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A series of reports into failings in the NHS, 
including the Francis report (2013), the Keogh 
review (2013) and more recently the Berwick 

report (2013), have highlighted the role of leadership 
in establishing successful organizations with a culture 
that meets the public’s expectations for high standards 
of compassionate care. Indeed, one of the recommen-
dations of the Francis report states the need for ‘strong 
and stable leadership in stable organisations’ (Francis, 
2013). 

The Darzi review (2008) focused heavily on teasing out 
the qualities and requirements for successful health-care 
leadership. All the above reviews also emphasize the 
important role of medical students and doctors in train-
ing in foregrounding patient safety. Although the concept 
of ‘followership’ has traditionally received less attention 
and the word followership only appears once in the full 
Francis report, the concept of effective followership 
implicitly pervades the recommendations. The Medical 
Leadership Competency Framework is now being revis-
ited by the NHS Leadership Academy and developed 
into a leadership framework for all practitioners in the 
NHS. It seems likely that the underlying philosophy of 
distributed leadership that characterized the original 
framework will be maintained. In models of distributed 
(shared or dispersed) leadership, the requirement on the 
team, as distinct from the leaders of that team, to take 
responsibility for patient safety and health improvement 
is paramount. 

Ever since the landmark study by Milgram (1963), 
which examined the willingness of people to obey orders 
even when they thought they were actively harming peo-
ple, there has been interest in many fields in the causes of 
failure to challenge authority and the potential damaging 
consequences of such failure. In medicine, which is a 
highly hierarchical system, this lack of challenge is a com-
ponent of communication failures and a major cause of 
preventable patient harm and death (Kohn et al, 2000; 
Cosby and Croskerry, 2004; Firth-Cozens, 2004; Lingard 
et al, 2004; Sutcliffe et al, 2004; Makary et al, 2006; 
Belyansky et al, 2011). If we are to improve patient safety 
then it is vital that students and doctors in training are 
enabled and equipped with the skills and confidence to 
challenge perceived authority when working in health-
care teams while maintaining good working relation-

ships. The ability for doctors to work effectively in teams 
is highlighted from the start of the educational process. 
For example, in Medical students: professional values and 
fitness to practise, the General Medical Council states that 
medical students should: ‘develop and demonstrate team-
work and leadership skills’ (General Medical Council, 
2007). 

Although the traditional view of a team worker may be 
one of providing support for a leader, there are numerous 
instances where failure on the part of a team worker to 
challenge an erroneous decision by the leader led to an 
adverse outcome (Cosby and Croskerry, 2004; Gladwell, 
2008; Bromiley, 2009). In contrast, Seiden et al (2006) 
discuss a number of cases where medical undergraduates 
prevented patient harm by speaking up. This emphasizes 
the importance of enabling students to do this from the 
start of training. 

The authors of this article were interested in finding 
out why some medical undergraduates failed to chal-
lenge leadership decisions, while others were willing to 
do so. Although a number of writers have discussed the 
reasons for failure to challenge in a medical setting (Table 
1) (Coats and Burd, 2002; Sutcliffe et al, 2004; Wachter, 
2005; Kobayashi et al, 2006; Walton, 2006; Pian-Smith 
et al, 2009), there has as yet been no attempt to catego-
rize and rank the most common reasons why medical 
undergraduate students fail to challenge more senior 
doctors.

Studies have also shown that there is a difference in 
perceived willingness to be challenged between seniors 
and juniors; seniors tend to believe that they encourage 
being challenged, a situation which is not corroborated 
by their juniors (Coats and Burd, 2002; Makary et al, 
2006; Belyansky et al, 2011). Because failure to challenge 
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erroneous decisions may contribute to patient morbidity 
and mortality (Belyansky et al, 2011), discovering the 
most common reasons for this failure should help to 
inform further research into overcoming actual or per-
ceived barriers. 

This article reports the results of a small scale study 
investigating the nature of challenge among medical stu-
dents at a UK medical school.

The research study
A high-fidelity simulated scenario was designed in which 
a faculty member, playing the role of the senior member 
of the team, made two erroneous decisions regarding the 
correct care of a critically ill patient (Table 2). In deciding 
what the two erroneous decisions should be, the authors 
consulted medical students not involved in the study, the 
simulation centre staff and staff in the School for Medical 
Education. They wanted to incorporate two erroneous 
decisions which would be easily recognized as such by 
final year medical undergraduates. Making the errors 
‘obviously’ wrong would allow the authors to avoid the 
problem encountered by Pian-Smith et al (2009) of being 
unsure whether the lack of a challenge was the result of a 
lack of knowledge rather than some other factor. The 
authors tested the scenario on a final year medical student 
not involved in the study and found that it worked as 
planned.

