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ABSTRACT
Objectives While leadership is accepted as a crucial 
aspect of a successful resuscitation team, the role of 
followership has not been sufficiently explored. This 
study aims to explore physicians’ perceptions of common 
favourable followership in resuscitation teams in two 
different countries.
Design A qualitative study with interviews and a reflexive 
thematic analysis.
Setting The authors individually interviewed critical care 
and emergency physicians whose clinical experience 
exceeded 6 years in Japan and the USA.
Participants A total of 18 physicians participated in a 
face- to- face, semistructured and in- depth interviews.
Results Five themes and nine subthemes related to 
followership in resuscitation were identified. Under 
technical skills, two themes (being knowledgeable and 
skilled) and three subthemes (understanding guidelines/
algorithms, clinical course and being competent with 
procedural skills), were generated. Under non- technical 
skills, three themes (assuming roles, team communication 
and flattening hierarchy) and six subthemes (taking roles 
spontaneously, calm tone of voice, sharing information, 
closed- loop communication, respectful attitude and 
speaking up), were generated. Each generated theme 
involved commonly perceived favourable attributes of 
followership in resuscitation teams by experienced critical 
care and emergency physicians in both countries.
Conclusions This study clarified physicians’ perception of 
common favourable followership attributes in resuscitation 
teams, both in Japan and in the USA. The results of this 
study shed light on followership- focused resuscitation 
education, where followership skills are generally 
underestimated.

INTRODUCTION

Resuscitation training is a standard element 
of healthcare providers’ education glob-
ally. Previous research has identified non- 
technical skills in dynamic healthcare teams 
as leadership, communication, task manage-
ment and situational awareness.1 2 Of these, 
leadership is traditionally accentuated in 
resuscitation training.3 4 The 2015 Amer-
ican Heart Association guidelines state that 
implementing team and leadership training 
is reasonable as part of advanced life support 

training. This intimates that in life support 
situations, a team leader with the ability to 
provide oversight of the team, provide guid-
ance for specific tasks, and maintain a height-
ened level of situational awareness is needed. 
These guidelines, however, make no mention 
of followership.5 The 2015 European Resus-
citation Council guidelines state that there is 
a need for not only leadership training, but 
also followership training in resuscitation 
education. However, the guidelines provide 
no further details regarding followership.6 
Although a leader without followers would be 
nugatory to resuscitate a single patient, there 
has not been much focus on followership 
skills in this context.7

Followership in healthcare is being increas-
ingly recognised to have a social influence on 
the leadership function within hospitals in 
general.7–9 Followership in a clinical setting is 
hard to define.10 The followership behaviour 
of team members is a complex element 
of teamwork that incorporates role, skills 
and social interactions that compliments, 
enhances and enables both team and leader 
functions. In a qualitative study interviewing 
medical trainees in the UK, positive follow-
ership attributes were shown to be achieving 

Strengths and limitations of this study

 This study is the first to explore physicians’ percep-
tion of followership in resuscitation.

 We collected qualitative samples from experienced 
physicians who specialise in emergency medicine 
or critical care medicine in two different countries, 
Japan and the USA.

 Our reflexive approach to followership in resuscita-
tion helped to enhance our analytical rigour.

 Our findings provide specific learning objectives for 
novices in resuscitation training.

 We only investigated physicians in this study, thus 
limiting the transferability of our findings to nurses 
and other healthcare professionals. copyright.
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and embracing change, doing the job and working with 
others.11 Furthermore, the leader–follower dynamic is 
influenced by the hierarchy of healthcare situations.9 11 
Multidisciplinary professionals who work within an implic-
itly strong hierarchy frequently experience conflicts.11–13 
In such hierarchal organisations, proactive followership 
plays an important role in better team performance, job 
satisfaction and patient safety.10

