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Abstract
Background  How healthcare professionals understand and use concepts of social and cognitive capabilities will 
influence their behaviour and their understanding of others’ behaviour. Differing understandings of concepts might 
lead to healthcare professionals not acting in accordance with other healthcare professionals’ expectations. Therefore, 
part of the problem concerning errors and adverse incidents concerning social and cognitive capabilities might be 
due to varying understandings of concepts among different healthcare professionals. This study aimed to examine 
the variations in how educators at the Copenhagen Academy for Medical Education and Simulation talk about social 
and cognitive capabilities.

Methods  The study was conducted using semi-structured interviews and directed content analysis. The codes for 
the analysis process were derived from existing non-technical skills models and used to show variations in how the 
participants talk about the same concepts.

Results  Educators with a background as nurses and physicians, talked differently about leadership and decision-
making, with the nurses paying greater attention to group dynamics and external factors when describing both 
leadership and decision-making, whereas physicians focus on their individual efforts.

Conclusion  We found patterned differences in how the participants described leadership and decision-making that 
may be related to participants’ professional training/background. As it can create misunderstandings and unsafe 
situations if nurses and physicians disagree on the meaning of leadership and decision-making (without necessarily 
recognising this difference), it could be beneficial to educate healthcare professionals to be aware of the specificity 
of their own concepts, and to communicate what exactly they mean by using a particular concept, e.g. “I want you to 
coordinate tasks” instead of “I want better leadership”.
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Background
Social and cognitive capabilities are essential for safe and 
proficient patient care and treatment [1–3]. Traditionally, 
these capabilities have been called ‘non-technical skills’, 
but concern has been raised that the term is inadequate 
as it downgrades the value of the capabilities and defines 
them by what they are not instead of what they are [4]. 
Therefore, we have adopted the terminology social and 
cognitive capabilities. Social and cognitive capabilities 
include the ability to lead, communicate, make decisions, 
form an understanding of the situation, or work together 
in a team [5–11]. The social and cognitive capabilities 
have earlier been described in an array of models specific 
to certain medical fields (under the label of non-technical 
skills models or NTS model) [6, 8–11]. Each model con-
tains four categories, several elements under each cat-
egory, and behavioural markers for each element, which 
together explain vital social and cognitive capabilities 
within that field. The models have been used for teaching 
and assessment purposes [12, 13].

To the extent that social and cognitive capabilities can 
be analytically separated from so-called technical skills, 
studies have shown that issues related to social and cog-
nitive capabilities contribute to up to 2/3 of errors and 
adverse incidents in hospitals [14]. Early work on this was 
done at the end of the 1970s and was intensified with the 
landmark report “To Err is Human” by the Institute of 
Medicine in the USA [15, 16]. Despite efforts to improve 
safety, unsafe events in hospitals are still a significant 
problem [17, 18].

Many factors could contribute to an ongoing issue 
regarding the role of social and cognitive capabilities in 
patient safety. Some studies seem to indicate that differ-
ent groups of healthcare professionals might understand 
and apply certain social and cognitive capabilities – like 
teamwork, decision-making, and leadership – differently 
[19, 20]. If different groups of healthcare professionals 
act differently in relation to social and cognitive capa-
bilities, such as leadership and decision-making, it could 
mean that their concepts behind the capabilities differ. 
Souba [21] argued that how we understand and think 
about a certain word, for example leadership, will influ-
ence how we act, how we speak, and what attitudes we 
have. Following that reasoning, we argue that healthcare 
professionals’ internal understanding of the terms behind 
social and cognitive capabilities could be coupled with 
the way they enact particular social and cognitive capa-
bilities. Such internal understandings of words or terms 
might be referred to as concepts [22, 23], mental mod-
els [24], prototypes [25], and schemata [26]. Here, we call 
such internal understandings concepts. Every experience 
will potentially work to adjust an individual’s concepts. 
Some experiences can be designed specifically to form or 
adjust concepts. This is the case for experiences gained 

during education. In healthcare education, the concepts 
of leadership and decision-making will come up in many 
courses. The overt curriculum in these courses will obvi-
ously work to form and adjust concepts, but the hidden 
curriculum of the courses will also be influential [27, 28].

