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Abstract 
[bookmark: _Int_lXzwCDJU]The research investigated the effect of leadership and decision making in the context of the state of affairs currently prevailing in the United Kingdom with the advent of the novel coronavirus disease 19 in the NHS. The purpose of this study is to examine the response of NHS leaders towards the current situation, the problems faced by them, and how effective their leadership practices have been.
A positivist research philosophy was adopted in this case. In addition to this, the research approach employed in this study was quantitative. Surveys were adopted as a means of collecting data for this study. The target population for this study comprises NHS leaders dealing with the crisis created by coronavirus.
It was found out that the leaders of the NHS organization were able to handle the situation well. Most of the respondents noted that decision making was vital to the stabilization of activities and ensuring the safety of patients. The shortage of manpower and the bureaucratic process, on the other hand, also got a mentioning among the key issues. The effect of leadership was identified to have a moderate positive effect on the wellness of the staff, but the work pressures led to burnout in a few employees.
The findings indicated the importance of adaptive leadership when addressing a crisis. NHS leaders exhibited flexibility, decisiveness and effective communication despite facing numerous challenges. The effectiveness of leadership in different departments varied and it would therefore be necessary to ensure consistent leadership practices across all the departments.
The practical significance of the study could be seen in leadership improvement and resource management. To facilitate continuity of care in case of future crisis, the study also suggested embracing digital tools, including telemedicine. The sample size and the possible bias in self-reported data restrict the research. Future researchers may investigate organizational resilience in the long-term outcomes of leadership and contrast the practice of crisis leadership within various healthcare systems worldwide.
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[bookmark: _Toc223169945][bookmark: _Toc223169983][bookmark: _Toc227858040]Chapter 1: Introduction
[bookmark: _Toc223169946][bookmark: _Toc223169984][bookmark: _Toc227858041]1.1 Background of the study
COVID-19 pandemic was one of the most notable public health disasters in the recent past that put the world under unprecedented health care pressure. The National Health Service (NHS) in the United Kingdom was under unique operational, financial and organisational stress. Crisis management can be defined as the set of reactions in which organisations foresee, respond and recuperate disruptive incidents (Goel, 2024). In the field of healthcare, crises require prompt decision-making, cross-sector coordination and transformational leadership. The COVID-19 pandemic revealed organisational and structural weaknesses in the global health systems, such as workforce shortage, procurement problems and regulatory burdens (Filip et al., 2022).
In England, the pandemic led to a radical change in the healthcare demand. The number of visits to Accident and Emergency (A&E) departments has decreased by 57% in April 2020 compared to April 2019, indicating how the emergency has been restructured and the avoidance of services by the population (The Health Foundation, 2020). At the same time, NHS leaders had to increase the capacity of intensive care, redistribute the workforce and provide infection control throughout the institutions.
The NHS has a complex adaptive system which is characterised by interdepending organisations and regulation systems. Successful leadership in the NHS must be based on systems thinking and adaptive capacity and not on strict hierarchical management (Underwood, 2024). Collaborative arrangements, which led to inter-organisational cooperation, were introduced in the presence of the pandemic instead of traditional competitive mechanisms (Aunger et al., 2022). 
Moreover, NHS financial strains have changed a lot over the past decades, as expenditures have continued to increase with structural limitations (Arnold and Jefferies, 2025). Therefore, it’s important to understand how leaders navigate these challenges to analyse how the leadership approaches impact the outcomes of the organisation.
[bookmark: _Toc223169947][bookmark: _Toc223169985][bookmark: _Toc227858042]1.2 Statement of the problem
Although the leadership activity of the NHS can be observed during the COVID-19 period, there remains a lack of critical assessment of the role that certain leadership methods and decision-making patterns played in organisational continuity and safety rates. Although the hierarchical coordination mechanisms offered by emergency frameworks like the Gold-Silver-Bronze command structure offered efficient means of coordination in case of an emergency (Forte, 2021), the efficiency of these models in a multifaceted healthcare setup has to be analysed intentionally.
Additionally, there were serious bureaucratic and cultural limitations on the leaders of NHS. The conflict between management bureaucracy and frontline responsiveness in the context of the pandemic, which implies that corporate frameworks could have hindered agility in some situations (Irons, 2024). At the same time, employee welfare became a burning issue, and as the NHS Staff Survey has revealed, there are ongoing workload and mental health pressure-related problems (NHS, 2024). The research question was developed on the basis of the awareness of the relationship, which exists between leadership, decision-making, and organizational resilience in the NHS in the face of disruption on an unprecedented scale.