Western countries have since started evaluating follow-
ership in the private business sector. Carsten identified 
effective followership qualities such as ‘proactive atti-
tude,’ ‘expressing opinions,’ and ‘being a team player’.14 
Although this concept drew the attention of social psychol-
ogists, the word ‘followership’ was not seen in a favourable 
light.15 Kelley described the language of followership and 
its negative perception in English- speaking countries.16 
This is in contrast with Asian countries, where the English 
word ‘follower’ did not originally exist, and paternalism 
and collectivism are lauded.17 Asian and Western coun-
tries have similarities and differences in both leadership 
and followership behaviours that are described in existing 
works.18–20 For example, a more direct leadership style 
and obedient followership are considered important in 
Japan because of the strongly paternalistic culture. In the 
USA, however, a less direct leadership style is needed—
especially in highly professional jobs—because of strong 
individualism.18

The followership- focused training model originated 
in the private business sector when Kelley published 
‘The Power of Followership’ in 1992.21 Kelley explained 
that exemplary followers have high levels of both tech-
nical and non- technical skills. He asserted that the 
power of effective followership is underestimated and 
that it has a greater impact on team performance than 
leadership.

Exemplary followership in resuscitation, when time is 
limited, has not been described, and can be expected to 
differ from followership in private business and in non- 
emergency healthcare settings. From a global educational 
viewpoint, articulating common attributes of exemplary 
followership specific to a resuscitation team is impera-
tive, because standardised resuscitation guidelines and 
training are already instituted worldwide. Moreover, 
resuscitation education is basically for novice trainees, 
therefore, emphasising leadership would not have an 
immediate impact on them because they would not 
yet be in a leadership role in real clinical resuscitation 
teams. Novice trainees would need followership training 
and its extensive feedback, which is more relevant to 
their practical work, and they can apply what they learnt 
immediately after training. We assumed that even in 
different countries or different local hospital cultures, 
there are common attributes for favourable followership 
in perceived successful resuscitation teams. We aimed to 
explore physicians’ common perception of favourable 
followership in resuscitation teams because commonali-
ties of followership between countries and local cultures 
are relevant to novice physician trainees’ clinical practice 

and globalised resuscitation education, regardless of 
where they are trained.

Research question

This study aimed to explore experienced physicians’ 
common perceptions of the attributes of favourable 
followership, specifically in resuscitation teams, in two 
different countries.

METHODS

Design

We followed the Standards for Reporting Qualitative 
Research recommendations.22 This study was based on 
the constructionist epistemological paradigm because the 
study aims to explore how physicians in two different coun-
tries perceive favourable followership in resuscitation.23 
The qualitative data were collected in 18 face- to- face, 
semistructured, in- depth and open- ended interviews that 
were audiorecorded. All the data were inductively anal-
ysed. A reflexive thematic analysis was employed to elicit 
subjective meanings, which involved generative coding 
and theoretical interpretations by the research team. We 
chose Japan and the US based on the availability of the 
participants and the feasibility of the study because of 
the characteristics of our research team. In this study, we 
defined followership as abilities, skills, knowledge, action, 
attitude and behaviour of members of a team, except for 
the leader, based on Kelley’s followership theory.21 Cate-
gorisation of technical and non- technical skills, which 
is common in describing teamwork skills24 25 have been 
applied to our definition of followership. Therefore, we 
categorised abilities, skills and knowledge as technical 
skills, while action, attitude and behaviour, were catego-
rised as non- technical skills.

Participant selection

Purposive sampling was directed to select physicians 
specialising in emergency medicine and critical care 
medicine—including adults, children, and newborns—
and whose clinical experience exceeded 6 years. By 6 
years, they would have completed their primary resi-
dent training period and would have been qualified as 
specialty physicians in emergency medicine and crit-
ical care medicine in both countries. Interviewees were 
selected based on their extensive clinical experience in 
resuscitation or in other emergency circumstances; these 
participants had experienced both followership roles and 
leadership roles during their careers. We intentionally 
selected some participants who had rich experience in 
both clinical and simulation- based resuscitation educa-
tion. We recruited participants from our investigators’ 
institute- related hospitals by asking for volunteers. Snow-
ball sampling26 was employed to gather information and 
to access a specific group of people (mentioned earlier) 
working at university- based hospitals and tertiary- care 
children’s hospitals in Japan and the USA. The gender 
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and age of the participants were balanced as much as 
possible in both countries.

