when safe functioning relies heavily on staff workarounds in the absence of
organisational scaffolding; it approaches aligned agilience when downtime procedures,
leadership support, and clear governance structures enable both rapid adaptation and
sustained safe practice.

Example 2: Redeployment to Critical Care During Workforce Surge
Disruption context: During the COVID-19 pandemic, and in subsequent workforce

surge events, severe staffing shortages necessitated rapid redeployment of nurses from
non-critical care settings into intensive care environments. In some instances, nurses
with limited post-registration experience, those returning to the workforce after extended
absence, and retired clinicians were rapidly re-engaged. Concurrently, less experienced
nurses were promoted into team leader or coordination roles due to workforce attrition.
Redeployment occurred under conditions of uncertainty and time pressure, with limited
opportunity for formal preparation or staged transition.

Adaptive response (agility): An acute care nurse with minimal exposure to ventilated
patients was assigned to support care delivery in an intensive care unit. Immediate adap-
tation involved rapid orientation to unfamiliar clinical environments, technologies, and
workflows, shadowing experienced ICU staff and undertaking essential patient care tasks
aligned with capability. Roles were dynamically adjusted to enable contribution while
limiting exposure to high-risk decision-making beyond scope or experience.

Maintenance of safety (resilience): Sustained safe functioning required mechanisms
beyond initial redeployment. These included close supervision, structured escalation
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pathways, repeated micro-learning, and reliance on team routines to manage fatigue,
emotional stress, and heightened cognitive load. For less experienced and returning staff,
safety was supported through paired working, explicit task boundaries, and frequent cross-
checking. For nurses promoted into leadership roles, resilience was scaffolded through
shared leadership models, peer consultation, and informal mentoring.

Interaction mechanisms (how agility and resilience co-occurred): Agilience is illus-
trated through several observable interaction mechanisms:

1. Guided flexibility: rapid role adaptation was enabled through supervised task alloca-
tion rather than autonomous scope expansion.

2. Distributed leadership under constraint: leadership responsibilities shifted rapidly to
maintain coordination despite limited experience.

3. Progressive capability building: short-cycle learning supported endurance and re-
duced risk over time.

4. Relational coordination: communication, psychological safety and team familiarity
enabled rapid task redistribution while maintaining safeguards.

5. Sustainment supports: rostering adjustments, informal debriefing and peer support
(where available) prevented rapid adaptation from becoming unsafe or unsustainable.

Outcomes and learning: Care delivery was maintained during workforce disruption
through concurrent rapid adaptation and stabilisation practices. Learning from these
redeployments informed clearer articulation of minimum safe redeployment conditions,
including supervision ratios, task boundaries, leadership support mechanisms, and training
requirements to strengthen preparedness for future surge conditions.

Interpretation via Table 2: This vignette reflects movement between individual-
dependent adaptation, where safety relies heavily on personal coping and informal support
and aligned agilience, where organisational structures, leadership oversight and workforce
supports enable both rapid adaptation and sustained safe practice.

Taken together, these analytical vignettes show how agilience becomes visible when
healthcare systems must enact rapid adaptation and sustained functioning simultane-
ously during disruption. Across both technological failure and workforce surge contexts,
safety was maintained not through agility or resilience alone, but through their concurrent
interaction, shaped by the alignment between individual capability and organisational
conditions. The vignettes further indicate that agilience is not a fixed attribute, but an
emergent property that fluctuates with governance, leadership support, task design, and
available safety scaffolding. These observations highlight the practical significance of ag-
ilience for healthcare safety management and inform consideration of its implications when
agility and resilience are misaligned, overextended, or unsupported. The following section
therefore examines the implications of agilience for patient safety, workforce wellbeing and
organisational risk in safety-critical healthcare environments.

