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Abstract

Background: Providing care to cancer patients is associated with a substantial psychological and emotional load
on oncology workers. The purpose of this project is to co-construct, implement and assess multidimensional
intervention continuums that contribute to developing the resilience of interdisciplinary cancer care teams and
thereby reduce the burden associated with mental health problems. The project is based on resources theories and
theories of empowerment.

Methods: The study will involve cancer care teams at four institutions and will use a mixed-model design. It will be
organized into three components:
(1) Intervention development. Rather than impose a single way of doing things, the project will take a participatory
approach involving a variety of mechanisms (workshops, discussion forums, surveys, observations) to develop
interventions that take into account the specific contexts of each of the four participating institutions.
(2) Intervention implementation and assessment. The purpose of this component is to implement the four
interventions developed in the preceding component, assess their effects and whether they are cost effective. A
longitudinal quasi-experimental design will be used. Intervention monitoring will extend over 12 months. The
effects will be assessed by means of generalized estimating equation regressions. A cost-benefit analysis will be
performed to assess the cost-effectiveness of the interventions, taking an institutional perspective (costs and
benefits associated with the intervention).
(3) Analysis of co-construction and implementation process. The purpose of this component is to (1) describe and
assess the approaches used to engage stakeholders in the co-construction and implementation process; (2) identify
the factors that have fostered or impeded the co-construction, implementation and long-term sustainability of the
interventions. The proposed design is a longitudinal multiple case study.
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Discussion: In the four participating institutions, the project will provide an opportunity to develop new abilities
that will strengthen team resilience and create more suitable work environments. Beyond these institutions, the
project will generate a variety of resources (e.g.: work situation analysis tools; method of operationalizing the
intervention co-development process; communications tools; assessment tools) that other oncology teams will be
able to adapt and deploy elsewhere.

Keywords: Multidimensional intervention, Co-construction, Resilience, Occupational mental health, Oncology,
Multidisciplinary team, Implementation analysis, Effects analysis, Cost-benefit analysis, Longitudinal design

Background
Problem statement
Over the last decade, the well-being of cancer care
workers, their resilience and their ability to deal with the
hazards associated with complex care settings in this
sector have emerged as major challenges for health care
systems [1–3]. Cancer care workers take a heavy toll in
terms of work-related mental health problems: stress
and anxiety, fatigue, sense of ineffectiveness, burnout,
depression [4, 5]. The significance of these problems is
related not only to their potential impact on the quality
of care, but also to the threats they pose to the viability
of the workforce in this field. While the demand for can-
cer care treatment continues to rise, these problems are
associated with an array of consequences (absenteeism,
staff turnover, loss of productivity) that tend to shrink
the pool of available workers [6, 7]. To be able to main-
tain a balance between the growing demand for increas-
ingly complex oncology care and the supply of qualified
human resources, decision makers must address the dual
challenge of optimizing the health of their workers and
strengthening the resilience of care teams.

General research objective
The purpose of this project is to co-construct, imple-
ment and assess multidimensional intervention continu-
ums that contribute to developing the resilience of
interdisciplinary cancer care teams and thereby reduce
the burden associated with mental health problems.

Literature review
Recent studies show that the threats to the well-being
of cancer care workers depend on interactions among
a number of factors situated on three dimensions: (1)
the nature of care and the associated emotional and
psychological demands (e.g.: expectations of patients/
families, complexity of treatments, possibility of death,
feeling of helplessness, ethical dilemmas); (2) individ-
ual factors (e.g.: training, experience, work-life bal-
ance); (3) organizational conditions (e.g.: support of
colleagues and immediate superior, workload, work
organization, safety) [8–11]. These three dimensions
refer to various situations that can be anticipated and

averted in some cases, controlled in others, by strength-
ening team resilience [12]. Teams play a major role in
complex settings such as cancer care where work de-
mands often exceed individuals’ abilities and can only be
met through interdependence-individuals working to-
gether. Organizations must rely on the collective abilities
and resilience of their teams to deal with the variability of
daily activities, the difficulty of the associated tasks, and
the complexity of demands, often within a context of lim-
ited resources [13, 14].
Team resilience is not a new concept, but research work

on operationalizing it in the workplace is still in the early
stages of its development. While resilience is regarded as the
outcome of interactions among an array of protective factors
(psychological, social, organizational), interventions aimed at
improving well-being do not always reflect this complexity.
These interventions are often one-dimensional, targeting
isolated factors (e.g.: interventions limited to primary pre-
vention activities like training; interventions focused on indi-
viduals, ignoring organizational aspects and team dynamics)
[15–17]. A systematic review, by Leppin et al. (2014), notes
the lack of an integrating theoretical framework to guide the
development of these interventions [18].
Despite a wide range of perspectives, conceptual and

empirical research results on team resilience agree on
two main aspects:

