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ABSTRACT

Objective: Value choices are rooted in the philosophical deliberations of Aristotle, Levinas and Gadamer. Balancing the needs
of “the other” with societal and institutional needs to meet the objectives of “the cause” is core to the modern health systems
priority setting debate. These value conflicts present themselves bed-side in the day-to-day decision-making processes. A clinical
leadership (CL) framework should present solutions to this challenge.
Methods: The definition of CL is redefined to include four key values involved in this value conflict. These are 1) trust, 2) quality,
3) responsiveness and 4) efficiency. A CL in Teams course curriculum and design was developed to link these values to tools and
to context in the hospital.
Results: A new definition of CL has provided a common formative framework useful in clinical settings for priority setting,
evaluation and professional development. By the end of 2015 a total of 82 participants will have completed the course. It has
been evaluated to be timely, feasible, flexible, relevant and sustainable.
Conclusions: Values influence how clinical leaders operate and have an important impact on their leadership abilities and how
they respond to challenges. For clinical leaders and teams to work effectively it is crucial to develop common basic values.
Developing a set of tools and reflective practice to understand the inter-relationship between values and how they can conflict or
reinforce each other, contributes to improved quality of service, patient-centred care and workforce satisfaction.
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1. INTRODUCTION
Leadership is part of the human existence, taking responsi-
bility for caring in the face of suffering and vulnerability of
others. This argument is rooted in the thoughts of Emanuel
Levinas and Aristotle and translated to the health service
domain.[1, 2] Levinas describes a response to the individual
suffering of “the other”. In this ethics of proximity rational
considerations are not considered part of the moral delibera-

tion process leading to actions. Modern health policy debates
however, exemplified in the current debate concerning the un-
derlying management ideology of health services in Norway,
struggle to incorporate the individual patient concern with
the societal and institutional needs to prioritize resources
between individuals and programs.[3] Hans Georg Gadamer
could be argued to take a systems perspective in which “the
other” must be considered in a larger context of “the cause”
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providing a wider legitimacy for the range of values included
in the deliberation of moral actions.[4] These perspectives
are fundamental ethical descriptions of value interactions
balancing between individual patient care and systems needs
within a context of limited resource availability in the day to
day priority setting processes handled by clinical personnel.
At an institutional level clinical personnel need tools and
mechanisms to reflect on the interplay between core health
systems values and how they are impacted by day to day
bedside decisions.

The aim of this article is to describe the rationale behind a
new definition of clinical leadership (CL). An additional aim
is to describe the transformation of this definition from the-
ory to practice in a clinical setting through the development
of a course curriculum.

1.1 The rationale

The rationale for developing a CL in Teams (CLT) course is
primarily an acknowledgement of the absence of experienced
doctors and nurses functioning as role models for younger
and less experienced doctors and nurses.[5, 6] While senior
doctors may be consulted to address clinical decisions, there
is a trend towards reduced physical presence to reflect on
value conflicts and secure CL training bedside.[7] Similarly,
the role of the nurse-in-charge has been reformulated from a
more historical apprenticeship model to “chief supervisor -
only” of the current quality management system at any given
time. Healthcare education models also do not focus on the
importance of CL.[6, 8]

At the Stavanger University Hospital (SUH), the regional of-
fice of the Norwegian Board of Health Supervision (NBHS)
conducted a follow-up evaluation from the 2008 report[9] of
the services at the ED of the hospital in the spring of 2013.[10]

One of the conclusions of this report pointed to the inade-
quate presence of medical personnel (doctors) with adequate
CL skills. The hospital responded to these conclusions by
establishing several working groups with a Steering Com-
mittee involving the top leadership of the hospital. It was
concluded that there was a need to institutionalize a process
to secure CL skills among key health personnel.