[bookmark: _Toc223169950][bookmark: _Toc223169988][bookmark: _Toc227858043]1.3 Research Rationale
The rationale of this study has been based on the healthcare crises demand not only clinical expertise but leadership ability as well. The COVID-19 crisis was a stress test on the governance systems of the public sector. The difficulties in NHS procurement, such as those experienced in spite of emergencies, exposed complexity in coordinating supply chains (Sasse, 2020). 
In addition, the alteration of competition by cooperation within the NHS frameworks during the pandemic (Aunger et al., 2022) implies the change in the leadership practice in the crisis. The assessment of this transformation can assist in getting a deeper insight into adaptive governance. Through the studies of both command structure and frontline leadership, the study will also solve an issue that was lacking in the leadership literature in this area of health care, by considering both the command structure and the frontline leadership.
[bookmark: _Toc223169951][bookmark: _Toc223169989][bookmark: _Toc227858044]1.4 Significance of the study
This findings of this study upholds theoretical, practical and policy implications. Theoretically, it adds to the literature on crisis leadership, by putting previous theories of leadership into context of a multifaceted outbreak of a public health crisis. It incorporates the theories of adaptive leadership, systems thinking and crisis command structure into an NHS-specific model.
[bookmark: _Int_tAmIMNn1]In practice, the conclusions will shape the leadership training and professional development in healthcare organisations. Taking into account current workforce pressures and the issues with wellbeing revealed in the recent surveys carried out by NHS (NHS, 2024), improving the leadership capacity is crucial to maintaining morale and patient safety.
Policy-wise, the results of how the leadership affected organisational continuity in a time of decreasing service usage and financial constraints offer lessons on resilience planning in the future. With a constantly changing threat to the healthcare systems, such as pandemics, resource limitations, and so on, the issues of proactive leadership will be necessary.
[bookmark: _Toc227858045]1.5 Research Scope
This paper discussed the effects of leadership and decision-making approaches in the NHS England in the context of COVID-19. It devoted attention to organisational (employee wellbeing and continuity of operations) and end-user (patient safety and service delivery) factors offering an in-depth analysis of the leadership performance in managing crises.
[bookmark: _Toc223169948][bookmark: _Toc223169986][bookmark: _Toc227858046]1.6 Research Aim and Objectives
Aim: The study aims at examining the impact of leadership approaches and decision-making strategies within crisis management, with specific reference to NHS and the COVID-19 pandemic context.
Objectives:
· To learn the aspect of leadership and decision-making plans in terms of crisis management. 
· To examine the crisis management procedures that the NHS leaders undertook to maintain the continuity of the organisation. 
· To estimate how effective leadership and safety outcomes are related in the NHS setting amid the COVID-19 pandemic. 
· To determine the obstacles experienced by the NHS leaders in the process of making swift changes during the COVID-19 pandemic. 
· [bookmark: _Int_nBz16UNo]To offer evidence-based recommendations connected to the leadership training in response to the crises in the realms of public health and highlight the importance of being proactive in order to be resilient.
[bookmark: _Toc223169949][bookmark: _Toc223169987][bookmark: _Toc227858047]1.7 Research Questions
· What is the concept of leadership and decision-making plans in terms of crisis management?
· What crisis management strategies and procedures that the NHS leaders implement to maintain the continuity of the organisation?
· How effective leadership contribute to safety outcomes in the NHS setting amid the COVID-19 pandemic?
· What are the obstacles experienced by the NHS leaders in the process of making swift changes during the COVID-19 pandemic?
[bookmark: _Toc227858048][bookmark: _Toc223169952][bookmark: _Toc223169990]1.8 Empirical
The research utilised primary quantitative data which was in form of surveys. The approach also allowed the researcher to obtain quantifiable data on the NHS leaders, views on leadership and decision-making in the COVID-19 pandemic, which empirically supports the aims of the research.
[bookmark: _Toc227858049]1.9 Dissertation structure
This dissertation has been divided into five chapters. 

[bookmark: _Toc226478694]Figure 1:Dissertation Structure
Chapter 1: This section presented the research background, problem statement, research objectives and significance. 
Chapter 2: This chapter contained a critical review of the literature about leadership theories, crisis management models and NHS governance frameworks. 
Chapter 3: The methodology section presented the research methodology design, data collection and analysis procedure. 
Chapter 4: This chapter examines and explains the findings with regard to the research questions and literature.