� The first is that team resilience is influenced by
factors that operate at three levels: individual, team
and organization. Team resilience reflects not only
the characteristics of its individual members, but
also the team’s distinctive qualities that emerge from
interactions and transactions between members and
that can take a variety of forms in various
organizational settings [19, 20].

� The second aspect is that interventions to
strengthen team resilience must be understood as a
dynamic process of developing abilities that provide
the team with the means to rise to challenges in a
resilient fashion. These abilities have been grouped
together into three categories: (1) ability to
monitor and anticipate hazardous situations and
to prepare for them by building a pool of available
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resources (personal, social, organizational); (2)
ability to respond to difficult situations when
they arise by tapping into the pool of resources; (3)
ability to learn from difficult situations in order
to generate new resources [12, 21].

This research suggests that multidimensional interven-
tions, combining a variety of activities conducted at
several levels, covering a continuum of abilities, and
focused on the needs of stakeholders, constitute more
effective options for building and maintaining team re-
silience. These studies also indicate, however, that the
optimal combinations of activities are yet to be identi-
fied, owing to a small base of research with numerous
limitations (static methods based on descriptive cross-
sectional designs that clash with the dynamic nature of
resilience; small sample sizes; short-term interventions
and follow-up; qualitative assessments limited to the
processes, without any analysis of effects) [4, 8, 16, 22].

Theoretical framework
The project will be based on a theoretical body of work
incorporating two perspectives: resources theories and
theories of empowerment.
Resources theories (demands-resources model, con-

servation of resources, job decision latitude) focus on
the complexity of the determinants associated with mental
health problems at work and the processes for developing
resilience [23–25]. From this perspective, resilience de-
pends on various personal (e.g.: stress management skills),
social (e.g.: social network) and organizational (e.g.: sup-
port from supervisor) resources that teams can mobilize
in hazardous situations. These resources can play a role as
a buffer and provide protection against excessive demands
or hazardous situations [26]. One characteristic of resilient
teams is their ability to build a capacity pool and to tap
into it when facing adverse situations [27, 28]. In situa-
tions where a loss of resources is inevitable, resilient teams
stand out by their ability to control the management of
these losses (redefine objectives, reallocate remaining re-
sources to priority activities, review strategies and means
available) and build new resources and capacity [29].
These theories will be useful, in this project, to help guide
the construction of interventions in support of the devel-
opment of various types of resources (personal, social,
organizational) and to ensure balance with the demands
teams must deal with.
Theories of empowerment focus on the roles of the

players involved in resilience development processes
[30–32]. Contrary to top-down paternalist approaches,
theories of empowerment take into account abilities that
workers themselves can develop in conjunction with
their employers to create more suitable work environ-
ments [33]. What make these theories particularly

relevant is their holistic viewpoint that encompasses the
ecology of the interventions, that is, the many factors
that influence the problems and various perspectives of
stakeholders [34]. They thus provide inspiration for an
interactive approach that relies on multiple social and
organizational mechanisms to foster intense interaction
between the groups involved in the co-construction of
the interventions [35].

Methods
This study is intervention-oriented and will draw on sci-
entific and experiential knowledge to co-construct, im-
plement and assess interventions. It includes a variety of
components based on those proposed by the National
Occupational Research Agenda–Intervention Effective-
ness Research: (1) Intervention development; (2) Inter-
vention implementation and assessment (assessment of
effects, economic assessment); (3) Implementation ana-
lysis [36]. The study will involve cancer care teams in
four institutions (one CHU, two CIUSSS and one CISS
S), which have played an active role in preparing this
protocol.