The hidden curriculum is a term used to describe 
cultural and social norms taught implicitly to students 
through experiences [27, 29]. This can either be their 
experiences in clinical practice or their experiences in 
teaching situations, such as how the educator uses and 
describes concepts. Some research suggests that the hid-
den curriculum is a more powerful determinant of later 
behaviour than the formal curriculum [28, 30]. Any edu-
cation situation that health care professionals meet dur-
ing their lifelong education will have an overt curriculum. 
This could be a plan of activities to teach them something 
about leadership. The experience will however also have 
a hidden curriculum, such as the valence ascribed to dif-
ferent leadership styles based on the educator’s personal 
preferences [27, 31]. Since education, including both 
formal and hidden curricula, work to shape concepts, 
educators play a key role for concept formation among 
healthcare professionals.

Based on Souba’s [21] observation that our under-
standing of a concept will influence how we act, we 
wish to examine variations in how educators at Copen-
hagen Academy for Medical Education and Simulation 
(CAMES) talk about social and cognitive capabilities. 
These potential differences are of interest as they will 
form part of a hidden curriculum within the courses 
taught by the educators [27, 31]. As such, variations will 
potentially result in different learning outcomes for the 
learners, which in this case means different understand-
ings of the concepts behind social and cognitive capabili-
ties. Different understandings of the concepts will mean 
different actions [21, 32], which could be part of the 
explanation for the differences we see in clinical prac-
tice as well as the cause of misunderstandings and unsafe 
situations. It is within this line of thought that we inves-
tigate differences in the ways that nurses and physicians 
speak of leadership and decision-making.

Method
This qualitative interview study was carried out from 
February to August 2019. The aim of the study was to 
examine variations in how educators at CAMES talk 
about social and cognitive capabilities. The study was 
conducted using semi-structured interviews [33] and 
directed content analysis [34]. Codes for the analysis pro-
cess were derived from existing NTS models and applied 
to show variations in how the participants talk about the 
same concepts. The Regional Ethics Committee of the 
Capital Region of Denmark waived the ethical review of 
the study (H-19,023,177). Participants received written 
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and oral information about the purpose of the study, and 
all participants signed a written consent form before the 
interview took place. Data is reported using the COREQ 
checklist [35].

Research team and reflexivity
FZ, an organizational psychologist, conducted the inter-
views. At the time of the interviews, FZ was a relatively 
new colleague of the interviewees and new to the health-
care system, which allowed him to be unbiased by pre-
vious healthcare experiences when interviewing and 
asking clarifying questions. FZ worked alongside the 
participants but was not directly involved in their work. 
FZ has conducted interviews in both clinical and work 
and organisational settings. RH and BB coded the inter-
views, and RH conducted the preliminary analysis. RH 
is a cognitive psychologist who has only recently started 
working within the healthcare system. This was utilised 
as a strength, as it made it easier for her to notice and 
be curious about tacit information and patterns in the 
interviews during the coding and the analysis. RH has 
worked with tacit information on earlier projects within 
other fields. BB is an anthropologist (PhD) with qualita-
tive research experience within the healthcare system. 
Her experience and attention to the situatedness of dis-
course sharpened the analysis and placed it within cur-
rent debate in health professions education research. PD 
is a work and organisational psychologist (PhD) who has 
worked within the healthcare system for about 22 years. 
His extensive knowledge was used to place our find-
ings in a theoretical and practical frame within the field. 
The mix of researchers new to the field and the experi-
ence contributed by others, allowed us not only to see 
new perspectives, but also to situate them within current 
debates about social and cognitive capabilities [4].

Study participants
The study is based on interviews with healthcare edu-
cators from CAMES, an influential health professional 
education institution in Denmark and internationally. 
CAMES has approximately 10,000 course participants 
per year, about 110 facilitators, and about 20 course 
directors. In addition, almost 150 simulation facilita-
tors are trained per year in train-the-trainer courses at 
CAMES. Taken together, educators at CAMES have the 
potential to affect conceptualizations in many healthcare 
professionals in Denmark and thereby potentially influ-
ence their work in the Danish healthcare system.

The study participants are 11 course directors at 
CAMES. Course directors at CAMES organise courses 
and are responsible for content, programme, materi-
als, and externally recruited educators related to the 
courses. The course directors involved in this study 
were approached based on their engagement in courses 

teaching social and cognitive capabilities. We decided 
to interview course directors, since their articulation of 
social and cognitive capabilities will likely influence how 
those capabilities are taught in their courses (e.g., through 
selection of educators, content, and materials). In this 
way, course directors are placed in a position where their 
knowledge and articulation potentially influence course 
participants’ learning and subsequent clinical practice. 
The participating course directors had at least one year 
of experience with teaching cognitive and social capabili-
ties in simulation-based settings. All of them had a clini-
cal background as nurses (six) or physicians (five). Ten 
course directors were women. All invited participants 
agreed to take part in the study and did so voluntarily. No 
one dropped out of the study.

