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Abstract 
The aim was to investigate professional confidence in the roles of ambulance and 
medical incident commander (AIC and MIC), and how it influences achievement 
of performance indicators at an incident site. A web-survey based on theoretical 
constructs (e.g. social identity, efficacy, accountability) and questions about 
prehospital emergency care connected to the roles were used (n = 426 Swedish 
ambulance nurses and emergency medical technicians). The results showed that 
social identity, independence and occupation were moderators for professional 
confidence. Organisational support, relational trust, and independence were 
moderators for achieving performance indicators. Strengthening group 
identification and independence as MIC, and independence and support for 
women as AIC together with a stronger organisational support can increase 
professional confidence and improve performance. 
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1. Introduction 
Arriving at a major incident site as the first ambulance is a responsible task for an ambulance 
crew. A prerequisite for command involves sizing-up, assessing or evaluating the situation 
(Rimstad & Braut, 2015) followed by an initiation of command and planning of the initial 
response (Lennquist, 2012; Nilsson & Kristiansson, 2015). It is often an uncertain and 
unfamiliar situation, which requires an ability to cope with complexity – something that has 
been shown to be a challenge for ambulance crews (Bolling et al., 2007; Juffermans & 
Bierens, 2010; Rüter, Örtenwall & Vikström, 2007). Effective management is essential in 
minimising negative patient outcomes in major incidents (Aylwin et al., 2006; Sollid et al., 
2012). Since 2005 Swedish regulations require that all ambulance crews should be able to 
initiate prehospital command and control when arriving first at the scene (The National Board 
of Health and Welfare, 2005, 2013). The confidence in dealing with this situation as well as 
the consequences for subsequent performance are the main focusses of this study. 
 
1.1 The roles of ambulance and medical incident commander 
The ambulance service in Sweden has gone from a relatively simple transport service for the 
sick and injured to today's more advanced medical care with a focus on diagnosis, care and 
treatment (Gårdelöv, 2016). This means that there are higher demands on the competence of 
the ambulance personnel. In Sweden there has been, since 2005, at least one registered nurse 
(often a specialised nurse) in each ambulance – most often in pair with one emergency 
medical technician (EMT) (The National Board of Health and Welfare, 2000, 2009; Gårdelöv, 
2016). Regardless of specialization, a registered nurse working in the ambulance is hereafter 
referred to as an ambulance nurse or nurse. The Swedish ambulance service is governed by 
laws and guidelines from the National Board of Health and Welfare (2009). According to 
these, the ambulance service and the individual professional must act in accordance with 
science and best practice and can also be held accountable when deviating from these 
principles. The main responsibility for upholding this lies on the ambulance nurse. In the 
ambulance first at the incident site it is always a nurse that becomes responsible for the 
medical care – referred to as the medical incident commander (MIC) (The National Board of 
Health and Welfare, 2009; Suserud, 2005). The MIC is responsible for the medical 
perspective of the prehospital command such as directing care, triage and deciding on medical 
ambition of care. The other nurse, if there are two nurses in the first ambulance, or more often 
the EMT is given responsibility for overall management, communications and logistics as the 
designated ambulance incident commander (AIC). The AIC is responsible for the 
coordination of the ambulance resources at the incident site (Dolan & Holt, 2013). Only an 
ambulance nurse can be MIC, but both the EMT and nurse can take on the role of AIC. A 
medical doctor arriving to the scene could assume the role of MIC, but normally acts as a 
consultant to the MIC and focuses on advanced medical care (National Board of Health and 
Welfare 2013; Nilsson & Kristiansson, 2015). 
 
     The roles of ambulance nurses and EMTs have been described (e.g., Suserud, 2005;  
Suserud & Haljamäe, 1997), but research on the roles of ambulance and medical incident 
commanders are scarce. As one aspect of the role, the ambulance incident commander is 
expected to function as a liaison toward police and rescue services. In this position there can 
be uncertainty, asymmetry and lack of incentive (Berlin & Carlström, 2011) that can affect 
how one frames the professional role in terms of confidence. The lack of incentive in this 
context was explained as lack of motivation to collaborate based on, e.g., a fear of revealing 
lack of knowledge. Comfort (2007) also pointed to asymmetry in the information processes 
together with a degree of heterogeneity in experience, knowledge and capacity as aspects that 
can hinder communication processes and in turn can create uncertainty. Incidents will always 
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have an element of uncertainty and the decision-making strategy will be influenced by the 
source of uncertainty (Elmqvist, Brunt, Fridlund & Ekebergh, 2010; Rake & Njå, 2009). Rake 
and Njå also highlighted skill acquisition in terms of Dreyfus and Dreyfus’ (1986) model and 
the mindset of a competent performer involving acting in accordance with situational 
elements in a decision-making situation. 
 