10. Implications for Safety
While this commentary draws primarily on nursing and healthcare workforce ex-

amples, the enactment of agilience is likely to vary across professional groups due to
differences in scope of practice, decision autonomy, training pathways, and organisational
positioning. For example, nurses, medical practitioners, and allied health professionals
may demonstrate agilience through distinct adaptive behaviours, escalation practices, and
sustaining mechanisms shaped by disciplinary norms, regulatory frameworks and inter-
professional team configurations. Exploring such professional variability represents an
important direction for future empirical research, rather than a limitation of the present
conceptual contribution.
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The value of agilience is most evident when agility and resilience are misaligned.
Overemphasis on resilience without agility may result in endurance of unsafe or inefficient
practices, delayed responses to emerging threats, and workforce exhaustion. Conversely,
agility without resilience may produce rapid but unsustainable adaptations, increasing
risk, variability, and moral distress among staff. In safety-critical healthcare settings, such
imbalances can contribute to patient harm, staff burnout, and organisational fragility.
Agilience provides a conceptual lens for understanding how such failures emerge when
rapid adaptation and sustained recovery are not jointly supported.

The framework for action in the Global Patient Safety Action Plan 2021–2030: Towards
Eliminating Avoidable Harm in Health Care, aims to eliminate avoidable harm to patients
and healthcare workers [34]. This framework recognises the role of both Safety-I and Safety-
II models for improving patient safety, and the contribution of proactive risk management
and resilience in high-reliability organisations [34]. Exploring the concept of agilience
may enhance our understanding of the relationship of these two constructs in healthcare,
since agility practices directly improve resilience in supply chain management [35]. The
proactive and reactive elements of agilience describe the conduct in which frontline workers
have responded to the events of the COVID-19 pandemic. Agilience serves as an analogy
to leagility, in which it is a combination of both paradigms without the decoupling point
acting as a buffer, due to the intertwined nature of these constructs. Further exploration of
agilience could focus on how this combined agility-resilience framework enhances patient
safety in high-risk healthcare environments. Investigating the presence of agilience in
healthcare teams could provide insights into its role in reducing medical errors, improving
communication during emergencies, and enhancing the overall safety culture in healthcare
settings. While first observed acutely during the pandemic, the concept of agilience is
increasingly critical for ongoing systemic pressures, including chronic workforce strain,
climate-related disasters, and the rapid digitalisation of health services. While specific
threats such as cyber incidents, pandemics, or natural disasters require tailored procedural
responses, the underlying capacity to adapt rapidly while sustaining safe care delivery
represents a common safety challenge across these contexts.

This paper introduces agilience as a conceptual construct for healthcare safety, using a
portmanteau to articulate the simultaneous interaction of agility and resilience. To date, the
term has not been defined or theorised within healthcare safety literature. As proposed
here, agilience offers a novel lens through which patient safety can be understood, with
implications for advancing theoretical and applied approaches to safety management. Fu-
ture research may expand on previous studies such as Braun et al. [36], which investigated
the contribution of seven dimensions, including agility and resilience, towards organisa-
tional change. Further research into the common characteristics of agility and resilience
at an operational level has also been proposed [37], however this paper has explored the
concept of combining both constructs. Developing validated agilience tools may provide
insight into the presence of agility-resilience in healthcare workers and its significance to
an organisation. This provides opportunities to develop agilience specific programs for
healthcare workers and for undergraduate courses. Advancing the education of healthcare
workers improves population health and resilience and builds the capacity for communities
to respond to health emergencies [33]. There is also the possibility of investigating agilience
from a patient’s perspective and exploring its application to a hospital environment.

Ultimately, an initial concept emerges as a vague idea, which is then followed by
gradual clarification as the theory takes a more precise, coherent and rigorous form [38].
Agilience is the initial concept, requiring further exploration into its contribution to safety
management in healthcare.
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11. Conclusions
This paper advances agilience as an emerging conceptual construct for understanding

how healthcare systems enact safety under conditions of disruption. By focusing on
the simultaneous requirements for rapid adaptation and sustained functioning, agilience
addresses a critical gap in existing safety frameworks that primarily conceptualise safety
either before or after system impact. Positioned as both an explanatory lens and an
aspirational organisational state, agilience highlights the importance of alignment between
individual adaptive capability and organisational structures, governance, and culture.
Importantly, agilience does not replace established Safety-I or Safety-II approaches, but
complements them by focusing attention on safety as it is enacted during disruption.
As a theory-building contribution, this work provides a foundation for future empirical
investigation, including the development of indicators capable of capturing adaptive
capacity in real time and across organisational levels. As healthcare disruption becomes
routine rather than exceptional, the ability to conceptualise safety as concurrent adaptation
and endurance may be critical to the future of healthcare safety management.
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