In addition, several other health policy developments within
the Norwegian health care system have emerged to rein-
force attention to CL in an Emergency Department (ED) and
clinical wards context. Firstly, there is currently a process
within the Ministry of Health and Social Welfare aimed at
introducing a separate specialty in Emergency Medicine.[11]

Secondly, there is a development of separate municipal med-
ical care facilities with the aim of closing the service gap
between specialist hospital services and municipal health

services.[12] CL skills within the ED and clinical wards of
hospitals are important to contribute to effective management
and flow of patients towards these services. Thirdly, there
have been developed new guidelines for the service levels,
availability and distribution of emergency services country-
wide.[13] CL skills at specialist care levels are vital to the
effective collaborative clinical processes overlapping, and
at times extending into, pre-hospital services levels. Finally,
the already mentioned conclusions of the NBHS of 2008 and
2013 give hospitals in general, and SUH in particular, no
other options but to improve CL skills among staff in the ED
to comply with the recommendations presented.

It was decided that the definition of CL needed to be refor-
mulated to meet these developments. The process aimed at
presenting a new definition of CL rooted in a value-centred
practical context to facilitate improved bedside decision mak-
ing and ward management needs. This involved the devel-
opment of a set of tools for clinical personnel in the daily
ethical challenge of balancing health systems values and
taking responsibility for patient care. This was conducted
through the development of a CLT course.

1.2 The setting
The CLT course was started in 2013 at SUH, Norway and
developed in collaboration with Stavanger Acute Foundation
for Education and Research (SAFER) and the University of
Stavanger (UiS). The hospital is located in an urban setting
and triages approximately 30,000 patients per year. There
is approximately 7,200 staff in 120 different professional
categories. SUH serves 18 municipalities with a population
of about 350,000 in the south-west of Norway. The hospital
is an academic teaching facility for nursing students from
UiS and medical students from the University of Bergen.

2. METHODS

2.1 CL – reformulating the concept
The term “CL” first occurred in a text written by Rocchic-
cioli and Tilbury[14] who argued that excellence in clinical
practice is fostered in an environment where staff are em-
powered and where there is a vision for the future. Lacking
a standard definition, CL is generally poorly understood.[15]

Nevertheless it is a much used term. The National Health
Service in Scotland[16] refers to CL within a clinical domain
and describes CL in terms of driving service improvement
and effective management of teams to provide excellence in
patient care.[17] Effective CL also requires leadership skills
for team building, confidence in and respect for others and
a combination of expertise and communication skills.[17, 18]

Additionally, CL is about facilitating evidence-based practice
and improved patient outcomes at the front line.[19]
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CL in teams is a prerequisite for quality of care and patient
safety.[20, 21] The provision of services involves a wide range
of actors and professions. CL skills in teams are not well
developed among healthcare workers.[22] The complexity
of patient care and crowding in the ED and hospital wards
are associated with a number of negative health outcomes,
including unnecessary deaths, increased waiting times and a
decrease in quality of care.[23] These factors necessitate the
development of strong interdisciplinary team skills among
medical personnel.[24, 25] In Norway, inadequate manage-
ment and leadership affect the day-to-day running of patient
services.[26] There are also correlations between CL and staff
morale, the quality of patient care and trust.[27–29] Leadership
and team training can optimize multidisciplinary teamwork
and improve patient safety as such programs have the poten-
tial to develop individual skills, influence workplace culture
and teach human factor techniques.[30–32] CL in teams is
considered critical to ensure safe care and improvement of
patient outcomes and efficiency indicators.[33, 34] Research
demonstrates that CL in teams is vital towards achieving
effective team performance and reducing patient harm due
to medical error.[34–37]

CL is not the preserve of any one professional or disciplinary
group, nor is it the exclusive domain of those in formal lead-
ership or management positions.[19, 34–38] The term CL in
the context of this study neither includes development of
managerial medical leadership skills described elsewhere,[39]

nor CL in relation to change and improvement of health
service.[40]

The aim of reformulating the concept of CL is to generally
address the health policy development needs of the Norwe-
gian health services, and specifically describe the values
previously transferred from senior to junior health person-
nel through mentoring and role model relationships in the
clinical setting. Having defined these values, the hospital
could proceed to develop and implement a structured course
curriculum and a set of tools to handle conflicts and synergies
between these values in daily clinical practice.