Patient and public involvement

No patients were involved.

Data collection

Individual, face- to- face interviews were performed in 
a private room at the participants’ hospitals or at the 
authors’ institutes, with only the interviewer and inter-
viewee present. The interviews followed a semistructured 
interview guide—with word modification—that was devel-
oped based on a previous study that explored followership 
(box 1).14 Their guide was designed to elicit participants’ 
perspectives of followership and the attributes they believe 
make followers effective. In the current study, we inten-
tionally used neutral terms, such as ‘member’ or ‘team-
work’ instead of ‘follower’ or ‘followership’ to minimise 
possible bias among interviewees towards those words. 
During the interviews, they were asked to reflect on their 
most and least successful experiences in real resuscitation 
or any other emergency teams.

There was no repeat interview. Each interview lasted 
approximately 40–50 min. The first author (YA), who is 
Japanese and fluent in English, performed all interviews 
during the study period, January 2016–November 2017. 
Apart from three Japanese participants, the first author 
was unknown to the participants before undertaking this 
study. Further, the first author did not undertake any clin-
ical or teaching activities locally alongside this research. 
All interviews were audiorecorded. Field notes were 
taken during the interviews to confirm the accuracy of 
the audio records immediately after each interview. None 
of the participants refused to answer the questions during 
the interview. Sample size and saturation were discussed 
in the analysis phase, regarding whether the data were 
rich enough to explore commonalities. Transcripts were 
not returned to participants for correction because the 

quality of the audio records was considered accurate 
enough in its details to be transcribed verbatim.

Ethics

Ethical concerns included maintaining the confidentiality 
of the sensitive information revealed in the interviews. All 
the participants were informed that the purpose of the 
study was to investigate exemplary followership attributes 
in the resuscitation team by asking clinicians’ real expe-
riences of teamwork in resuscitation or any other emer-
gency situations; participants provided written consent in 
their own languages. They were informed that their data 
were confidential and that they could withdraw from the 
study at any time.

Data analysis

The digitally recorded audio data were transcribed 
verbatim in the original languages by professional tech-
nical personnel of commercial- based transcription 
services. Coding software (NVivo, V.12, QSR Interna-
tional, Massachusetts, USA) was used for organising the 
data. First, the transcripts were imported in NVivo in the 
original languages. Next, a reflexive thematic analysis that 
involves generative coding and theorisation, developed by 
Braun and Clarke,23 27 was applied. Although an inductive 
and latent approach was used to identify ideas of follower-
ship throughout the analysis, we incorporated sensitising 
concepts from existing followership theory by Kelley.21 A 
constructionist approach was applied because this study 
aimed to explore how physicians perceived successful and 
unsuccessful resuscitation experiences, and the authors’ 
aim to identify common attributes for favourable follow-
ership in resuscitation in Japan and the US. We used six 
steps of thematic analysis.23 Japanese investigators (YA, 
TS, RI and YS) primarily initiated data analysis because 
they were academically proficient in both languages. 
Although this study was specifically on clinical resuscita-
tion and emergency experiences, we assumed that TS, YS 
and RI could bring the perspectives of general healthcare 
providers and medical education researchers.