Data collection
Data was produced through semi-structured interviews 
[33]. We chose this interview method since we were 
interested in studying how course directors describe 
social and cognitive capabilities without their descrip-
tions being influenced by a specific teaching situation, 
where many social factors might influence how a certain 
concept is spoken about. We asked course directors to 
talk about their teaching practice and the concepts they 
teach in their courses. With this prompting their descrip-
tions of the concepts would likely reflect that context. 
The study was presented as part of ongoing efforts to 
develop teaching quality at CAMES.

Each interview focused on investigating the course 
director’s articulation of the central categories in a model 
of social and cognitive capabilities (NTS model) of their 
own choice (see interview guide in Appendix 1). We 
interviewed the course directors based on the following 
models: ANTSdk, N-ANTS, and NOTSSdk [8, 10, 36]. 
The categories and elements (marked by bullets) in each 
model are shown in Table 1. Each interviewee was asked 
open-ended questions to describe each category in the 
chosen model, and the categories were later used as ini-
tial codes for the directed content analysis inspired by the 
analysis process as described by Hsieh and Shannon [34].

The interviews were carried out at the participants’ 
workplace, CAMES Herlev Hospital, in an interview 
room separate from the participants’ workstations and 
colleagues. In all interviews, only the participant and 
the interviewer were present in the room. The interview 
guide was formulated and validated by the authors as 
well as pilot tested with the first interview. Each inter-
view, lasting between 20 and 30 min., was recorded and 
afterwards transcribed verbatim. The interviewer took 
notes during each interview. Interviews, notes, and tran-
scriptions were produced in Danish. Only extracts pre-
sented in this article were translated into English. Once 
the transcriptions were completed, they were returned 
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to the participants for the participants’ review to sug-
gest corrections or comments. As no comments or cor-
rections were provided on the transcriptions, and since 
authors agreed that data saturation had been reached, it 
was decided not to carry out any repeat interviews.

Data analysis
Data was analysed using directed content analysis [34]. 
We chose this method because we wished to extend our 
current understanding of well-used concepts [34]. We 
used the NTS models as a framework (Table  1). Analy-
sis was carried out using the NVivo software (www.lumi-
vero.com) based on the following steps: analysis prior to 
and during data production, workshop with interviewees, 
coding of transcripts, looking at patterns, recoding of 
N-ANTS interviews, and consensus.

Step 1: analysis prior to and during data production
This being a qualitative study, data analysis started 
already with our choice of theoretical framework (content 
analysis), which directed our method (semi-structured 
interview) and the categories used in the interviews. The 
data production process has been further described in 
the section above.

Step 2: workshop with interviewees
After data production, the initial impressions from the 
interviews were discussed with the interviewees in a 
workshop led by FZ. The purpose of the discussion was 
to bring to light new or missed perspectives from the 

participants. The workshop was valuable for the partici-
pants, but it did not uncover new perspectives for the 
analysis.

Step 3: coding of transcripts
Inspired by the analysis process described by Hsieh and 
Shannon [34], RH and BB coded the transcriptions using 
the elements from the NTS model on which the spe-
cific interview was based as initial codes. A coding unit 
could be one or more sentences or pieces of sentences. 
A coding unit was coded if it used the specific words of 
an element from the NTS model used, or if the mean-
ing was judged to be fitting with the meaning of the ele-
ment. Coding units could be coded to fit into more than 
one element. In some cases, an interviewee talked about 
a category from the chosen model without it belonging 
to a clear element within that model. In these cases, the 
unit was coded as the category from the model instead of 
a concrete element. Furthermore, we coded each coding 
unit based on whether the interviewee was talking about 
the individual, the team, the organisation, or society. 
RH and BB discussed differences in their coding, and a 
shared understanding was reached in each case. Imme-
diately after the first round of coding, we coded all inter-
views again to check the consistency of the coding. An 
example of a coding tree for decision-making is shown in 
Fig. 1. Similar coding trees were used for the four other 
categories and their elements.