2.2 Defining CL – four core values
Based on the previously described attributes and outcomes
of CL, as well as through a normative, deliberative pro-
cess in the working groups, including a review of descrip-
tions of the overarching goals and ideals of health care sys-
tems,[41, 42] four core values were defined to constitute the
content of the apprentice to mentor relationship of the past.
These values were 1) trust, 2) quality, 3) responsiveness and
4) efficiency. These four values provided the formative plat-
form from which the course and tools were developed. Re-
alising these values can have wide and multiple definitions

they were derived and defined as follows:

(1) Trust. In this context, trust refers to the understanding
of the concept as described by Giddens.[43] Giddens
states that trust rests on a vague and partial under-
standing, where some decisions are based on inductive
inferences from past experiences believed in some way
to be reliable for the present. In order for someone to
trust their decision, good reason must combine with
a further element that satisfies their “partial under-
standing”. Giddens argues that trust acts as a medium
of interaction between modern society’s systems and
the representatives of those systems. The grounds for
this interaction are referred to as access points; the
meeting ground for what he terms “facework” and
“faceless” commitments. Facework commitment is
dependent on the demeanour of the “expert” (in health
systems, health professionals). Their level of profes-
sionalism, mannerisms, and other aspects of their per-
sonality affect our impressions and expectations. Face-
less commitment is the perceived legitimacy, technical
competence, and the ability of the “expert system”
(e.g. the medical system). The notion of trust within
the framework of the CL definition presented here
focuses on trust within and between the healthcare
system and providers, as a prerequisite for success-
ful team performance.[35, 42, 44] Trust between provider
and patient is considered to be a function and result
of the overall implementation of all the four values
within the proposed CL definition.

(2) Quality. For the purpose of this CL framework qual-
ity is defined as the “degree to which health services
for individuals and populations increase the likelihood
of desired health outcomes and are consistent with
current professional knowledge”.[45] Donabedian[46]

states that if structure, process and outcome are de-
scribed, the most important aspects of quality are
captured. There are two elements when considering
performance of practitioners: one technical and the
other interpersonal. Technical performance depends
on the knowledge and judgment used in arriving at
the appropriate strategies of care and on skill in imple-
menting those strategies. Interpersonal relationship is
the element where the patient communicates informa-
tion with healthcare workers and healthcare workers
among themselves. Through this exchange, the health-
care personnel provide information about treatment
and care.[46] Quality of care from the patient’s per-
spective involves medical-technical competence of the
caregivers, physical-technical conditions of the care
organization, degree of identity-orientation in the atti-

54 ISSN 1927-6990 E-ISSN 1927-7008



www.sciedu.ca/jha Journal of Hospital Administration 2015, Vol. 4, No. 5

tudes and actions of the caregivers and socio-cultural
atmosphere of the care organization.[47] The process of
providing quality of care in healthcare is inherently in-
terdisciplinary, requiring physicians, nurses and allied
health professionals from different specialties to work
in teams.[29] The proposed CL framework specifically
emphasizes that definitions of what is good and bad
quality will vary, but that the need to be continuously
quality conscious and developing a quality focused cul-
ture[48] is imperative. Deming’s[49] “quality circle” for
improvement of processes involving four stages: plan,
do, check, and act, provides a model for reflection and
skill development.