The transcribed data from both countries were analysed 
simultaneously. First, all the Japanese investigators read 
through the original verbatim transcribed data. Second, 
YA and YS individually performed selective coding in the 
original languages. Phrases or sentences that described 
followers’ abilities, skills, knowledge, actions, attitude, 
behaviour, feelings and environment were labelled in 
the original language with a short description of the 
contents. Phrases or sentences that describe leaders’ 
abilities, skills, knowledge, actions, attitude, behaviour, 
feelings and environment were not analysed, as lead-
ership was not the main subject of this study. Third, all 
the Japanese investigators made a group agreement to 
combine codes to generate data- derived themes. At this 
stage, we generated all themes in the English language. 
After generating initial themes, YA and YS returned to 
the data and compared the themes to the data to ensure 
that the themes made sense, did not overlap, supported 

Box 1 Interview guide

Preinterview questions: What is your gender? Age? Specialty?
1. Tell me about a time when you experienced the most successful 

crisis emergency team experience such as resuscitation. What kind 
of skill, behavior, or attitude did you see that was most successful?

 – What happened? (series of events, behaviors, actions, etc)
 – What was the patient outcome?
 – What made him/her successful?

2. Tell me about a time when you experienced the worst (unsuccessful) 
crisis emergency team experience such as resuscitation? What kind 
of skill, behavior, or attitude did you see that was most unsuccessful 
or a failure?

 – What happened? (series of events, behaviors, actions, etc)
 – Is there any action or behavior that you think you or the person 

should have done at the time of the event?
 – What was the patient outcome?
 – What made him/her unsuccessful?

You can talk about yourself or someone you know. (Need specifics on 
the position of the person if they did not use themselves as an example.)
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the main theme, and examined whether there were other 
themes within the data. Next, all the Japanese investiga-
tors defined and named the generated themes and cate-
gorised them into technical and non- technical skills. In 
this phase, American investigators (JL- J and BWB) partici-
pated in the analysis. Code saturation28 was assessed by all 
investigators at this phase to determine whether 18 inter-
views were sufficient to generate high prevalence codes 
repeatedly and to capture themes alongside the aim of 
this study. As for the writing, the Standards for Reporting 
Qualitative Research recommendation were used for 
writing the report.22 After the themes were generated, we 
conducted a member check, a qualitative research tech-
nique in which a respondent’s validation of the analysis 
confirms the authenticity of the interpretation. Partici-
pants confirmed that the generated themes were consis-
tent with their narrative concepts.

RESULTS

Participants’ demographics are shown in table 1.
From the thematic analysis of the interviews, five 

themes were generated as common favourable follower-
ship attributes in Japan and the USA. In technical skills, 
two themes and three subthemes were generated. In non- 
technical skills, three themes and six subthemes were 
generated (box 2). After finishing all 18 interviews, we 
found that code saturation reached 80% within the first 
14 interviews: 7 Japanese and 7 Americans. Another four 

interviews added 20% to the codes, generating no new 
themes or subthemes.

Technical skills

Being knowledgeable
Most participants stated that having a basic knowledge of 
resuscitation, such as updated guidelines and algorithms, 
was a fundamental factor for favourable followers. Based 
on that knowledge, understanding the clinical course of 
the patient was considered favourable, meaning holding 
a big picture of the patient that enabled the team to iden-
tify what needed to be done and anticipate what would 
happen next in resuscitation.

Understanding guidelines/algorithms
Understanding guidelines and algorithms were consid-
ered an essential factor for the team to share the same 
purpose and to move smoothly without delay caused 
by too much conversation. Participants reported that 
cardiopulmonary resuscitation would be smoother when 
everyone knew what needed to happen during the first 
couple of minutes; this includes getting a backboard, 
performing chest compressions, and putting leads and 
monitors on without much conversation.

Understanding the clinical course of the patient
Understanding the patient’s physiological clinical course, 
including treatments that had been provided and what 
would still be needed, was mentioned as favourable in 
both countries. Interviewees reported that understanding 
the clinical course provided members with a big picture 
of the patient and enabled them to anticipate what would 
happen next. Failing to anticipate further clinical events 
makes members ineffective, such as just doing unneces-
sary things, failing to prioritise actions or failing to find 
jobs that have not been completed.