Table 1  The three NTS models used in the interviews [8, 10, 36]
ANTSdk Situation awareness

• Gathering information
• Recognising and understanding 
information
• Predicting and thinking ahead
• Exhibit self-insight

Decision-making
• Identifying options
• Choosing, communicat-
ing, and implementing 
decisions
• Re-evaluate decisions

Teamwork
• Exchanging information
• Coordinating activities
• Assessing capabilities
• Supporting others

Leadership
• Planning and preparing
• Prioritising
• Identifying and utilising 
resources
• Using authority and 
assertiveness
• Setting and maintain-
ing standards

N-ANTS Situation awareness
• Gathering information
• Recognising and understanding 
information
• Anticipating and thinking ahead

Decision-making
• Identifying options
• Assessing and weighing 
up options
• Reassessing decisions

Teamwork
• Exchanging information
• Assessing roles and competencies
• Coordinating activities
• Displaying authority and strength
• Exhibiting team behaviour and sup-
port for team members

Task management
• Planning
• Setting priorities
• Making use of 
resources
• Maintaining standards

NOTSSdk Situation awareness
• Gathering information
• Understanding information
• Predicting and thinking ahead
• Monitoring own performance

Decision-making
• Considering options
• Selecting and communi-
cating decisions
• Implementing and as-
sessing decisions

Teamwork & communication
• Exchanging information
• Establishing a shared understanding
• Coordinating activities

Leadership
• Setting and maintain-
ing standards
• Supporting others
• Coping with pressure

The categories of each NTS model are shown in bold, and the elements under each category is marked by bullets

http://www.lumivero.com
http://www.lumivero.com
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Fig. 1  Coding tree for decision-making
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Step 4: looking at patterns and step 5: recoding of N-ANTS 
interviews
During the analysis, we looked at different constellations 
in the dataset to find patterns in the variations of how the 
participants talked about the concepts. In this process, 
we became interested in leadership and decision-making 
as we found a clear pattern in relation to these categories. 
This pattern made us to look at the dataset again, as lead-
ership is not a category within the N-ANTS model. For 
this reason, we looked through the N-ANTS interviews 
again and found all the paragraphs concerning leader-
ship. We included these paragraphs in our “leadership 
data”. We decided not to continue working with situation 
awareness, teamwork, and task management as these cat-
egories did not show the same pattern as found in lead-
ership and decision-making. Even though we found the 
pattern only in two of the categories, we argue that the 
finding is sufficient to establish the possibility that differ-
ences in understanding of words exist in the healthcare 
system.

Step 6: consensus
Throughout the analysis, we examined the transcripts 
repeatedly to find examples to substantiate or reject the 
observed patterns. This process involved all authors. 
We discussed findings and agreed that our data could 
substantiate the observed patterns sufficiently. We pre-
sented our preliminary findings and analysis to the group 
of participants in the study. Participants’ feedback was 
acknowledgement and recognition of the observations 
presented.

Results
In this study, we carried out 11 semi-structured inter-
views with course directors involved in teaching and 
planning education related to social and cognitive 
capabilities. Using a directed content analysis [34], we 
examined patterns in variations in how participants 
talked about concepts in three NTS models; ANTSdk, 
N-ANTS, and NOTTSdk [8, 10, 36]. During this process, 
we noted how course directors with professional back-
grounds as nurses and course directors with professional 
backgrounds as physicians described the two categories 
decision-making and leadership both similarly and dif-
ferently. Similarities included a pronounced interweav-
ing of course directors’ concepts and definitions of the 
concepts as per the NTS models. Differences between 
nurses and physicians included variations in understand-
ing of role distribution (e.g., who could be the leader), 
focus on external versus internal factors, and the ascribed 
importance of group dynamics versus individual capa-
bilities. Course directors with a background as nurses 
generally thought that nurses could be good leaders, and 
they generally paid greater attention to group dynamics, 

hierarchies, and external factors. Course directors with 
a background as physicians tended to think that leaders 
needed to be physicians, and they focused on their indi-
vidual efforts when they talked about decision-making 
and leadership. In the following sections, we elaborate on 
these findings by first showing how the course directors 
– nurses and physicians alike – describe decision-making 
and leadership. Afterwards, we elaborate on patterns in 
how nurses and physicians describe the two categories 
differently.

Leadership & decision-making among healthcare 
professionals
Both nurses and physicians linked leadership and deci-
sion-making, and they made connections between these 
two categories. When asked to describe leadership, there 
were interviewees, who started talking about a leader 
(typically the team leader) as a person, whereas other 
interviewees talked about leadership as an activity. Only 
one interviewee talked about followership when describ-
ing leadership. A team leader was described as someone 
who collects information about what is going on and 
maintains an overview of the situation:

“I perceive the team leader position as having to 
keep an overview, maintaining the overview, you 
have to keep track of your team members. You have 
to keep your hands in your pockets, so that you 
can maintain an overview and not get caught in a 
heads-down procedure” (physician 1).