1.2 Evaluation of performance 
There have been different attempts to measure or evaluate the work of ambulance and medical 
incident commanders, but there is no single agreed way to do this evaluation (Rimstad & 
Braut, 2015). One way is to use performance indicators (Gryth et al., 2010; Lundberg, 
Jonsson, Vikström & Rüters, 2008; Nilsson, Vikström & Jonson, 2012; Rüter, 2006). Rüter 
and colleagues developed and tested 11 measurable performance indicators involving, for 
example, a first report within two minutes, formulating guidelines for the response within 
three minutes, and a second report within 10 minutes from arrival at the incident site 
(Lundberg et al., 2008; Rüter, 2006; Rüter & Vikström, 2009; Rüter, Örtenwall & Vikström, 
2004). Training programmes in disaster medicine for nurses and doctors have been shown to 
increase self-efficacy (Smith, Farra, Dempsey & Arms, 2015; Watters et al., 2015). Thus, 
self-efficacy could potentially be used as a measure of the level of preparedness for dealing 
with incidents and disasters. 
 
1.3 Aim 
The aim of the study was to investigate what creates professional confidence in the two roles 
of ambulance and medical incident commander, and how it influences achievement of 
performance indicators at an incident site. 
 
2. Theoretical framework 
The study is based on four main theoretical constructs: collective efficacy (Bandura, 1982), 
social identity (Tajfel & Turner, 1979), trust (Simons & Peterson, 2000), and accountability 
(Lerner & Tetlock, 1999). The four concepts are linked and influence how ambulance and 
medical incident commanders interpret a situation, how they relate to others, as well as 
successful completion of the tasks at hand, and how they perceive confidence in their own 
roles.  
 
     Confidence or self-confidence is a person’s belief in successful accomplishment of a 
specific task (Perry, 2012). Confidence in a professional setting relating to roles and demands 
of the occupation can be referred to as professional confidence (Holland, Middleton & Uys, 
2012; Ortiz, 2016) or professional role confidence (Cech, Rubineau, Silbey & Seron, 2011). 
Professional confidence has been related to other similar concepts such as self-esteem and 
self-efficacy, as well as to professional identity (Bandura, 1982; Cech et al., 2012; Holland et 
al., 2012). Important aspects contributing to professional confidence are a working 
relationship with colleagues, and an organisation that is supportive and encourage self-
reflection (Holland et al., 2012). Developing professional confidence for women in 
historically male dominated occupations often involves overcoming cultural biases which can 
reduce the level of confidence for women, at least initially (Cech et al., 2012). 
 
     Efficacy is a concept that can be applied to both an individual and a collective level. Self-
efficacy is defined as confidence in the ability to perform a specific task (Bandura, 1982). 
Perceived collective efficacy is the equivalent concept on a group level – ‘it will influence 
what people choose to do as a group, how much effort they put into it, and their staying power 
when group efforts fail to produce results’ (143). Collective efficacy through social support in 
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an important group (high group identification) can increase the possibility of such an outcome 
(Spears, 2010). 
 
     The degree to which a group becomes an important part of one’s self-definition is also 
important for the adherence of relevant group norms (Livingstone, Haslam, Postmes & Jetten, 
2011). A self-definition in terms of important social groups can be understood from a social 
identity perspective (Haslam, 2004). Group influence on individual members and the 
members’ compliance with group norms are influenced by degree of identification with the 
group (Leach et al., 2008). Group identification can be understood as one’s psychological 
investment in a group together with a self-definition in part based on that group (Sani, 2012).  
 
     Intragroup trust is essential for group members to develop strong group identification. The 
level of intragroup trust is important for both emotional climate and group performance 
(Simons & Peterson, 2000). It has been defined as a willingness to risk negative consequences 
by making oneself vulnerable, and to respond to another person’s vulnerable position in a way 
that ensures a positive outcome (Johnson, Johnson & Smith, 2007). Intragroup trust at a group 
level involves a generalised positive expectation for all members (Simons & Peterson, 2000). 
This also reduces uncertainty about other group members’ actions and how to relate to them 
(de Jong & Elfring, 2010). Intragroup trust is also important when interpreting what group 
members communicate to each other – ‘when group members do not trust each other, they are 
likely to interpret ambiguous behaviour of others negatively’ (Simons & Peterson, 2000: 104).  
 