(3) Responsiveness. Responsiveness in the context of
a system can be defined as the outcome that can be
achieved when institutions and institutional relation-
ships are designed in such a way that they are cognisant
and respond appropriately to the universally legitimate
expectations of individuals and society.[50] Responsive-
ness can therefore be viewed from two angles. Firstly,
the user of the health care system is often portrayed
as a consumer with varying degrees of financing roles.
Through taxes, insurance schemes or out-of-pocket
spending, patients generate expectations to the ser-
vice, often with an element of market mechanisms at
play. Secondly, their right to adequate services are
also institutionally secured through societal mecha-
nisms. Responsiveness is related to safeguarding the
legal rights of patients to adequate and timely care as
specified in local, national and even global laws and
regulations. This dimension is important in encounters
between the patient and healthcare in which there is
inherent market failure, primarily due to asymmetry
of information, and the patient does not understand
or does not have prerequisites for understanding their
role as “consumer”.[50, 51]

(4) Efficiency. Efficiency and effectiveness are terms
used interchangeably.[52] For hospitals it is important
to provide the best possible treatment and care given
the available resources.[53] The Agency for Healthcare
Research and Quality[54] defines efficiency as an at-
tribute of performance that is measured by examining
the relationship between a specific product (also called
an output) and the resources used to create that product
(also called inputs). Effectiveness can be understood
as “mobilizing resources to accomplish tasks”.[54]

Effectiveness answers the question “are our objectives
met with our available resources?” implying that more
can be done with them, while efficiency answers the
question “can waste be avoided given the same out-

put?” implying that the same can be done with fewer
resources.[55]

Having identified these four values as key to the execution
of CL, the definition of CL has been formulated as follows:

“to take responsibility for clinical decision-making, within
the scope of your role in a clinical team at any given time,
with a patient-centred perspective addressing four key values:
1) trust, 2) quality, 3) responsiveness and 4) efficiency.”

A key message is the importance of reflecting on the inter-
relationship between these values. In terms of priority-setting
between patients and actions, values will inherently be in
conflict with each other.[56] Efficiency may have a negative
impact on other values, such as quality and trust, if the wrong
composition of input is chosen, e.g. staffing norm. Similarly,
poor quality and lack of trust may have a negative impact
on effectiveness.[52] Poor performance on trust, quality and
responsiveness is costly, inefficient and has scope for im-
proved effectiveness. There is therefore not only an inherent
conflict between the values in terms of priority setting but
also a potential synergy between them in terms of improv-
ing the outputs and reaching the organizational goals.[57, 58]

Improved trust may have a dramatic effect on efficiency, qual-
ity and responsiveness. Values reinforcing each other will
contribute to improved working relations and improved staff
morale. When values conflict, e.g. in the choice of attention
by a nurse between two seriously ill patients, it will often lead
to frustration to clinical personnel aiming to maximize each
of these values at all times. This conflict has been described
well by Hollnagel in the Efficiency–Thoroughness-Trade-Off
(ETTO) principle.[59]

2.3 Course design
The CLT course emphasizes the need to consciously and
continuously reflect on how each of these values are affected,
compromised and prioritized in different clinical settings.
While doctors and nurses are trained to be, and often consider
themselves as “tailors”, wanting to always take a holistic ap-
proach to each patient, they more often find themselves in
a “manufacturing” situation, in which their role is limited
and in which they might never see the end result. The course
focuses on identifying the optimal role and approach within
each different situation as they are responsible for patients
with varying needs and colleagues with varying competences
and responsibilities.

The overarching aim of the CLT course is to reinforce core
health systems values and to foster an understanding of ex-
cellent day-to-day CL in teams and executing CL within a
framework of existing resources and organisational structure.
The specific goals of the CLT is for participants to 1) function
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as skilled operative leaders and clinical supervisors within
their clinical every-day setting, 2) understand and improve
patient safety and quality, 3) understand dynamics of patient
flow and critically and efficiently use available resources and
4) improve trust between health personnel.

2.3.1 Linking values to tools
The process focused on developing a curriculum specifically
introducing practical tools enabling a systematic analysis
and critical reflection on the impact of actions and com-
munication patterns on the four values. The curriculum

places a heavy emphasis on these tools being evidence based
and relies on the academic domains of systems engineer-
ing approaches, human factors and organizational aspects of
safety.[48, 60–62]

To facilitate the conceptual link between the four values and
the practical tools, four main contextualized topics were es-
tablished: basics, behaviour, team and safety. From these
tools subtopics were then derived. The four core values were
then integrated into each subtopic and tools implementation
(see Table 1).