Furthermore, a team leader was described as respon-
sible for creating a calm, comfortable, and safe atmo-
sphere within the team: “It is important that you create 
a pleasant and calm atmosphere around the patient, and 
that you give your team members a good feeling, so that 
they won´t become stressed, but can function optimally” 
(physician 1). Both nurses and physicians stressed that 
the team leader should be the person most competent 
to do the job, and that it can be a problem if someone is 
appointed leader without the necessary qualifications:

“Yes, I think it takes professional skills to be the 
leader in an emergency. It can probably be discussed 
whether leadership only requires an overview - what 
gives you that overview? That is a matter of hav-
ing competencies within the situation, and for that 
reason it is traditionally the most competent person 
who gets the leader role. It can become a problem, if 
you get the leader role based on your profession and 
not on your competencies” (nurse 4).

Interviewees from both professions talked about leader-
ship entailing authority. All participants mentioned every 
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element of leadership from their respective NTS mod-
els, but it is interesting to note that three nurses were 
interviewed based on N-ANTS, which does not contain 
leadership as a category. Still, these nurses referred to 
leadership: “So it is both about prioritising what we need 
to do first and what we need to do afterwards, but also 
about thinking of delegating: what can I do myself, and 
what do I want you to do” (nurse 3).

Decision-making was described as requiring exten-
sive experience and a strong theoretical background – 
either by the decisionmaker him- or herself, or that the 
decisionmaker must include knowledge from experts/
the team in the decision-making: “If you have seen 5000 
patients being anesthetised in the same way, then you 
have seen some things and some patterns, and that makes 
it possible for you to make the right decision” (nurse 5).

“As the team leader, I have other tasks. [For exam-
ple: ] I don’t know which antibiotic to give, and now 
I have to spend time to look it up – I don’t want to 
do that. I have a competent person who can do it by 
virtue of his/her knowledge, so I delegate that task, 
and then they also have to make the decision about 
it” (physician 1).

For this reason, inexperience was mentioned as a poten-
tial problem for decision-making. Both nurses and phy-
sicians mentioned that inexperienced decisionmakers 
could have problems recognising the relevant patterns to 
adequately understand the situation and make the right 
decisions:

“When you are a novice and new in a profession, 
sometimes it is difficult to know what situation you 
are in, and what decision you should take, because 
you don’t have the necessary knowledge, or you 
haven’t seen enough examples of what other possi-
bilities you have” (nurse 5).
“It might happen that you don’t dare to make a deci-
sion, or that you are not capable of it, because you 
get so perplexed by all the incoming information 
when you are standing there with your situational 
awareness, and you get all this information from 
your team and how… you cannot recognise patterns, 
for example” (physician 3).

Another challenge that might hinder decision-making, 
according to the interviewees, was the social hierarchy. 
An example given by the interviewees was how knowl-
edge in the team can be lost if some members of the team 
(e.g., nurses or junior physicians) are not heard because 
of social hierarchy, or if they do not feel comfortable 
sharing their opinions or observations. Lost knowledge 
potentially leads to poorer decision-making.

“There can be some hierarchy in it, just because phy-
sicians are worth more than nurses, for example. 
There can also be some hierarchy in whether you are 
new or experienced. And then there can be a learn-
ing culture in a ward, which can result in it not being 
very welcome to ask all those questions” (nurse 6).

Interviewees warned against fixation errors in relation 
to decision-making. They talked about the risk of being 
wrong when making a decision, and about how it is 
important to constantly keep an eye on different possibil-
ities: “We see some systems which fit into the puzzle, and 
then we think it is like that, and then we go that way and 
don’t see that the puzzle could be laid in another way” 
(physician 4).

Decision-making was, according to the interview-
ees, related to both teamwork, leadership and situation 
awareness, and all interviewees mentioned every element 
under the category decision-making in their respective 
non-technical skills models (see Table 1).

Differences between nurses and physicians
While working with data, we became aware of patterns 
in the way that nurses and physicians talked differently 
about the categories in the context of their work life. 
These differences were not based solely on the content of 
specific categories, but on differences in what nurses and 
physicians focused on and showed interest in.

Nurses talked about leadership and decision-making 
as something every team member takes part in, and as 
something every team member is responsible for. Nurses 
described decision-making as something the entire team 
contributes to: “(…) but I find decision-making isn’t neces-
sarily placed only with the leader, it is placed with every 
team member in which direction you go” (nurse 2). Simi-
larly, nurses talked about leadership as something both 
nurses and physicians enact. Sometimes it was described 
as different kinds of leadership: “Because the scrub nurse 
can really have a lot of leadership in the operating room. 
That is, the inventory and the accessories and what goes 
in and out. And who should be called to assist and when. 
And there is a great deal of leadership in that” (nurse 2).