     The final concept in focus is accountability. It ‘refers to the implicit or explicit expectation 
that one may be called on to justify one's beliefs, feelings, and actions to others’ (Lerner & 
Tetlock, 1999: 255). The degree of identification with a group can increase accountability 
within the group (Rogers & Lea, 2011). Cronin and Reicher (2009) studied police officers’ 
behaviours and decision-making, and showed that individual accountability could have 
multiple audiences and that it sometimes involves contradictory demands. Kroon, van 
Kreveld and Rabbie (1991) showed that high accountability can result in a heightened self-
awareness and a lowered ability to differentiate between out-groups. If a group perceives 
themselves to be responsible for the entire decision-making process and not just the end 
result, this is often followed by a greater need for information and increased frequency of 
repetition of the non-common information (Scholten, van Knippenberg, Nijstad & de Dreu, 
2007).  
 
        A number of studies have shown a positive connection between confidence in terms of 
self-efficacy and performance (Stajkovic & Luthans, 1998). High self-efficacy have also been 
related to, e.g. increased aspiration and task persistence (Bandura, 1997). Performance 
indicators (Rüter et al., 2004) are judgements of efficacy in clearly defined tasks in a similar 
way as perceived self-efficacy is. In all self-estimates there are elements of self-deception, but 
in general, past research have shown significant and positive correlations between self-
estimates of performance and actual performance albeit not as strong as one might expect 
(Ehrlinger & Dunning, 2003). Mismatches between self-efficacy and actual performance can 
be related to the complexity of the task at hand (Stajkovic & Luthans, 1998). This coincides 
with a cognitive bias called the Dunning–Kruger Effect (Dunning, 2011) in which people tend 
assess their abilities a higher than they really are – the less competent the more bias. 
 
3. Methods 
Data were collected via a web-survey between January–May and September–November 2014. 
The survey was developed for the study using the web survey tool Survey&Report (Artologik, 
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2015). It was based on theoretical constructs (e.g. social identity, efficacy, accountability, 
trust) as well as specific questions about prehospital emergency care connected to the two 
roles in focus for this study, ambulance and medical incident commander.  
 
3.1 Participants 
The participants of this study were emergency medical technicians and ambulance nurses 
from one county in Sweden. An email was sent to all ambulance personnel in the selected 
county – a total of 757 persons and 426 responses came in. There were 162 female and 264 
male participants, and 116 were EMTs and 310 were ambulance nurses (44 nurses without 
specialisation, 175 specialised as ambulance nurses, and 91 with other specialist diploma). 
Work experience was divided in three equal groups using a percentile split: low experience, 
0-6 years of work experience (n = 136), mid experience, 7-15 years of work experience (n = 
158) and high experience, 16-41 years of experience (n = 132). The mean age was 42.1 years 
(SD = 9.95), ranging from 23 to 64 years. The mean work experience was 13.4 years (SD = 
10.78), ranging from 0 to 41 years. All participants had gone through mandatory basic 
prehospital command and control joint training for both AIC and MIC organised by the 
ambulance organisation. The performance indicators are used in this training and also in real-
life situations in the county, that is, the specific tasks and time limits were known by the 
participants of the study. 
 
3.2 Data analyses 
Data was analysed using the statistical software Stata 14.0 except for the moderation analyses 
for which the custom dialog box PROCESS by Hayes (2013) was used with SPSS 22. In the 
moderation analyses all predictor variables were transformed using grand mean centring. 
 
3.3 Independent and dependent variables 
A factor analysis with orthogonal varimax rotation resulted in five factors, organisation, social 
identity, collective efficacy, independence and relational trust, explaining 54.4% of the 
variation. All items in the factor analysis used a 7 point Likert scale. 
 
     The first factor, organisation (7 items, alpha = .877), contains items relating to their 
immediate supervisor and how they perceive this relationship, but also relating to the working 
conditions and resources in the organisation. Example items are: “I have great confidence in 
my immediate supervisor” and “There is a very open climate at work where we can discuss all 
possible work-related problems” (for a complete set of questions used in the study contact the 
corresponding author). High values represent a well-functioning organisation and relationship 
to the immediate supervisor.  
 