If the participants failed to challenge the erroneous 
decision, they would be prompted to do so by being 
asked questions such as: ‘That is right, isn’t it?’ If despite 
repeated (>3) prompts the candidate failed to challenge 
the senior then one of the other team members, also 
played by faculty staff, would challenge and the senior 
would change his/her mind. 

A total of 18 final year medical students agreed to par-
ticipate. The students were told that they would be 
involved in a simulated scenario which tested their team 
working and leadership skills. At the beginning of the ses-
sion each medical student was welcomed, provided writ-
ten consent, was briefed and given a routine introduction 
to the mannequin, its capabilities and limitations. This 
was followed by the scenario, which lasted up to 15 min-
utes. The scenario was video-recorded and the actions and 
oral communication of the participants noted.

Immediately following the scenario, the participants 
participated in a debrief which involved using a think-
aloud technique (Fonteyn et al, 1993) and viewing of the 
video recording to explain their thoughts and beliefs dur-
ing the scenario. The actions and verbal communication 
of the participants were analysed in relation to students’ 
reasoning during the debrief. The language used by the 
medical undergraduates in challenging the senior was 
coded according to a system used by Pian-Smith et al 
(2009) (Table 3).

What the study showed
With every candidate having the opportunity to chal-
lenge twice, there were 36 instances where leadership 
could have been challenged. Twenty erroneous decisions 
were challenged without requiring a prompt, 10 deci-
sions were challenged after one or more prompts and 6 
decisions were never challenged.

The talk-aloud recordings from the latter two groups 
were analysed to elucidate whether the candidates knew 
that the senior was making a mistake and what their rea-
soning was for delaying or failing to challenge. In 15 of the 

Perceived barriers to action	 Assumed hierarchy

	 Fear of embarrassment of self or others

	 Concern over being misjudged

	 Fear of being wrong

	 Fear of retribution

	 Jeopardizing an ongoing relationship

	 Natural avoidance of conflict

	 Concern for reputation

Additional barriers when 	 Respect for the teacher–student relationship
challenging a teacher or mentor	 Violation of a special trust

	 High value placed on experience

	 Concern over being negatively evaluated
adapted from Pian-Smith et al (2009)

Erroneous decision 1	 Delaying needle decompression of a tension pneumothorax in order  
	 to await a chest X-ray which will take 15–20 minutes to be carried  
	 out. Vital signs are: blood pressure 70/50 mmHg, heart rate  
	 130 bpm, oxygen saturation 75% 

Erroneous decision 2	 Decompressing the wrong hemithorax. The ‘senior’ plans to  
	 decompress the wrong hemithorax despite the absence of breath  
	 sounds, hyper-resonance to percussion and deviation of the trachea  
	 away from the other (correct) hemithorax 

Type	 Score	 Example

Say nothing	 1	

Say something oblique, obtuse	 2	 ‘Really?’

Advocate or inquire	 3	 ‘Shouldn't we do something about the  
		  pneumothorax?’

Advocate or inquire repeatedly, 	 4	 ‘Which which way was the trachea deviated?’  
with initiation of discussion 		  and/or ‘Is that not a tension pneumothorax?’ 
		  and/or ‘Are you sure that is correct?’

Use crisp advocacy-inquiry	 5	 ‘Well he’s still not stable enough to be honest to  
		  have an X-ray, so would you be able to release  
		  the tension pneumothorax?’

adapted from Pian-Smith et al (2009)

Table 1. Barriers to challenging

Table 2. Planned erroneous decisions

Table 3. Scoring system for challenges 
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16 decisions (94%) the candidates knew the senior was 
mistaken. Three of the sixteen decisions could not be cat-
egorized as the candidates did not explain their reasoning. 
The remaining 13 decisions were categorized (Table 4).

In terms of the language used by the candidates, the 
authors found similarities with the post-debriefing cohort 
of Pian-Smith et al’s study (Figure 1). The majority of 
candidates who did question the decision of the senior 
doctor used a combination of advocacy or inquiry lan-
guage. Very few candidates used an obtuse method of 
questioning the erroneous decision.