Another nurse talked about how nurses can some-
times be the best team leader, for example in a staff con-
stellation of a senior nurse and a junior physician. By 
contrast, physicians described leadership and decision-
making as something the physician does (alone). Their 
focus was on the role of the physician and the physician’s 
responsibilities:

“It is also how the team leader attains a position of 
authority, as he/she should have, which is especially 
difficult in a paediatric ward, unlike perhaps… what 
do I know, surgical wards, it doesn’t feel natural for 
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paediatricians to have authority and assertiveness, 
because our daily tone is very non-hierarchical and 
with very little authority and assertiveness from 
physicians, from where the team leader must be 
recruited” (physician 5).

Interestingly, a physician referred to the same staff con-
stellation as described by a nurse, i.e., a situation where 
a senior nurse and a junior physician would be working 
together, but the physician described how it is important 
to teach the junior physician to lead and the senior nurse 
to respect the leadership.

The tendency for nurses to be oriented towards the 
team and for physicians to be focussed on individual 
factors associated with the physician role was apparent 
throughout the dataset and across the different concepts. 
Both nurses and physicians talked about both individual 
factors and team factors, but the tendency was for nurses 
to talk more about team factors than individual factors, 
whereas the opposite tendency was found for physicians. 
An example of a statement related to the team would 
be: “You need to include people from your team. Because 
they can have other information, they can have examined 
something else, they can have seen something else, heard 
something else” (nurse 1).

Furthermore, only nurses talked about organisational 
factors and societal factors: “There can be something 
organisational in task management. We don’t have the 
resources that we need, we don’t have the equipment that 
we need” (nurse 1).

“When we fixate on something, what we call fixation 
errors, (…) we actually produce it ourselves in our 
system in the way patients enter our hospitals. (…) 
So, we need to work on these concepts [social and 
cognitive capabilities], because our system is tak-
ing part in producing them [fixation errors], like we 
ourselves can take part in producing them [fixation 
errors]” (nurse 6).

Contrary to the nurses’ broad focus on external factors, 
physicians talked more about the individual physician 
and internal factors, such as personal growth, how to 
advance from inexperienced to experienced, individual 
responsibility, and how to step up and be the team leader, 
etc.:

“I think, as a specialist, if they master these [NTS] 
concepts early, then they get the space to develop 
the role and to set themselves in the process. This is 
where the problem sits, I think. It is when the indi-
vidual and the role get mixed. That is also when it 
becomes unsafe for patients” (physician 2).

When talking about leadership and decision-making, we 
observed a tendency in the data towards nurses talking 
more about social hierarchies in hospitals than physi-
cians did. When social hierarchies were mentioned, it 
was mostly with a negative valuation. Social hierarchies 
were described in relation to seniority, where the senior 
(experienced) individual would be higher up the hier-
archy than the junior (inexperienced) individual, and 
in relation to nurses and physicians, where physicians 
would be higher up the hierarchy. Both physicians and 
nurses talked about the problem of working with some-
one high in the hierarchy if that individual did not have 
the required competencies to fill that position:

“Sometimes there is a formal leader who does not 
have the necessary qualifications. It is often the 
problem that there is someone who formally in the 
hierarchy of the hospital should be team leader, but 
in reality they are not ready for it at all, and other 
team members would be able to manage that task 
better – that is a problem” (physician 1).

There were nurses who talked about a flatter hierarchi-
cal structure, where nurses or young physicians could be 
team leader, and even structures without any leader at all. 
One nurse described how the hierarchical structure in 
the hospital was becoming flatter as a result of a general 
development in society:

“I think this hierarchy is evolving. In the past, the 
chief physician was someone who just stood with 
folded arms and the nurses ran around. That’s not 
the case anymore. It has increasingly become a col-
laboration where you get an understanding that you 
need each other. I think the whole development in 
society means that you flatten some of the hierarchy 
that has existed in the past” (nurse 6).