     The second factor, social identity (6 items, alpha = .802), contains the aspects of the 
theoretical concept specified by Leach et al. (2008): group-level self-investment, including 
feelings of solidarity, satisfaction and centrality of the identity, as well as group-level self-
definition mainly covered by expressions of self-stereotyping. Example items are: “I am 
committed to my work in the ambulance services” and “I am proud to belong to the 
ambulance services”. High values represent stronger social identity and identification with the 
group. 
 
     The third factor, collective efficacy (6 items, alpha = .744), involves items capturing a trust 
in and a belief that all working at the incident site together have all of the necessary resources 
and skills needed to solve any problems. Example items are: “I know that all of us from the 
ambulance services together always can solve even the most difficult tasks” and “I 
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automatically trust colleagues from the ambulance”. Theoretically this factor rests on 
Bandura’s (1982) concept. High values represent a higher level of collective efficacy beliefs. 
 
     The fourth factor, independence (4 items, alpha = .722), captures aspects of independence 
when making decisions at an incident site – to not be affected by others, their expectations or 
what they will think about the decision. Example items are: “When I make a decision on an 
incident site I am almost never influenced by people from my own organisation” and “…I do 
not think about what others will think about the decision”. It is in some ways a concept 
opposite the idea of accountability (Lerner & Tetlock, 1999). High values represent higher 
independence in a decision situation. 
 
     Finally, the fifth factor, relational trust (4 items, alpha = .713), involves a belief or 
position in how trust can be created. Example items are: “You have to earn trust” and “Trust 
can almost only be created through cooperation with others”. High values on these factors 
represent a belief that trust has to be earned and something others have to prove by showing 
competence and skills, for example. 
 
     Professional confidence in the two roles were measured by two questions for each role: "In 
your role as ambulance/medical incident commander how well do you think you function?” 
and "In your role as ambulance/medical incident commander how confident are you?”. Alpha 
for professional confidence in the roles as ambulance and medical incident commander were 
.888 and .892 respectively.  
 
     The performance indicators based on Rüter (2006), Rüter et al. (2004), Rüter and Vikström 
(2009), and Lundberg et al. (2008) used in this study were for the role of AIC how often they 
manage to (a) give a first report within two minutes, (b) take a decision on the guidelines for a 
response within three minutes and (c) give a second report from the incident site within 10 
minutes from arrival. For MIC a single performance indicator was used. The question was 
how often they were able to decide on medical guidelines within 10 minutes from arrival at an 
incident site. All indicators were measured using a frequency scale from ‘never’ to ‘always’. 
 
3.3 Ethical considerations 
All participants were informed about the purpose of the study before taking the survey; first in 
a separate email and then on the first page of the survey. They were informed that the survey 
was voluntary, that the responses would be treated confidentially and would be anonymised in 
all presentations, and that the data was to be used only for this research project. Overall 
approval for the study to be carried out was obtained via the R&D manager for the Prehospital 
unit in the County who made sure information about the study was established through the 
heads of the units and down to each participant. It was through this channel we received email 
addresses once the study was anchored and approved within the organisations. 
 
4. Results 
 
4.1 Professional confidence in the role 
There are two outcome variables in this study: professional confidence in the role of (a) 
Ambulance Incident Commander (AIC), and (b) Medical Incident Commander (MIC). In 
Table 1 descriptive statistics are presented. 
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Table 1 
Descriptive statistics for professional confidence in the roles 
Professional confidence in the role of n Mean SD Min Max 
Ambulance Incident Commander 304 5.26 1.14 1.5 7 
Medical Incident Commander 252 5.55 1.00 2.5 7 
 
Men (mean = 5.41, SD = 1.05) had greater professional confidence in the role of AIC, t(301) 
= -3.59, p < .001, than women (mean = 4.91, SD = 1.25). There was also a significant 
difference comparing EMTs (mean = 5.77, SD = 0.89) and ambulance nurses (mean = 4.98, 
SD = 1.17), t(301) = 6.056, p < .001. For both the roles of AIC and MIC there were 
significant increases in professional confidence over time – a steady increase for AIC from 
one experience category to the next, F(2, 300) = 14.76, p < .001, and a significant increase 
from low to mid experience for MIC, but no further increase from mid to high experience, 
F(2, 248) = 6.76, p = .001 (see Table 2). 
 