Component 1: intervention development
The factors that promote team resilience and the re-
sources that protect against mental health problems in
the workplace are fairly well known [19]. However, cre-
ating the conditions necessary for the emergence of
these factors can equate to a wide range of activities and
interventions. The optimal combinations of activities will
ultimately depend on the specific characteristics of the
teams involved, the characteristics of the individuals in
the teams, the settings in which the teams operate and
the challenges they face [13]. Rather than impose a uni-
versally applicable intervention, this project will opt for
co-constructing an intervention that, within each institu-
tion, covers multiple dimensions while taking into ac-
count context specifics and the needs and preferences of
stakeholders. Echoing the current state of knowledge
about the development and maintenance of team resili-
ence, each intervention will incorporate activities that
contribute to the creation of the three aforementioned
types of ability within teams: (1) ability to monitor and
anticipate hazardous situations and prepare for them;
(2) ability to respond to difficult, stressful situations
when they arise; (3) ability to learn from difficult,
stressful situations. The strategies and activities that can
be deployed to develop these three forms of ability are
summarized in the intervention framework set out below,
which is adapted from the most recent developments on
team resilience modelling [12, 37, 38] (Table 1).
Based on the most recent research and the theoretical

body of work underlying this project, the above interven-
tion framework proposes an integrated range of activities
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that can be deployed to build team resilience. It does not
prescribe a unique recipe that organizations must apply
to the letter. Teams can instead use this framework to
co-construct a multidimensional continuum of activities
suited to their needs and their context. This continuum
will, subsequently, be the object of a continuous assess-
ment throughout the experimentation period to gauge
its effectiveness and make adjustments to it if necessary.
Furthermore, while teams are targeted as the key units

of intervention, the aforementioned activities form a con-
tinuum that covers three levels of ability development and
takes into consideration the interdependence between the
three levels: (1) individuals (e.g.: empowerment in the
management of problems, demand and stressful situa-
tions); (2) teams (e.g.: analysis of sources of stress; team
operating processes; debriefing after adverse events); (3)
organizations (e.g.: retention at and return to work pro-
cedures; accommodation mechanisms).
The co-construction process will especially help in

building the first type of ability defined in the interven-
tion framework: the ability to monitor and anticipate
hazardous situations, but also to prepare an action plan.
The plan must set out how to respond to hazardous

situations and develop the other two levels of ability.
Co-construction will be deployed in each of the four in-
stitutions and will begin with a communications strategy
that includes providing each team member with an in-
formation brochure, putting up posters at strategic loca-
tions and holding short information sessions. The
process will then involve three steps:

(1) Detailed analysis of work situations: This analysis
will lead to three types of activities:

(a) A baseline survey (T0). It will target all cancer care
team workers in each institution and will cover the
following variables, reflecting the theoretical
frameworks used: (1) worker resources (personal
resources measured by the work ability index [39];
social network [40]; organizational resources
measured in terms of the support of supervisors
and peers and decision latitude) [41]; (2) work-related
demands (psychological and emotional demands [42]
and work-family conflict) [43]; (3) effects of work
environment (team resilience [37]; burnout [44];
perceived effectiveness of team) [45, 46]; (4)

Table 1 Intervention framework for the development of team resilience (adapted) [12, 37, 38]

Abilities Strategies Activities

1. Ability to monitor and
anticipate hazardous situations

Identify hazards and anticipate
challenges

• Main sources of stress team has had to deal with in the past
• Main factors that can put stress on team in short and medium term
• Types of situations team might have trouble dealing with
• Means to be considered for dealing with current and anticipated sources
of stress

Assess team preparedness for
hazardous situations

• Main points of team vulnerability (resources, expertise, support, collaboration)
• Needs for dealing with current and anticipated challenges (training,
coaching)

Set up information and alert
system

• Identify key indicators that can alert to potential problems (e.g.,
absenteeism, staff turnover, measurement of burnout)

• Implement a regular system of data collection, processing and
feedback on targeted indicators for teams

2. Ability to respond to
hazardous situations

Empower teams and their
members

• Workshops and simulation exercises for teams (problem, stress and
demand management)

• Workshops and simulation exercises for team leaders
• Training and deployment of coaches (recruited from among teams, partner
organizations, patient partners)

• Build a resource and expertise bank (internal and external)

Optimize team operating
processes

• Accessibility of various tools for responding to targeted hazardous situations
(e.g., protocols, guidelines)

• Contingency plans/protocols for dealing with what are deemed top-priority
situations

• Clarification of responsibility for taking charge of hazardous situations
• Familiarity with communication and coordination mechanisms and structures
• Formal and informal discussion and interaction opportunities (team meetings,
committees, ad hoc workshops, opportunities to socialize)

Provide support for workers who
are vulnerable or incapacitated

• Co-development of accommodation protocols (mechanisms, criteria, etc.)
• Co-development of procedures for retention at work and return to work
• Consolidation of support mechanisms during periods of disability

3. Ability to learn from
hazardous situations

Conduct systematic analyses of
adverse events

• Clarification of responsibilities with respect to review and analysis
• Mechanisms of implementing review and analysis (development of analytical
tools; team debriefing)

• Process of identifying and implementing changes based on results of analysis
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sociodemographic characteristics (age, sex, education,
immigration status); (5) job attributes (job category,
status, working hours) [47].