Discussion
This study used semi-structured interviews [33] and 
directed content analysis [34] with the aim to investigate 
patterns in variations in how healthcare educators talk 
about leadership and decision-making. The main findings 
from the study show how educators with backgrounds 
as nurses and physicians respectively talked differently 
about leadership and decision-making. The nurses in the 
current study described both leadership and decision-
making as something the whole team engages in, whereas 
the physicians talked about them as something the physi-
cian does (alone). The nurses thought that nurses could 
be the team leaders, whereas physicians mentioned that 
the team leader must be a physician. The nurses talked 
more about group factors than individual factors, and 
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they mentioned both organisational and societal fac-
tors. The physicians talked more about individual factors 
than group factors, and they did not mention organisa-
tional or societal factors. The nurses talked more about 
social hierarchies than the physicians did, and the hier-
archies were almost always talked about as negative. The 
study contributes to the existing literature by showing 
that there are patterned differences in the way educators 
with a background as nurses and physicians respectively 
talk about decision-making and leadership. We argue 
that these differences might be passed on to the students 
through teachings. The main findings resonate well with 
previous studies on behavioural differences between 
nurses and physicians. This strengthens our argument 
that differences in understanding of concepts might 
underlie differences in behaviour which might again lead 
to safety issues. Thus, safety issues might be compounded 
by educators’ different understandings of concepts. We 
will discuss this further below.

Previous studies have found differences between nurses 
and physicians that are in line with our findings. Bar-
row and colleagues [19] found that nurses in their study 
thought they enacted leadership and decision-making, 
whereas many of the physicians in the study directly dis-
agreed with that. Likewise, the majority of physicians 
in the study thought that the effectiveness of interpro-
fessional teams relied on strong leadership from physi-
cians [19]. Our findings suggest that such disagreement 
in clinical practice might be rooted in differences in how 
each profession understands the concepts they disagree 
about. On the other hand, research has also shown that 
while physicians exercise “direct” decision-making, 
nurses apply covert strategies like selecting information 
given to the physicians to try and steer the physician in 
the direction of the “right decision” [37, 38]. By using a 
covert strategy for decision-making, it is probable that 
physicians do not even realise that the nurses are mak-
ing decisions (or have a part in the decisions taken), 
which could also be (part of ) the reason why nurses 
and physicians think differently about who makes deci-
sions. Similarly, Barrow and colleagues [19] described 
different decision-making and leadership strategies for 
nurses and physicians, with nurses using external fac-
tors as their powerbase for authority and leadership. For 
example, nurses could say that something should not be 
done due to current guidelines, or they could approach 
another physician after shift change if they disagree with 
a decision (this observation is backed up by Svensson 
[39]). These differences in enactment of leadership and 
decision-making could grow from variations in under-
standing of the concepts. For example, nurses could be 
oriented toward external factors in their understanding 
of the concepts and physicians toward internal factors, as 
our study finds.

Extending the differences between external and inter-
nal factors, one of our main findings show variations in 
how much nurses and physicians talk about group fac-
tors and individual factors. While we have not found any 
other research analysing the tendency to talk about indi-
vidual versus group factors among nurses and physicians, 
some studies have shown that physicians focus on each 
individual in the team instead of the group as a whole 
when describing ‘team’ and ‘teamwork’ [40]. Another 
study has shown that physicians talked about leadership 
as a group process when they were asked to define lead-
ership, but as a personality trait when they simply talked 
unsolicited about leadership [41]. These findings could 
be a result of a physician tendency to focus on individual 
factors when defining concepts related to leadership.

Our findings further indicate variations in understand-
ing of and interest in hierarchy. Several earlier studies 
showed an effect of hierarchy on how healthcare pro-
fessionals understand and exercise social and cognitive 
capabilities [20, 42]. Makary and colleagues [20] found 
that physicians and nurses in the operating room evalu-
ated their teamwork differently with physicians rating it 
higher than nurses. Some of the explanations suggested 
by the authors involved how social status and hierarchies 
might influence how healthcare professionals perceive 
teamwork, but also that physicians and nurses might 
have different ideas about what constitutes good team-
work [20]. The latter would be in line with our argument 
in this study. However, hierarchy might also be another 
explanation as to why differences in behaviour appear 
in clinical practice. Research has shown instances where 
hierarchy can influence decision-making by showing how 
nurses are constrained by physicians in their decision-
making, but not the other way around [43].