Table 2 
Means and standard deviations for the factors, and F-values and p for work experience 
 Work experience  
Professional confidence Low    Mid  High  
in the role of Mean (SD) n Mean (SD) n Mean (SD) n F p 
Ambulance Incident Commander 4.79 (1.34) 80 5.202 (1.10) 116 5.661 (0.86) 107 14.76 <.001 
Medical Incident Commander 5.27 (1.05) 99 5.684 (0.90) 108 5.833 (0.97) 44 6.76   .001 
1 High > Mid, Low     2 Mid > Low     3 High > Low     4 Mid > Low 

 
4.2 Regression 
Hierarchical regression analyses have been conducted for both outcome variables, 
professional confidence in the roles ambulance and medical incident commander. Predictors 
were gender, occupation, work experience, organisation, social identity, collective efficacy, 
independence and relational trust.  
 
4.2.1 Ambulance Incident Commander 
In Table 3 a hierarchical regression analysis focussing on the role of AIC is presented. Work 
experience, organisation, collective efficacy and relational trust did not significantly 
contribute to the models and were excluded. 
 
Table 3 
Hierarchical regression on estimation of professional confidence in the role of Ambulance 
Incident Commander – regression coefficients (t-values) 

 Model 1 Model 2 Model 3 

Gender (Male) 0.396 (2.95)** 0.554 (4.15)** 0.517 (3.95)** 
Occupation (Nurse) -0.736 (5.66)** -0.500 (3.72)** -0.482 (3.66)** 
Social identity  0.333 (4.85)** 0.307 (4.56)** 
Independence   0.171 (3.73)** 
_cons 5.463 (37.01)** 3.303 (7.07)** 2.814 (5.91)** 
R2 0.13 0.20 0.23 

N 303 303 303 
* p < 0.05;   ** p < 0.01 
 
The analysis showed that both gender and occupation predict professional confidence – men 
and EMTs were more confident in the role of AIC. Adding social identity and also 
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independence showed that regardless of gender and occupation, both help explain the 
variance of the professional confidence in the role, F(4, 298) = 22.60, p < .001. 
 
     Even though work experience didn’t contribute significantly to the above model, it is 
related to professional confidence, r(303) = .306, p < .001. Analyses exploring possible 
moderating effects on this relationship were conducted (see Figure 1 for a schematic of 
moderating factors for the role of AIC). There were significant interactions between work 
experience and gender, b = -0.037, SE B = 0.019, t(302) = -1.982, p = .048, and independence, 
b = -0.008, SE B = 0.004, t(302) = -2.216, p = .027, on professional confidence in the role of 
AIC (see Figure 2). There was also a tendency for an interaction between work experience 
and occupation, b = 0.027, SE B = 0.015, t(302) = 1.802, p = .072.  
 

 
 
Figure 1. Schematic of moderating factors for professional confidence in the role of 
Ambulance Incident Commander and the ability to achieve performance indicators. 
 

 
Figure 2. Moderators of work experience on professional confidence in the role of 
Ambulance Incident Commander. 
 
Gender is a moderator for professional confidence in the role. For men there is only a small 
increase in confidence with increasing work experience. When starting to work in the 
ambulance service, men are more confident as AICs. For women the effects of work 
experience were a lot bigger. While starting off with a lower professional confidence, with 
time they surpassed the men. The moderating effects of occupation can be understood in 
terms of, for EMTs, no change in professional confidence over time, while ambulance nurses 
see an increase over time. They start off significantly lower than EMTs; however, highly 
experienced ambulance nurses still feel less confident compared to EMTs. The level of 
independence in a decision situation at an incident site is also a moderator. There is a clear 
difference in professional confidence in the role of AIC between levels of independence for 
those who have low work experience. This difference levels out with time.  
 
     Professional confidence in the role of AIC is also related to the ability to achieve the 
performance indicators, r(304) = .372, p < .001. In case of AIC the performance indicators are 
how often they manage to (a) give a first report (METHANE) within two minutes, (b) take a 
decision on the guidelines for a response within three minutes and (c) give a second report 
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from the incident site within 10 minutes. Organisation, b = -0.180, SE B = 0.074, t(303) = -
2.421, p = .016, and relational trust, b = .226, SE B = 0.107, t(303) = 2.104, p = .036, were 
moderators for this relationship (see Figure 3). 
 

 
Figure 3. Moderators of professional confidence on ability to achieve performance indicators 
in the role of Ambulance Incident Commander. 
 