(b) Collection of administrative data. Collection will
document the following for the last 12 months:
labour participation of the various groups of
workers (hours worked, days absent), workplace
accidents, wage-loss benefits by causes. Relevant
documentation will also be collected: organization
charts, make-up and deployment of teams (e.g.: by
work shift, by activity or geographic area, immedi-
ate superior), job structure, activity planning, mi-
nutes of meetings, etc.

(c) Non-participant observations. Based on a systematic
chart, 14 h of observation will be carried out in
each organization and will be planned so as to
cover the different team practice settings. These
observations will document physical work
environments, interactions between team members,
team structure and operating mechanisms, work
rate, interruptions, tools and work processes.

This work situation analysis will provide outputs that
will be used in the first co-construction workshop to
identify problems that deserve priority attention.

(2) Preparation for co-construction: This stage will
involve the following activities: (a) selection of co-
construction participants (a maximum of 15 partici-
pants will be recruited so as to include representa-
tives of the various job groups and areas of activity,
including doctors and representatives of human re-
sources (HRD) and nursing; a patient partner will
also be recruited to ensure that the patient’s per-
spective is represented in discussions); (b) prepar-
ation of documentation (summary of data from
work situation analysis; (c) a facilitation team will
be formed that will include a specialized facilitator,
research team members and other specialized re-
sources (e.g.: experts in ergonomics and
organizational development) who can be drawn
from resources already available in HR departments.

(3) Hold six co-construction workshops in each insti-
tution: The workshops will extend over 4 months.
The first will take 2 h. The other five will be limited
to 1 h, as agreed with the workplaces, for feasibility
reasons:

(a) Workshop 1. Define the problems to be solved. This
workshop will give participants an opportunity to
think about their work environments, take stock of
the current situation and identify the problems. It
will be based on the results of the work situation
analysis. In light of the aforementioned intervention

framework, the workshop will be used to identify
and anticipate situations that may be hazardous to
teams and to define intervention priorities.

Deliverable: A well-defined set of two or three problems
that will constitute the targeted priorities for the
intervention

(b) Workshop 2. Define the targeted objectives. This
workshop will focus on imagining the desired future
and deciding on a roadmap for tackling current and
anticipated challenges. Based on the intervention
framework and taking into account the priorities
defined in workshop 1, the purpose of this second
workshop will be to define the immediate and
ultimate objectives, with a view toward
strengthening team resilience and mental health.

Deliverable: SMART objectives (specific, measurable,
achievable, realistic, timely) with respect to each targeted
priority

(c) Workshops 3 and 4. Determine what actions need to
be taken to achieve the objectives. In these
workshops, a continuum of activities that address
the targeted problems will be defined. The activities
will be selected on the basis of the three types of
abilities set out in the intervention framework and
these four criteria: potential effectiveness; feasibility;
acceptability and interest for workers; assessability.

Deliverable: an integrated set of strategies and activities for
achieving the objectives

(d) Workshops 5 and 6. Specify the resources to draw on
and the critical implementation conditions. These
workshops will serve to specify the resources to be
mobilized in connection with the activities and
objectives and to identify the critical conditions for
implementation. The expected outcome is a logical
intervention model (Problem-Objectives-Strategies-
Activities-Resources) combined with an action plan
and a schedule.

Deliverables: an action plan and an implementation
schedule
The workshop facilitation techniques will include brain-
storming activities, focus group and plenary discussions,
an iterative modelling process that will result in an ac-
tion plan. To expand participation and gather comments
on the results of each workshop, three additional strat-
egies will be used: a virtual discussion forum open to all
workers concerned; short focus group discussions (30
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min) during lunch with team members; and specific con-
sultations with key respondents.