Table 1. Overview of course design: operationalizing the course linking CL values to tools
 

 

Definition of clinical 
leadership 

Trust Quality Responsiveness Efficiency 

Course curriculum and 
design- Operationalizing 
the definition of clinical 
leadership 

Basics  Behaviour  Team  Safety 

• “The what” and 
limitations of the course 
• preparing in advance 
• level of application 
• understanding your role 
• ethics and integrity 
• shared objectives 
• contributing to shared 
learning 

 

• team leader as supervisor
• mentoring 
• attitudes toward own learning 
• constructive feedback 
• facilitation 
• frames, actions and results 
• understanding oneself 
• gaps - identify, mind and mend 
• deliberate practice 
• reflective practice 

 

• situational awareness 
• situational leadership 
• decision-making 
• self-knowledge 
• assertiveness 
• address undesirable behaviour 

 

• culture 
• risk and consequences 
• in the blunt/sharp end 
• Swiss cheese model  
• sequences of events 
• boundary model  
 

Tools 

• Team Resource Management (TRM) 
• Crew Resource Management (CRM) 
• Situation, Background, Assessment, Recommendation (SBAR) 
• Shared Mental Models 
• Closed Loop Communication 
• Leadership models 
• Conflict resolution, facilitation and debriefing models 
• Communication processes 

 

2.3.2 Linking values to context

The CLT course comprises four steps (see Table 2). First
the participants are introduced to the course background and
formative concepts and definition. Next they are introduced
to the theoretical and practical dimensions of the specific
non-technical skills and human factors tools emerging from
the systems engineering and organizational safety evidence
base. The participants are then exposed to realistic scenar-
ios, debriefing and group work sessions in which these tools
are used to facilitate reflections and internalization of the
concepts. These sessions have been specifically designed
to include situations and challenges relevant to the partici-
pants’ daily work. Quality deviation reports and case studies
from the participants’ wards are analysed and integrated into
the simulation and group work exercises in preparation of
each course. Examples of simulation scenarios developed
from quality deviation reports are included in Table 3. Ev-
ery course will therefore be different in that it will reflect
different challenges and settings depending on the wards
involved. Finally, the participants continue this reflection

process through facilitated group discussions over a period of
up to 3 months. This final step is designed to further link the
content of the course to the daily challenges and experiences
of the participants. Table 2 also provides a description of the
resources needed to implement each step.

To secure sustainability over time, the design specifies the
inclusion of past participants of the course to be included
in the course faculty through a “Train the trainer’s” concept.
Although key formative input is continuously needed by fac-
ulty staff from SAFER, UiS and SUH to secure a rigorous
methodological approach and academic input, past partici-
pants contribute greatly to ensuring legitimacy of the content
to the wards and department setting, as well as to the resource
pool needed over time as new courses are conducted. All use
of personnel is approved by hospital management.

3. RESULTS
By the end of 2015 a total of 82 participants will have com-
pleted the CLT course. The course has been described within
the hospital as being timely, given the current Norwegian
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health policy developments. In addition, the hospital has
given particular attention to the long-standing challenge of
overcrowding and prolonged length of stay in the wards.
Ward and department managers are eager to seek new and
innovative strategies to address this challenge. The CL in

teams’ course has been acknowledged to provide an im-
portant framework and training to enable clinical wards to
tackle this challenge. A new definition of CL has provided a
common formative framework useful in clinical settings for
priority setting, evaluation and professional development.