Being skilled
Many participants described being skilled as being well- 
trained and experienced, and being able to correctly 

Box 2 Generated themes

Technical skills
Being knowledgeable (11/18).

 Understanding guidelines/algorithms.
 Understanding clinical course of the patient.

Being skilled (10/18)
 Being competent with procedural skills.

Non- technical skills
Assuming roles (14/18)

 Taking roles spontaneously.
Team communication (17/18)

 Calm tone of voice.
 Sharing information.
 Closed- loop communication.

Flattening hierarchy (13/18)
 Respectful attitude.
 Speaking up.

Table 1 Demographic and clinical characteristics of 
participants (N=18)

Participant characteristics N

Nationality

  Japan 9

  USA 9

Gender

  Men 10

  Women 8

Age

  30 s 5

  40 s 10

  50 s 3

Hospital characteristics

  University- based hospital 8

  Tertiary care general hospital 4

  Tertiary care children’s hospital 6

Specialty

  Emergency medicine 7

  Paediatric 3

  Critical care medicine 11

  Paediatric/neonatal 3
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perform specific procedures required during resuscita-
tion, which enabled the team to run smoothly and quickly. 
This was considered synonymous with being clinically 
independent concerning technical skills. The necessary 
skills differed according to the disciplines and included 
drawing up drugs, placing intravenous catheters, placing 
chest tubes or endotracheal intubation.

Quotes that support themes generated in technical 
skills are listed in table 2.

Non-technical skills

Assuming roles
Taking roles spontaneously
Multiple roles exist in a resuscitation team. According 
to the participants, successful role dissemination within 
the team was crucial for successful resuscitation. Impor-
tantly, participants mentioned that exemplary followers 
took roles spontaneously without being told by the leader. 
Most interviewees considered that every member should 
think and act spontaneously, and not wait for the lead-
er’s directions to perform their roles according to their 
disciplines. In other words, accepting certain roles spon-
taneously and focusing on the completion of the respon-
sibilities are important attributes for exemplary followers.

Team communication
Willingly communicating was mentioned as a desirable 
followership behaviour in resuscitation. The concept 
of communication referred to different behaviours and 
actions, including ‘having a calm tone of voice’, ‘sharing 
information’ and ‘closed- loop communication’.

Calm tone of voice
Having a calm tone of voice, even when patients need 
emergency care and time is limited, was considered a 
highly positive attribute of followers. A chaotic tone of 

voice was specifically cited as a negative feature. Inter-
viewees mentioned that the tone of voice tended to be 
louder because everyone tried to make their voice heard, 
resulting in a chaotic situation, which was perceived as a 
negative experience.

Sharing information
Participants discussed that it was essential to be verbal 
and let all the other members know what was happening 
and how they interpreted the situation. Our interviewees 
explained that if the team failed to share information, 
there would be a disruption in the chain of communi-
cation and considerable delay in making important 
decisions.

Closed-loop communication
Interviewees mentioned that closed- loop communication 
is a fundamental factor for favourable followers, and it 
enabled all team members to understand how far the 
resuscitation was proceeding. They described closed- loop 
communication as checking back and forth about the 
specific activity being assigned and completed within the 
team.

Flattening hierarchy
Hierarchy- related issues were often mentioned in the 
interviews. Interviewees described that hierarchy- related 
issues in resuscitation teams occurred concerning team 
members’ age, years of clinical experience or occupa-
tions in both countries. Older or more experienced 
members or physicians may be considered superior to 
other members. The oldest physician was not always the 
leader of the team; however, team members assumed 
that they had to obey the older or more experienced 
physician.