Component 2: intervention implementation and
assessment
Objectives
While component 1 will identify the priority problems
and develop an action plan for addressing them (first
type of ability in intervention framework), component 2
will directly concern the second and third types of abil-
ities: ability to respond to hazardous situations by imple-
menting co-constructed interventions and ability to
learn from difficult situations that arise.
Three objectives are targeted: (1) Implement the inter-

vention continuums developed by and specific to each of
the four institutions; (2) Assess the effects of the inter-
ventions on team resilience, well-being, perceived effect-
iveness and absenteeism; (3) Assess the cost-benefit ratio
of the interventions.

Methods
Objective 1: implementation
The intervention will involve all the workers who are
members of cancer care teams in the participating insti-
tutions, including doctors. Team members are divided
up into various job categories, each one having its own
specific characteristics. However, in this research project,
the main focus is on teams and the interdependencies
between their members. From this perspective, all job
categories will be taken into consideration.
Following the workshops, 2 months will be devoted to

preparing for the implementation. In addition to mobil-
izing resources, preparation will involve two main
activities:

Dissemination of the action plan
A short information brochure will be put together to
present the action plan developed in the workshops and
be distributed to the workers concerned. Short meetings
will also be organized with key stakeholders (e.g.: unions,
departments affected) which will be asked to pass on the
information.

Establishment of a project structure in each institution
This structure will consist of:

� A steering committee, which will have a strategic
role. It will be made up of the local clinical
researcher or department head, a cancer care
coordinator, HR and nursing department
representatives, an appointed local union rep, an
academic researcher and representatives of any
other relevant stakeholders.

� A local implementation committee (project
management), which will have an operational role. It
will consist of a project manager (from the
institution or recruited in conjunction with it), a
cancer care coordinator, a worker representative and
a researcher.

� Employee-ambassadors. Three to five ambassadors,
from the various job categories, will be recruited in
each institution, and their role will be to motivate
their co-workers to take part in the activities.

Implementation will take 6 months and will be orga-
nized in accordance with the action plan and schedule
developed in the workshops. Follow-up will extend over
12 months. The project manager will work closely with
the cancer care coordinator, under the supervision of
the department head, and will be responsible for over-
seeing the implementation of the activities set out in the
action plan. The local implementation committee will
meet once a month to ensure effective coordination of
all activities. A statutory meeting of the steering com-
mittee will be held quarterly to assess progress and make
whatever adjustments are required. Throughout imple-
mentation, employee-ambassadors, union representatives
and managers involved will be supplied with appropriate
materials regarding activities underway in order to in-
form the support they should provide.

Objective 2: assessment of effects
Design and target population
A longitudinal quasi-experimental design will be used.
The target population is all workers in cancer care teams
in the participating institutions: 240 in the first one (in-
tegrated health and social services network) 300 at the
second [university hospital], 125 and 30 respectively in
the two others (integrated health and social services uni-
versity networks). The exact number of workers who will
be directly impacted by the interventions in each setting
will be defined on the basis of the work situation analysis
and the action plan developed in the workshops (compo-
nent 1 of the project).

Sample
Workers from the four institutions will be asked to re-
spond to a questionnaire. Even with a conservative re-
sponse rate of 50% of people answering at all the
measurement times, we have calculated that, on the
basis of a significance level of 0.05, a power of 80% and
an intra-subject correlation of 0.5, our study will be able
to detect a standardized difference between two meas-
urement times (d of Cohen) equivalent to 0.26 (institu-
tion 1), 0.24 (institution 2), 0.36 (institution 3) and 0.78
(institution 4) standard-deviation units. This corre-
sponds to a low effect size, which is very good, for the
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first three institutions [48]. The assessment of effects will
therefore focus primarily on these first three institutions.
For the last one, we will limit ourselves to tests on small
sample sizes (e.g.: Wilcoxon test).

Variables and instruments
The effects of the intervention will be assessed on the
basis of four dependent variables: team resilience [37],
perceived effectiveness of team [45, 46], well-being at
work measured by burnout [44] and absenteeism. In
addition to the intervention itself, the independent var-
iables considered will be (1) worker resources (personal
resources measured by work ability [39]; social network
[40]; organizational resources measured in terms of the
support of supervisors and peers and decision latitude;)
[41] (2) work-related demands (psychological and emo-
tional demands [42] and work-life conflict;) [43] (3)
sociodemographic characteristics (age, sex, education,
immigration status); (4) job characteristics (job category,
status, working hours;) [47] (5) degree of implementa-
tion of intervention (level of effective implementation of
action plan developed in workshops). To measure this
last variable, we will use the method proposed by Steck-
ler and Linnan [49]. It combines two elements: the ad-
ministered intervention dose (the number of activities
conducted in relation to those planned) and the dose ac-
tually received (worker participation in the activities).
The exact details regarding how these two elements will
be measured will be adjusted on the basis of the various
action plans.