Organisation is a moderator for the ability to achieve the performance indicators. Having high 
professional confidence in the role, there are no differences between having different levels of 
a well-functioning organisation and a good relationship to the immediate supervisor. 
However, not feeling confident in the role, a well-functioning organisation can bolster the 
negative effects on performance achievement and can actually create conditions where the 
level of achievement is significantly improved. Also, relational trust, that is, a belief that trust 
has to be earned, is a moderator for performance indicator achievement. For high levels of 
professional confidence, high relational trust adds to performance indicator achievement, and 
the opposite is true for low levels. 
 
4.2.2 Medical Incident Commander 
In Table 4 a hierarchical regression analysis focussing on the role of MIC is presented. 
Gender, organisation, and collective efficacy did not significantly contribute to the models. 
Occupation was not included in the analysis at all because only nurses can be medical 
incident commanders. 
 
Table 4 
Hierarchical regression on estimation of professional confidence in the role of Medical 
Incident Commander – regression coefficients (t-values) 

 Model 1 Model 2 Model 3 

Work experience 0.031 (3.91)** 0.030 (3.87)** 0.035 (4.69)** 
Social identity  0.222 (3.20)** 0.188 (2.84)** 
Independence   0.159 (3.29)** 
Relational trust   0.193 (3.87)** 
_cons 5.245 (53.32)** 4.011 (10.10)** 2.677 (5.89)** 
R2 0.06 0.10 0.19 
N 251 251 251 

* p < 0.05;   ** p < 0.01 
 
The analysis showed that work experience predicts professional confidence in the role of 
MIC. Adding social identity, and also independence and relational trust, showed that 
regardless of work experience all three help explain the variance of the professional 
confidence in the role, F(4, 246) = 14.17, p < .001.  
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     Work experience contributed significantly to the above model; it is related to professional 
confidence, r(250) = .241, p < .001. An analysis exploring possible moderating effects on this 
relationship was conducted (see Figure 4 for a schematic of moderating factors for the role of 
MIC). There was a significant interaction between work experience and social identity as a 
moderator on professional confidence in the role of MIC, b = -0.021, SE B = 0.009, t(250) = 
2.341, p = .020. The nurse’s specialisation, as regular nurse, specialised in ambulance nursing 
or other specialisations (e.g. anaesthesia nursing), was also a moderator for this relationship, b 
= -0.041, SE B = 0.011, t(250) = -3.568, p = .001.  Professional confidence is also related to 
the ability to achieve the performance indicators, r(251) = .271, p < .001. In case of MIC a 
performance indicator is how often they manage to make a decision on the medical guidelines 
for response within 10 minutes. Independence was a moderator for this relationship, b = 
0.122, SE B = 0.056, t(251) = 2.167, p = .031 (see Figure 5). 
 

 
 
Figure 4. Schematic of moderating factors for professional confidence in the role of Medical 
Incident Commander and the ability to achieve performance indicators. 
 

 
Figure 5. Social identity and nurse specialisation as moderators of work experience on 
confidence, and independence as moderator of professional confidence on ability to achieve 
performance indicators in the role of Medical Incident Commander. 
 
Social identity is a moderator for professional confidence in the role of MIC. There are no 
effects for high work experience, but for low work experience a strong social identity can 
bolster confidence significantly. Also, the specialisation as a nurse moderates that 
relationship. Nurses with specialities other than ambulance nursing showed the highest 
professional confidence in the role of MIC when having a low work experience, while the 
regular nurses showed the lowest level. Those specialised in ambulance nursing came in-
between. With time the differences equal out. Independence in a decision situation at the 
incident site can improve the performance indicators for those with high professional 
confidence in the role, while independence has no or little effect for those with low 
confidence. 
 
     The main results are summarised and presented in Table 5. The table shows the predictors 
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and moderators for professional confidence and performance in terms of achieved 
performance indicators for the two roles of AIC and MIC. 
 
Table 5 
Summary of the results. Variables predicting professional confidence and moderating 
confidence and performance (achieving performance indicators) for the roles of AIC and MIC 
 AIC  MIC 
 Professional 

confidence 
 Performance  Professional 

confidence 
 Performance 

 Predictor Moderator  Moderator  Predictor Moderator  Moderator 

Gender x x        
Work experience  –  –  x –  – 
Occupation x x        
Nurse spec. – –  –   x   
Social identity x     x x   
Independence x x    x   x 
Organisation    x      
Relational trust    x  x    
x = variable is a predictor/moderator;   – = variable was not included in the analysis 
  
5. Discussion 
Professional confidence in the roles of ambulance and medical incident commander can be 
described as something that comes with experience. Those with high work experience are 
more confident in both roles; however, other factors play important roles when trying to 
understand how professional confidence in both roles develop.  
 