Discussion
Although this study was small-scale, the findings are con-
sistent with other studies and suggest that erroneous 
decisions remain unchallenged not because of a failure to 
notice that the decision is wrong, but because of reluc-
tance to challenge the leader. The majority of failed chal-
lenges are the result of a perceived hierarchy, i.e. the 
senior is obeyed because he/she is senior rather than more 
experienced. This finding is backed up by other studies 
(Belyansky et al, 2011). It has also been suggested (Sydor 
et al, 2013) that the hierarchical nature of the medical 
profession might lead to reluctance to challenge leaders in 
critical matters of patient safety. This has been described 
by Cosby and Croskerry (2004) as the ‘authority gradi-
ent’ in medicine and the results of this study suggest that 
this gradient, whose negative effect is worst during high 
pressure situations, continues to exist. As Bromiley 
(2009) states: ‘We are taught respect for our senior and/
or experienced colleagues. It’s often “simply not your 
place” to speak up. Again this deference to others is very 
common in incidents and accidents the world over.’

Effective team communication should be non-hierar-
chical (Mahlmeister, 2005), but this study shows that 
there is still an operating hierarchy within medicine 
which prevents medical undergraduates from speaking 
up, even in a simulated environment. What this demon-
strates is how a follower’s behaviour is influenced by his/
her perception of how positional power and authority 
operates in the workplace. The perceived consequences of 
challenging a ‘superior’ from a professional perspective 
need further exploration to determine whether these 
beliefs are based on previous experiences, this specific 
relationship, rumour or low skill or esteem levels of the 
learner. It is the case, however, that a senior who is 
responsible (for example) for a student or trainees’ assess-
ment or sign off has a high level of power over him/her 
and the consequences of challenging may be perceived to 
not be worth the risk. From an intrapersonal perspective, 
by not challenging someone in power, the follower avoids 
being blamed, shamed or scared: all very powerful, core 
emotions which can highly influence behaviours, espe-
cially ‘in the moment’. 

Grint and Holt (2011) have proposed a typology of 
followership in which the students who did not challenge 
the decision in this study would be categorized as ‘com-

pliant followers’. The aim of medical education at the 
undergraduate and postgraduate level should be to 
develop what Grint and Holt refer to as ‘responsible’ fol-
lowers – team members who have the interpersonal skills 
to challenge authority and decision making in a way that 
will not contribute to a defensive or risk-averse culture. 

Conclusions
Of course this is a small scale study with a number of 
limitations but further research is needed in this area to 
determine which factors may influence the decision to 
challenge leadership and what educational interventions, 
such as use of the ‘two challenge’ rule (Agency for 
Healthcare Research and Quality, 2008; Pian-Smith et al, 
2009) or simulation sessions incorporating erroneous 
decisions, may be effective in promoting appropriate 
leadership challenges. Similarly training needs to be 
included for more senior doctors to enable openness to 
challenge, which might be more helpfully termed ‘discus-
sion’ or ‘input’ to the decision-making process. If the use 
of these interventions could be instituted at the under-
graduate level as well as more generally throughout the 
medical workforce, we would be one step closer to pro-
viding a culture that promotes safer health care. BJHM

Reason 	 Number (%)	 Example

Assumed hierarchy	 10 (77)	 ‘…because the anaesthetist had arrived and I felt  
		  that we’d kind of transferred responsibility to him…’

High value placed on	 6 (46)	 ‘…he’s obviously had experience of this in the  
experience		  past…’

Fear of being wrong	 2 (15)	 ‘… I had to understand it before we proceeded cos  
		  we needed to get this right.’

Fear of embarrassment	1 (8)	 ‘Didn’t want to say something that was gonna to be  
of self		  completely ridiculous.’

NB Numbers add up to more than 13 as some candidates provided more than one reason

Table 4. Reasons for failing to challenge 

Figure 1. Comparison of scores from the study by Pian-Smith et al (2009) and the study 
of undergraduate medical students described in this article. The scoring system shown on 
the x-axis is outlined in Table 3.
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KEY POINTS
n	A large body of work has identified the difficulties and barriers of challenging the 

decisions or behaviours of those in authority.

n	A small scale, simulation-based study involving medical students produced 
similar findings to those involving senior doctors and in other settings relating to 
reluctance to challenge seniors.

n	The concept of ‘followership’ provides an explanatory framework through which 
the relationship between students, doctors in training and senior doctors can be 
explained.

n	There are serious implications for patient safety if teams and cultures are based on 
hierarchies, over-reliance on positional power, and command and control leadership 
styles.

n	More work needs to be done to determine the most effective ways of developing 
confidence and skills so that students and doctors in training can have clear, 
consistent and listened-to input into decision making.
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