Data collection
The strategy will include:

(a) A repeated questionnaire: To be completed just
before the start of the intervention (T1), 6 months
after the start of the intervention (T2, all activities
will have begun) and at 12 months (T3, full impact
of intervention). The questionnaire will be the same
one that was used for component 1 of the project
(T0) and will cover all the aforementioned variables
except absences.

(b) Collection of administrative data on hours worked
and absences, covering 12 months before the
intervention and up to 12 months after the start of
the intervention.

Data analysis
The effects of the dependent variables (resilience, per-
ceived effectiveness of team, burnout, absenteeism) will
be assessed by means of generalized estimating equation
regressions with a non-structured correlation matrix.
This type of model is particularly robust and well suited
to longitudinal data [50]. It will allow the various

measurement times to be analysed simultaneously with-
out imposing unrealistic constraints on the data. Regres-
sion models will be constructed for each site and each
dependent variable, taking into account the intervention
and the other independent variables mentioned above.

Objective 3: economic assessment
Design
A cost-benefit assessment will be conducted, as it is par-
ticularly well suited for assessing the cost-effectiveness
of an intervention [51]. The assessment will compare the
costs and consequences of the intervention with the
costs and consequences of doing nothing, based on the
following time references: the 12months preceding the
start of the intervention and the 12 months following the
implementation of all the activities provided for in the
action plans. The analysis will take into account the
trends observed during the year.

Variables
The assessment will be carried out from the standpoint
of the institution, by sticking to monetizable costs and
benefits only. The direct and indirect costs of the inter-
ventions will be identified, the value of them estimated,
measured and aggregated to arrive at the total cost [52].
The direct costs will include the costs of the resources

associated with developing the intervention: (1) human
resources (project manager, workers taking part in work-
shops, facilitators); (2) physical resources (materials,
equipment). The direct costs will also include the costs
associated with implementing the intervention. They will
vary from one setting to the next depending on the
intervention chosen.
The indirect costs will essentially consist of the costs

associated with replacing the team members who will be
taking part in developing the intervention (workshops)
or in action plan activities.
The consequences will be measured on the basis of

three parameters: benefits paid for absences from work;
costs of replacing employees absent from work; costs of
recruiting and integrating replacements.

Data collection
Data on direct and indirect costs will be collected using
a structured form that will be filled in by the respon-
dents involved (e.g.: cancer care department, HRD). Data
on consequences will be compiled from HRD adminis-
trative data.

Analysis
The consequences of the intervention will be compared
with the previous year. The monetary valuation for these
two periods will be done in terms of constant dollars,
which will be sufficient to make the two close periods
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comparable without needing to apply a discount rate.
The cost-effectiveness of the intervention will be calcu-
lated using the cost-benefit ratio.

Component 3: analysis of co-construction and
implementation process
Objectives
The purpose of this component is to (1) describe and as-
sess the approaches used to engage stakeholders in the
co-construction and implementation of the interven-
tions; (2) identify the factors that have fostered or
impeded the co-construction, implementation and long-
term sustainability of the interventions.

Design
A longitudinal multiple case study is proposed. The
cases will be the cancer care teams at each of the partici-
pating institutions.

Data collection
Case construction will essentially involve qualitative data
collected from a variety of sources: workers in the various
job categories, individuals involved in co-construction or
implementation, managers (n = 12 for each case, to the
point of data saturation). The collection methods will be
interviews and compiling the relevant documentation.
The interviews will be repeated, at two times: three and
12months after the start of the intervention. The inter-
view guide will cover numerous aspects: resources
invested, actors mobilized, implementation methods,
facilitating and constraining factors for individuals and
teams.

Analysis
Once the transcriptions have been coded (Atlas.ti soft-
ware), the data processing will involve narrative analysis
[53] and constant comparative method [54] techniques.
The initial aim of the analysis will be to describe the ob-
servations for each case. Comparative analysis will then
be used to compare the cases and identify similarities
and differences. The longitudinal analysis will use narra-
tive investigation approaches to reconstitute the se-
quence of main events and the links between them [55].