Table 2 Technical skills for followership in resuscitation themes, sub- themes, and quotes

Technical skills Quotes

Being knowledgeable   

  Understanding guidelines/
algorithms

‘Team members were used to CPR. They knew what to do.’ (JP-6)
‘Algorithms are quite helpful so that you don’t miss things and that things are done in an orderly and 
appropriate fashion.’ (US-16)
‘They should have the same mental model of what needs to happen perfectly in the first couple of 
seconds, right? Everyone knows you have to get the backboard, CPR, leads on, monitor on, and 
someone has to divide up and just take over the different tasks.’ (US-13)

  Understanding clinical 
course

‘It’s important to understand the big picture of the patient. Then you will know what will happen next, 
what you will need, and what is lacking now.’ (JP-1)
‘I feel the best part of that situation was everyone knew exactly what happened from start to finish.’ 
(US-9)
‘Members didn't know what was happening to the patient, didn't know what to do. Just doing 
unnecessary things just in front of their eyes.’ (JP-9)

Being skilled   

  Being competent with 
procedural skills

‘Nurses who had extensive training were there, they pulled the drugs as soon as they noticed 
bradycardia.’ (JP-1)
‘I felt I was struggling when members had not been trained and unskilled.’ (JP-3)
‘They were doing things correctly. My assessments felt the CPR person was doing things well.’ (US-13)
‘Having competent team made things run around a lot better, smoother, faster.’ (US-16)
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Respectful attitude
A respectful attitude was considered crucial for successful 
resuscitation teams, according to participants. A respectful 
attitude towards other professionals’ backgrounds and 
their experience was deemed as favourable followership 
behaviour.

Speaking up
Speaking up was described as asking questions and 
making suggestions or recommendations, especially when 
the team experienced uncertainty. They recognised that 
speaking up in resuscitation was important for patient 
safety, yet difficult, because of the hierarchy related to 
members’ age, years of experience, and occupations. 
Interviewees mentioned that it was difficult to commu-
nicate different ideas during resuscitation if members 
felt they were not listened to. There were some prefer-
able ways to raise the potential problems in the conver-
sation. For example, one should make recommendations 
at least three times as your professional responsibility for 
the patient, and use constructive and positive ways to ask 

questions, such as, ‘Are you sure that’s what you want to 
do?’ or ‘Did I hear you right?’

Quotes that support themes in non- technical skills are 
listed in table 3.

DISCUSSION

This is the first study to explore common favourable 
followership attributes specific to resuscitation teams 
by interviewing resuscitation professionals from two 
different countries: Japan and the USA. Our interviews 
and analysis generated five themes and nine subthemes 
in followership in resuscitation. Our findings not only 
reinforce the existing followership theory14 16 21 but also 
elaborate on the characteristic attributes for exemplary 
followers in resuscitation teams. Based on these findings, 
we can make recommendations to refocus resuscitation 
education by articulating exemplary followership attri-
butes specifically for resuscitation teams.

Table 3 Non- technical skills for followership in resuscitation themes, subthemes and quotes

Non- technical 
skills Quotes

Assuming roles

  Taking roles 
spontaneously

‘I like people to move without the leader’s direction. I think it’s preferable that members know their natural roles 
and do the job without waiting to be told.’ (JP-2)
‘Simultaneously, everyone was just going into their roles. And the right people got to the right locations and 
things were happening simultaneously in a contemporaneous manner.’ (US-13)
‘Everyone started to do the same thing at the same time! Just like a kid’s soccer game. There was no clear 
sharing of roles.’ (JP-5)

Team communication

  Calm tone of 
voice

‘When we had trauma patient, it was good because they were calm. There was a trauma team, no one was 
screaming. If someone heated up, then others calmed down the person.’ (JP-4)
‘I’ve seen people that are inappropriate, yelling at people, and things just don’t happen as quickly, or just being 
very timid, unsure of themselves, and so then the rest of the team loses faith in them.’ (US-16)

  Sharing 
information

‘I want my team members to be very verbal stating of what they are doing right now, and things has been done 
or not done yet. For example, ‘I am getting IV.’ or ‘I am ordering chest X- ray.’, and so on.’ (JP-2)
‘I felt it was good to have three different teams working and communicating. We gave information as things were 
going right—for the part we were doing—I could see that all those parts were going well while each of the minor 
procedure was going on.’ (US-13)