Table 2. Structure and steps of the CLT course
 

 

Steps 
Step 1  Step 2 and 3  Step 4 

Theory  Workshop Simulation  Implementation 

Main topics 
and objectives 

• Introduction 
• Acquisition of knowledge 
• Foundation theory 

 

• Skill development 
• Decision-making 
• Introduction to simulation 
• Understanding the CLT 
framework 

• Apply theory in practice, 
establish own competence 
• Fluency and further development 
• From beginner to advanced 
competency levels 
• Establish teamwork 

 

• Debriefing of actual 
experience 
• Transfer of knowledge to 
clinical practice 
• Sustainability and growth 

Methods 
• Self-study 
• Course booklet with assignments  

 
• Case studies in groups 
(1-day) 

• Simulation at SAFER (1-day)  

• Group counselling and 
debriefing (4 meetings, 1.5 h) 
• One individual coaching 
session 

Localization 
• One hour introduction in-hospital. 
Self-study allocated to read booklet 
and answer questions 

 
• External session (SAFER) 
(1-day) 

• External session (SAFER) 
(1-day) 

 • In-hospital 

Resources 
needed 

• 1 faculty 
• No need for additional instructors 

 
• 2 faculty
• 1 additional facilitator per 
 5 participants (1-day) 

• 2 faculty
• 1 additional facilitator per 5 
participants (1-day) 

 
• 1 faculty 
• 1 additional facilitator per 5 
participants (3 meetings,1.5h) 

 

Table 3. Examples of simulation and group work scenarios included in the CLT course
 

 

Scenarios Objectives Short description (based on actual cases) 

Scenario 1. 
Limited trauma with chest 
pain 

• identification of prioritized actions 
• leadership 
• teamwork 

A female, 68 years old, with no known medical history, fell on bike downhill 
is transported to the ED in ambulance  

Scenario 2. 
Lack of resources/ 
Overcrowding in the wards 

• situational awareness 
• apply leadership techniques  

A male, 45 years old, is admitted to the ED afebrile with a lot of coughing and 
atrial flutter. He needs cardiac monitoring, but no relevant departments have 
bed space 

Scenario 3. 
Prolonged length of stay in 
the ED 

• identification of responsible professional for the patient 
• ensuring progress 
• prioritizing actions and distribution of resources 

A 85 year old demented female, accompanied by her daughter, is admitted to 
the ED at five o’clock in the afternoon with suspected femoral neck fracture. 
Eight o’clock the next morning she is still in the ED waiting for a clinical 
decision to be made 

Scenario 4. 
Unclarified patient  

• collaborate with relevant specialities to make a decision 
regarding the patient  

A female, aged 52 is brought to the ED by her husband with suspected chest
pain and syncope but during examination an ankle fracture is detected 

Scenario 5. 
Bullying at work 

• defusing and professional guidance on the shift
• maintaining progress and flow 

A doctor realizes a colleague has been bullied by her senior doctor.   She is 
distracted and distraught reducing her ability to function during the shift 

Scenario 6. 
Medication error with 
consequences 

• defusing and professional guidance on busy shift
•  handling breaches in procedures with potentially 
serious consequences during a shift 

A nurse and doctor were involved in a medication error with serious 
consequences due to a misunderstanding 

 

In addition the CLT course has proven to be feasible and
sustainable within the scope of existing resources. This is
mainly due to the very close relationship between the hos-
pital, SAFER and the University of Stavanger. The course
has been developed through existing collaborative structures
successfully complying with a no-cost leadership ultimatum.
In addition the course has been developed based on available
evidence and practice. The seven evidence-based factors
outlined by Salas et al. were agreed to be pre-requisites
for the success of the course: (1) align team training ob-
jectives and safety aims with organizational goals, (2) pro-
vide organizational support for the team training initiative,

(3) get frontline care leaders on board, (4) prepare the en-
vironment and trainees for team training, (5) determine re-
quired resources and time commitment and ensure their avail-
ability, (6) facilitate application of trained teamwork skills
on the job, and (7) measure the effectiveness of the team
training program.[31]

The preliminary evaluation of the course has highlighted the
importance of adequate buy-in at top and middle manage-
ment levels within the hospital. Another important element
is the sustainability design of the course involving previous
participants in the implementation of subsequent courses.
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The course design has also proven to be flexible and rele-
vant to each participant. Each course has successfully been
tailored to fit the challenges and ward realities of the partici-
pants. This has been secured through the described process
involving key clinical staff and ward managers in the prepara-
tory process of each course. In addition evaluations from
participants, course faculty and ward managers have continu-
ously been fed into the planning phases of each course.