Discussion
A number of strategies have been used, both in the design
of the project and in its rollout and implementation, to
ensure its feasibility and long-term sustainability. In the
participating institutions, the project has been placed at
the top of management committees’ strategic agenda, with
commitments to it having been made at the highest level
of the cancer care, human resources and nursing depart-
ments and by chief executive officers. The project takes a
participatory approach that engages all key stakeholders.

This ensures that the targeted problems and objectives are
consistent with organizational priorities and that the pro-
posed interventions are feasible and broadly accepted. To
optimize coordination of project implementation, we will
build on the following structure: steering committee, local
implementation committee and employee ambassadors.
These committees are designed to ensure continuous
liaison with permanent stakeholders, which will take over
at the end of the project cycle. The make-up of these com-
mittees will be adapted on the basis of local characteris-
tics. Implementing the action plans resulting from the
workshops will depend in large part on contributions in
kind by the institutions and will be consistent with the
mission of the human resources departments. Our ap-
proach is to serve as a catalyst for the development and
implementation of new interventions by providing the
support required to strengthen resilience abilities. It will
enable cost-effective interventions that maximize the use
of internal resources and improve existing processes.
In addition to knowledge production, the project will

have direct and indirect benefits for the teams and the
institutions, both in the short and long term.
In the short term, the project is expected to have

beneficial impacts at three main levels:

� A reduction in the burden associated with mental
health problems in interdisciplinary cancer care
teams. Four co-constructed interventions will be
rolled out respectively in four institutions, with the
objective of not only strengthening team resilience,
but also of maintaining team mental health and
optimizing work participation. Implementing these
interventions will thereby help reduce both the
monetary costs (absences from work, lost prod-
uctivity) and the human burden (lower quality of
life) associated with mental health problems.

� A strengthening of the abilities of cancer care teams
and their organizations. The empowerment
perspective that guides this project means that
stakeholders develop the abilities required so that
they themselves can create more suitable work
environments. The project provides many
opportunities to develop these abilities. The
proposed co-construction approach gives
organizational players a unique learning opportunity
to draw up, experiment with and refine solutions to
problems in their work environment. The interven-
tion framework that provides guidance for interven-
tion content will serve to build a continuum of three
types of abilities that help maintain resilience.

� Building a toolbox that could be used by all cancer
care teams in Quebec and elsewhere to develop their
resilience and revitalize their workplaces. Beyond the
participating institutions, the same approach could
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be adopted by other teams to develop innovative
interventions based on reflective practices. The
various outcomes of this study will constitute tools
that can be adapted and deployed by other cancer
care teams throughout Quebec: work situation
analysis tools; methodology of operationalizing the
co-construction approach; facilitation tools; commu-
nications tools; action plans; intervention implemen-
tation tools; assessment tools. The project will be
carried out in four institutions whose workplace set-
tings differ in a number of respects: institution’s mis-
sion and clienteles, team size, team composition,
organization of cancer care services. This kind of
variety necessarily increases the range of institutions
that could take this project as a basis for designing
their own intervention.

Over the longer term, this proposal lays the foundations
for a more coordinated, more comprehensive, systemic
approach toward occupational health interventions. It will
thereby help foster the development of organizational
practices and human resources policies that give greater
weight to the multidimensional nature of occupational
health issues, with respect to both their determinants and
their consequences. The adoption and institutionalization
of the proposed approach in a growing number of institu-
tions and the long-term sustainability of the resulting in-
terventions will help make lasting improvements in cancer
care work environments, with the potential of ensuring
greater viability of the workforce in this field. Beyond can-
cer care, the project will also serve as a springboard to
help organizations develop better collaborative and inter-
disciplinary intervention practices. The lessons learned in
cancer care could be extended to other areas facing similar
challenges (e.g.: palliative care). Transferability to other
areas will be facilitated in particular if human resources
departments and nursing departments are involved.
As in other areas of care, patient well-being in cancer

treatment is closely linked to the well-being of the pro-
fessional staff. In addition to its impact on work environ-
ments, this project will establish a set of conditions (staff
retention and stability, maintaining staff health, work at-
tendance) that will improve the quality of care for cancer
patients.
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