Our study indicates that nurses and physicians under-
stand leadership and decision-making differently, which 
resonates well with earlier studies. Our participants 
worked as healthcare educators involved with teaching 
and planning courses concerning leadership and deci-
sion-making among other topics. Previous research has 
found that teachers’ preconceptions, preferences, and 
biases can form a hidden curriculum within a course [27, 
29, 31], and that a hidden curriculum can be a powerful 
determinant of later behaviour [28, 30]. Seeing our find-
ings in this light, we argue that it is likely that the differ-
ences in understanding of leadership and decision-making 
among the educators in our study will form a hidden cur-
riculum in their courses. They might choose certain cases 
for a simulation session or focus on a specific event in 
the debriefing, which will advance their particular under-
standing of a concept. Or they might use different words 
or emphasis when explaining a concept. Such a hid-
den curriculum can influence learning and later behav-
iour among course participants. An example of this was 
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shown in a study by Ju and van Schaik [25] on leadership 
prototype formation (the understanding of what it means 
to be a leader). Ju and van Schaik [25] argued that pro-
totype formation is influenced by the teaching materials 
and role models that health professionals are exposed to 
during their education and clinical practice. Even some-
thing as simple as the sex of nurses and physicians in 
educational videos could have an impact on prototype 
formation and later behaviour [25]. We argue that the 
observed differences in understanding of leadership and 
decision-making would similarly influence course partici-
pants’ concept formation (or ‘prototype formation’ to use 
the terminology of Ju & van Schaik [25]), which would 
cause course participants taught by a nurse educator to 
form a slightly different understanding of, for example, 
leadership than a course participant taught by a physician 
educator. These differences would later cause the course 
participants to act differently in clinical practice [21, 32, 
44], which could potentially lead to miscommunication 
and misunderstandings between nurses and physicians. 
Nurses and physicians work together every day in clini-
cal practice, and even minor disagreements about who 
decides what, and who leads whom can lead to frustra-
tion and unsafe situations [19]. If nurses and physicians 
do not agree on their respective roles, leadership could 
for example become unclear in an emergency situation 
where too many or too few step up to the task [45]. Alter-
natively, physicians might make a decision, since they 
think it is their responsibility, and nurses, who are left out 
of the original decision-making process, might under-
mine it or work against it based on frustrations resulting 
from differences in concepts (as seen in [19]). Since much 
nurse and physician learning happens in clinical prac-
tice through experience and observation of others [46], 
differences in behaviour would reproduce differences in 
understanding of the concepts. This is particularly per-
tinent for “newcomers” learning the language and legiti-
mate actions of a workplace [47]. Novice nurses see how 
other nurses talk and act in clinical practice and then 
adapt their language and behaviour based on these inter-
actions to fit into the observed community [47]. In this 
way, certain understandings of leadership and decision-
making would be reproduced.

Examples of potential miscommunications are already 
evident in the present study. A withdrawn leader is both 
described positively (a good leader position with over-
view) and negatively (as someone just bossing the team 
members around, without engaging in helping the team). 
Becoming aware of these different understandings is a 
first step towards a deeper understanding and better 
communication among different groups of healthcare 
professionals, which could potentially alleviate conflicts 
and improve patient safety.

Limitations
It is important to mention that the differences we have 
observed between nurses and physicians in our study 
might have originated from other characteristics of the 
participants than their professional background. Exam-
ples could be their level of experience as clinicians or as 
educators, the nature of the courses they teach, the par-
ticipants in their courses, gender (though unlikely, as the 
study participants included only one male), or personal-
ity traits.

Note that we asked participants to talk about the con-
cepts in the context of their teachings, which might be 
different from how they would talk about the concepts in 
another setting, or how they would use the concepts in 
clinical practice. It would have been beneficial to supple-
ment our interview data with observations of teaching 
practices or clinical work.

Furthermore, we base our considerations on a small 
data set, but considering the match between our findings 
and aspects described in the literature, we see support for 
our findings and interpretations.

Conclusion
In this study, we found that nurse and physician health-
care educators to a large extent described social and cog-
nitive capabilities as they are described in existing tools 
addressing non-technical skills. We also found patterned 
differences in their descriptions that may be related to 
educators’ professional training/background. Focusing 
on the concepts leadership and decision-making, nurses 
paid greater attention to group dynamics and external 
factors, whereas physicians focused on their individual 
efforts. If nurses and physicians disagree on the meaning 
of leadership and decision-making, for example regard-
ing who should decide in a given situation, it can create 
misunderstandings and unsafe situations. For this rea-
son, it could be beneficial to make healthcare profession-
als aware of the specificity of their own concepts, so that 
they can communicate better about meanings and differ-
ences of concepts in teamwork situations. This could be 
done by educating them to describe more precisely what 
they mean when using a certain concept, for example “I 
want you to coordinate tasks” instead of “I want better 
leadership”. In this way, we might avoid healthcare pro-
fessionals using the same word, but in fact referring to 
different concepts.
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