5.1 Ambulance Incident Commander 
For the role of AIC, gender, occupation, social identity (group identification) and 
independence in the decision-making influenced professional confidence in the role. Male 
EMTs identifying strongly with the group or profession and feeling independent in their 
decision-making have a higher professional confidence in the role. A strong identification 
with the group can bolster perceptions of collective efficacy and intragroup trust (Spears, 
2010). Even though being alone in the role, a common social identity and through that also a 
possibility for heightened collective efficacy and intragroup trust can create a feeling of being 
part of a capable group and giving a sense of distributed responsibilities. The asymmetry in 
relation to police and rescue services (Berlin & Carlström, 2011) as well as heterogeneity 
(Comfort, 2007) in the often uncertain situation at an incident site (Elmqvist et al., 2010; 
Rake & Njå, 2009) can contribute to making a social identity salient and strengthen group 
identification. 
 
     Work experience can increase professional confidence, but more so for women, for 
ambulance nurses and for those less independent in decision-making situations. Work at 
incident sites is male dominated within the ambulance services as in all first responder 
organisations. This can involve overcoming cultural biases which could explain the lower 
initial degree of professional confidence on behalf of the women (Cech et al., 2012). Also, 
male attribution patterns have been shown to be more self-enhancing with higher levels of 
self-efficacy (Lloyd, Walsh & Yailagh, 2005). This could indicate that an initial judgement 
when relatively new to the profession would be biased in favour of men. The requirement to 
include an ambulance nurse in all ambulances came 10 years ago in Sweden (Gårdelöv, 2016) 
and could probably still influence the perception of being someone from the outside destined 
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to take over from the EMTs. The addition of a profession based on academic knowledge and 
with higher level of education becoming more and more common in the ambulance service, 
and in some ways beginning to phase out an entire profession (EMTs) may result in 
perceptions of less collegial support and with that less professional confidence in the role. If 
gender or occupation are salient social identities, women and ambulance nurses would be 
regarded as out-groups, resulting in reduced support and trust given in the situation (Haslam, 
2004). Ambulance nurses also have greater responsibility compared to the EMTs and are to a 
higher degree required to work according to science and best practice. This could add to the 
initial lower degree of professional confidence among the nurses. 
 
5.2 Medical Incident Commander 
For the role of MIC, higher work experience, social identity (group identification), 
independence and relational trust positively influenced professional confidence in the role. 
Social identity moderated work experience on professional confidence where high social 
identity from the start almost could be seen as equal to the effects of high experience when 
looking at confidence. As pointed out earlier, a strong group identification can have strong 
positive effects on how one approaches one’s tasks (Spears, 2010), as well as a stronger 
adherence to group norms (Livingstone et al., 2011). The response from the in-group could be 
a stronger support and trust given to the person being an MIC, even though he or she does not 
have much experience. 
 
     An interesting but unexpected finding was that nurse specialisation had an effect on 
professional confidence in the role of MIC for those with low experience. The unexpected 
result was that it was not those specialised as ambulance nurses that showed the highest level 
of professional confidence when relatively new in the occupation – it was those with other 
specialisations such as anaesthesia nurses. An explanation could be that those with other 
forms of specialisation probably have an identity and experience from, e.g. ICU or 
anaesthesiology to fall back on, whereas a regular nurse or a nurse with ambulance 
specialisation only have the ambulance as grounds for professional identity to fall back on – 
an identity that still isn’t perfectly clear within the ambulance organisation. The result also 
maybe says something about the educational effects a specialisation education can have. 
Many of the other specialisation educations, such as anaesthesia nursing, are possibly more 
prestigious and are regarded as more difficult than the ambulance specialisation education. 
This could be explained in terms of social identity (Haslam, 2004), where the salient identity 
for newly specialised nurses would be the specialisation rather than just a nurse. Others could 
also treat them differently, giving them stronger trust from the start based on the higher status 
of the specialisation facilitating communication (de Jong & Elfring, 2010).  
 