The preliminary feedback from the participants has also been
very positive. Structured evaluations of each course indicate
that the participants have found the courses to be timely and
relevant, providing a forum for discussion and reflection on
the daily decision-making challenges faced in their clinical
setting.

The course has been set up with a separate action research
protocol. This protocol will assess the impact of the course,
specifically focusing on the four values and implementation
and sustainability aspects. This final evaluation will be con-
ducted early 2016, to be published in separate accounts.

4. DISCUSSION AND CONCLUSIONS
This article presents a reformulation of the CL concept rooted
in the need for clinical personnel to take responsibility for
clinical decision-making with a patient-centred perspective
based on a specific set of health systems values in a clinical
setting. It also describes the development of a CLT course
for clinical personnel relevant to their own specific context.
Finally, it briefly evaluates the timeliness, feasibility, flex-
ibility and relevance of the course so far. The background
of the course was based on current Norwegian health policy
developments and the need to institutionalize a process to re-
place the vacant traditional senior-to-junior nurse and doctor
apprenticeship relationship in which values previously were
transferred.

The definition of CL is reformulated to take into account
the skills needed to take responsibility for clinical decisions
with a particular focus on reflecting on how these decisions
will impact on four key values considered to be important
outcomes of these decisions. These values have been derived
from global health systems values descriptions and adapted to
a clinical setting. They are trust, quality, responsiveness and
efficiency. In the review of Mannix et al. it is demonstrated
that definitions of CL have a clinical focus, a follower/team
focus or a personal qualities focus.[15] Most CL characteris-
tics include attributes reflecting technical and practical skills
necessary for competent clinical practice and leading a team.
Howieson and Thiagarajah[63] found that most literature is

centered on recommended leadership behaviour, traits and
competencies. The behaviour of clinical leaders is influenced
by their values and beliefs and affects patient care and rela-
tionships with others.[64] Values affect how clinical leaders
operate and have important effects on their leadership abili-
ties and how they respond to challenges. Therefore, for any
clinical leaders and teams to work effectively, it is crucial
to develop common basic values and beliefs.[64] Successful
accomplishment and positive evaluation of the first 7 courses
has shown that the value-based definition is robust and well
understood. Linking values to tools and context to translate
these values into every day CL practice has also proven to
be useful. Basing the course development on best-evidence
and practice, and curriculum on the systems engineering,
non-technical skills, human factors and organizational safety
scientific platform provides an evidence based framework en-
abling a validated and comparable improvement process, also
with other national and international hospital and scientific
partners.

A limitation is that reformulation of the CL concept to the
four core values is not based on contextualized empirical
evidence but on formative and theoretical research concepts
and scientific accounts from other contexts. Further studies
have to be performed to address empirical evidence for the
reformulated CL concept and the four values, assessment
of the learning, transfer to clinical practice and long term
effects on patient outcomes in a clinical setting.

The strength of the development process of the CLT course
is its close link to hospital, Norwegian, European and global
health policy objectives and debates.[65–67] Healthcare per-
sonnel and patients also emphasize values as important in
providing patient-centered care and treatment.[68–70] Another
strength of the CLT course is that the curriculum is rooted
in the actual clinical setting of the participants using local,
empirically based inputs for preparing, developing and sus-
taining CL in team skills.[37] Output of the CLT course will
hopefully also in the long run demonstrate improvement in
patient-centered care and workforce satisfaction through im-
proved reflection and implementation of the four core values
bedside.
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