  Closed- loop 
communication

‘For example, cross check what one is doing with each other, how far it is proceeding.’ (JP-1)
‘There’s always what we call closed link communications, if the leader said, ‘Okay, I would like XYZ done.’ And 
then, whoever it is will say, ‘Okay, XYZ done.’ So, having that back and forth feedback.’ (US-15)

Flattening hierarchy

  Respectful 
attitude

‘There was no one who was very dominant over anyone else. The ideas were very willingly shared among all the 
provider regardless of their role. They were respectful. Like respect for their knowledge backgrounds, respect for 
their experience.’ (US-10)
‘I think it was problematic because there was not a good organization, but also kind of creating an environment 
where people are shut down.’ (US-15)

  Speaking up ‘I guess the age or experience definitely has big influence on a team. If they really think about the patient, 
doctor’s age does not matter. People should say what they needed to say even your age was younger than the 
leader. If the leader said no to your suggestion, but you had better idea, try the second time. If you tried three 
times and the leader still ignores, then it is a problem.’ (JP-7)
‘Then you have to let the leader know that because you don’t want to do the wrong thing on a patient. If you 
think it is wrong, and you have to phrase that in such a way to say. ‘Wait a second, are you sure that’s what you 
want to do?’ And I’ve seen that was done as well at a check back. That’s really hard to say no to someone when 
you know it’s potentially wrong, but it’s your duty for the patient to say it’s wrong.’ (US-12)
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First, exemplary followers should have knowledge and 
job skills at a mastery level and perform their roles spon-
taneously, in keeping with Kelley’s theory of follower-
ship.21 In a resuscitation team, this translates to members 
taking on specific roles that match their disciplines or 
capabilities, according to their training level. Brahmajee 
et al reported that effective resuscitation teams in top- 
performing hospitals defined clear roles and responsibili-
ties of team members, before resuscitation or early during 
resuscitation.29 Many interviewees in our study mentioned 
that it was favourable for the leader not to assign every 
single role. Instead, they preferred that followers spon-
taneously took their natural roles and performed their 
tasks independently and correctly. Moreover, it is not 
desirable if multiple members to overlap in the same role 
at the same time. Participants indicated that exemplary 
followers did not have overlapping roles; instead, they 
would identify and take other roles that no one had been 
doing. There may be a gap between reality and tradi-
tional resuscitation education, which typically focuses 
on the leader’s obligation to assign the roles. Previously 
reported assessment instruments have specific items for 
individual leadership and teamwork as a collective, but 
not for individual followers.24 25 30–32 Consequently, the 
leader receives intensive feedback for the assignment of 
roles; however, other learners do not receive individual-
ised feedback for taking roles spontaneously. It is there-
fore clear that resuscitation training needs to include 
followership assessment measures to provide feedback to 
all learners. The development of a validated followership 
assessment instrument in resuscitation can be a further 
area of research.

Next, team communication was identified as a crucial 
skill. Team communication includes a variety of factors, 
such as what should be verbalised and how it should be 
said during a resuscitation. The most specific commu-
nication style for resuscitation teams was ‘closed- loop 
communication’. This is a well- established way of 
communicating during resuscitation, in which there is 
a verbal response to every communication. In addition 
to closed- loop communication, which is the current best 
practice,33 34 there were two more sub- themes in team 
communication. What should be verbalised was related 
to the subtheme of ‘sharing information’. Ideal followers 
should verbalise what activity they are performing to 
let other members know, as each individual is occu-
pied by their tasks. At the same time, how the informa-
tion should be communicated was another important 
subtheme: ‘calm tone of voice’. The tone of voice is a 
key factor that reflects emotions in human communica-
tion.35 A preferable tone of voice for leaders has been 
reported as calm, clear and direct.36 Interviewees in this 
study preferred a followers’ tone of voice to be calm and 
assertive, not chaotic. A calm tone of voice may influence 
team trust, which is essential for perceived successful 
resuscitation. Conversely, yelling might intimidate other 
members, resulting in a reluctance to take roles or make 
suggestions and unsuccessful resuscitation. Our findings 

indicate that controlling one’s tone of voice seems to 
be a major issue and that this could be a vital area of 
training during resuscitation education. Voice training 
in resuscitation is a further area of research, which 
could be feasible by using audio or video, according to a 
previous study on communication training methods for 
healthcare professionals.37