5.3 Performance indicators 
For the AIC, the ability to give a first report, deciding on guidelines for the response, and to 
give a second report within the required time, was related to the level of professional 
confidence in the role. However, depending on the support felt from the immediate supervisor 
and the organisation, as well as the nature of trust given to others, this relationship looks 
different. With low levels of professional confidence together with low support from the 
organisation, the ability to manage the performance indicators suffers. On the other hand, a 
strong felt support from the immediate supervisor and the organisation boosts the 
performance indicators for those less confident almost to the level of those high in 
professional confidence. This shows the importance of being part of a supportive organisation 
and of having a working relationship with colleagues for professional confidence to develop 
(Holland et al., 2012). Feeling support from the organisation can strengthen identification 
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with the group and also the collective efficacy (Spears, 2010). Perceived collective efficacy 
influences effort and staying power (Bandura, 1982) and could help in achieving the 
performance indicators in time. To require that others earn trust and at the same time having 
low levels of professional confidence in the role reduces the ability to reach the performance 
indicators in time. Building trust on personal experiences of behaviour rather than from joint 
group membership involves judging each new co-worker instead of trusting based on a 
common social identity (Haslam, 2004). There are probably pros and cons with this approach, 
but as many of the actions at an incident site depend on time, trust based on a social identity 
would probably make for swifter decisions. 
 
     A performance indicator for a MIC is to decide on medical guidelines within 10 minutes. 
This indicator was related to the level of professional confidence in the role and moderated by 
the level of independence. High independence in the decision situation and high professional 
confidence boost the performance indicator. Independence can be seen as the opposite to 
accountability (Lerner & Tetlock, 1999). Accountability in relation to some actors at an 
incident site, such as the patients, is probably a good thing; however, in general, a sense of 
independence in a decision-making situation, relying on one’s own knowledge and 
competence, would at least help in achieving the performance indicators in time. However, 
just achieving a performance indicator without knowing the correctness of the decision is not 
saying much about the action.  
 
     In line with Bandura’s (1997) efficacy concept and the Dunning-Kruger effect (Dunning, 
2011) a competent person assessing a clearly defined and well-known task would achieve 
higher accuracy comparing self-assessed performance and actual performance. The 
performance indicators used to assess performance in this study are well-known to the 
participants and the task involves activities they perform on a regular basis. Although the 
competence of the participants varies no one is ignorant of the tasks at hand when arriving at 
an incident site and the responsibilities connected to the particular role they have. 
 
     Training is an essential part in ensuring effective prehospital command and control at an 
incident site. Growing evidence support the use of simulation based training and team training 
to enhance clinical performance, confidence and self-efficacy (e.g. Watters et al., 2015; 
Wilkerson et al., 2008). Incorporating the results from this study in training, for example, the 
importance of identifying with the group, relational trust as well as clarity in the organization 
as a support would help developing professional confidence. Team training could also boost 
the collective efficacy beliefs within the organisation (Bandura, 1982) further strengthening 
the ability to handle incidents in the best possible way.  
 
5.4 Limitations 
Even though the study is based on a rather large sample, we had no control over who chose to 
answer it in the end. It is also only data from one county in one country in Europe. We have, 
however, no reason to assume there would be any large systematic bias in the sample, as the 
questions in the survey were not sensitive and were oriented toward the profession and not 
personal life. The second part of the aim, achievement of performance indicators, is based on 
self-assessed performance. As been discussed this assessment could be somewhat biased and 
the connection to actual performance cannot be established based on the current data. 
However, the participants are skilled and the concept of performance indicators is well-known 
to them ensuring a better fit between self-assessed and actual performance. Also, the most 
important result relating to this relationship is not on the relationship per se, but on the 
moderating factors. 
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6. Conclusion 
Professional confidence in the roles of ambulance and medical incident commander affect 
important tasks in the prehospital command related to performance indicators and thus patient 
care. These social psychological factors should probably be introduced more clearly in quality 
improvement programmes.  
 
     Finding ways to induce a social identity involving strong identification with working at the 
ambulance early on in the career can boost professional confidence in the role of medical 
incident commander. The effect of this for those new to the occupation is almost equal to 
having much working experience. If having high professional confidence an independent 
approach to decision-making situations can further improve the performance indicators. A 
degree of modesty in one's self-confidence could probably help in a decision-making 
situation, but as time is of the essence in decision-making at an incident site, too much 
reliance on others will hamper the process. 
 
     For the role of ambulance incident commander, an important aspect to consider is the 
lower professional confidence found in women new to the occupation. Women in a male 
dominated situation require extra consideration and support when new to the occupation. Of 
importance is also to focus on the effects a well-functioning organisation and especially the 
relation to the immediate supervisor can have on performance indicators for all.  
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