Finally, the majority of interviewees from both coun-
tries experienced hierarchy- related issues. Hierarchy- 
related issues have been persistently reported as a major 
experience in healthcare.38 39 Our findings identified 
hierarchical factors such as age, years of experience and 
being physicians, which all have a considerable impact on 
teamwork during resuscitations in both countries. Japa-
nese interviewees described older and more experienced 
physicians as always giving orders instead of supporting 
the leading younger physicians. They further explained 
that this was due to the belief that the most senior physi-
cian should take control, regardless of their expertise. 
This is in keeping with Japanese culture, which has a 
higher power distance than the USA.40 Power distance is 
defined as the extent to which the less powerful members 
of organisations within a country expect and accept that 
power is distributed unequally.40 The US interviewees 
mentioned more positive experiences, indicating that 
team members had a more respectful attitude than Japa-
nese interviewees. Regarding hierarchy- related issues, 
‘speaking up’ was perceived as an important attribute 
of favourable followers by interviewees from both coun-
tries, which was similar to previously reported findings.41 
Our study participants expressed that speaking up could 
contribute to patient safety. Speaking up is crucial to 
avoid potential medical errors, especially in complicated 
situations.42–44 However, speaking up behaviours have 
been reported to be psychologically uncomfortable for 
healthcare workers.10 13 Japanese interviewees considered 
this behaviour as an important quality for exemplary 
followers, similar to US interviewees; however, they spec-
ified that it was difficult to do so in real life because of 
the relatively high power distance in Japanese culture. 
Acknowledging the impact of the cultural background 
on followership behaviours may help educators in their 
approach when teaching communication strategies 
during resuscitation training.

The findings in our study suggest that specific tech-
nical and non- technical skills are required for followers 
in resuscitation teams to function effectively. It is also 
noted that there may be an overlap between follower-
ship and leadership attributes, considering our results 
and those of previous a study.12 For example, an effec-
tive leader needs profound knowledge of resuscitation 
algorithms, explicit communication, hierarchy reducing 
attitude and asking questions that highlight perceived 
problems. As one interviewee described, learning how to 
follow is learning how to lead. This idea embodies the 
main concept behind followership: the ‘forgotten key to 
leadership’.

copyright.
 on August 9, 2021 at O

saka C
ity G

eneral H
ospital. Protected by

http://bm
jopen.bm

j.com
/

BM
J O

pen: first published as 10.1136/bm
jopen-2020-047860 on 9 August 2021. D

ow
nloaded from

 



8 Akamine Y, et al. BMJ Open 2021;11:e047860. doi:10.1136/bmjopen-2020-047860

Open access 

Limitations

There are limitations to this study. First, we had a small 
number of interviewees from two different countries. 
Additional themes could have been identified if we inter-
viewed a larger participant group from culturally wider 
spheres. Second, we only interviewed physicians. Nurses 
and physicians may have different perspectives; therefore, 
if we had included different professionals in the resuscita-
tion team, different themes might have emerged. Third, 
we did not explore whether exemplary followership attri-
butes identified in this study correlated with the patient 
outcomes. Further study would be necessary to clarify 
these issues.

CONCLUSION

This study described physicians’ perceptions of common 
favourable followership attributes in resuscitation teams 
both in Japan and the USA. The results of this study 
contribute to exemplary follower- centric skills and 
behaviours that should be focused on during resuscita-
tion education internationally.
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