Chapter 5: The last section provides the conclusions, practical recommendations and limitations of the study giving directions of the further research.


[bookmark: _Toc227858050]Chapter 2: Literature Review
[bookmark: _Toc227858051]2.1 Introduction
The chapter is a critical review of the available literature pertaining to leadership theories, models and governance structure in healthcare organisations and especially in the context of the National Health Service (NHS). The review addresses adaptive leadership, systems thinking and crisis management structures to help learn how they are applied when a disruptive occurrence like the COVID-19 pandemic is taking place. It also examines the implementation of these theories within NHS and other healthcare system and compares them to demonstrate challenges and successes. This chapter will provide a firm ground on the assessment of the role of leadership in the management of healthcare crisis by synthesising previous studies.
[bookmark: _Toc227858052]2.2 Keywords- leadership and decision-making plans in terms of crisis management
According to Aridi (2022), crisis management leadership is characterised by a specific set of skills, and the most important activity in maintaining organisational stability in short-term conditions of high pressure is decision-making. Stability, however, is not only what is needed in such situations, but it is the ability to adjust quickly and make decisions within the confines of time and high stakes. Taheri (2022) builds on it and mentions how leaders in the medical field should adjust to not an ordinary decision-making process but an acute one, where stakes are magnified and resources are limited. The change requires leaders to be flexible and have a dynamic approach in the ever-changing environment whilst maintaining an objective and having well-coordinated resources. The trait of good leadership is an aptitude to make rushed, yet firm decisions, which could change the direction of the crisis (Taheri, 2022).
Moreover, Willcocks and Willcocks (2023) highlight how leadership in the NHS has been changing, and the adoption of shared decision-making with hierarchical structures has played a critical role. The current expectation now is that leaders should not just oversee operations but also to interact with their teams in solving emergent challenges. Teamwork is valued because it helps to make better decisions especially in emergent cases where time is a limiting factor so the decisions made should be immediate. Jerab (2023) further asserts that these formalised emergency systems, like command setups, ease communication and decision-making processes and thus enable leaders to respond to crises more efficiently.
Moreover, Pring et al. (2021) presuppose that the role of crisis management leadership concerns not only the response measures in a brief period; planning and vision. The leaders are expected to anticipate the difficulties and implement strategies, which promote stability in an organisation. It is a strategy in the medical profession in which operational concerns at the moment are not merely addressed but also wellbeing looked after, in the manner of making sure that they can deal with future catastrophes (Pring et al., 2021). It was an active, group, and integrated form of leadership that is essential in developing a robust health care system that can endure even the long-term disturbance.
In general, this intersection of the views introduces a problem to the outdated rigid decision-making processes and the necessity to find a more flexible and changeable leadership approach in the environment of the ongoing crisis. Combining these perspectives, the literature review has shown the multiple type of leadership during health care emergencies, as well as the necessity to balance between the urgency in response, future, and the welfare of employees.
[bookmark: _Toc227858053] 2.3 Crisis management measures that the NHS leaders undertook to preserve the steadiness of the organisation
[bookmark: _Int_yGnq8qYR][bookmark: _Int_slrXUyIr]The COVID-19 pandemic presented an unprecedented challenge to the NHS management and the organisational continuity is based on the timely and well-coordinated management of the crisis. Doneddu et al. (2023) highlight that the reorganisation of critical care units and intensive care beds was one of the significant processes that were implemented to accommodate the influx of cases. The NHS executives were expected to adapt swiftly to the changing needs of patients, including the reallocation of resources, staff levels, and emergency services expansion. Such reaction reveals the crisis management of the pandemic as a reactive process, but also indicates the structural vulnerabilities of the NHS that had to be addressed in a timely manner.
[bookmark: _Int_Ssu3anIj]Conversely, Varga-Adams et al. (2021) emphasise the need to embrace agile decision-making in order to manage real-time issues. They propose that although NHS leaders performed well in implementing short-term actions, it was imperative that they had flexible structures that could help them adjust to the changes in the long term. This focus on agility is contrary to the view of Doneddu et al. (2023) on a system that is highly reactive in nature and that the need to transition to more active decision-making that will be more adapted to a future crisis exists. These communication tools such as collaboration with the government agencies and emergency committees were significant in guaranteeing that there was unity in the response. Besides, the physical facilities were decongested, and the patients were not disregarded in favor of digital technologies, such as telemedicine and remote consultations (Varga-Adams et al., 2021).
Whereas the two groups of authors also highlight the necessity to make decisions quickly, Liberati et al. (2021) consider the health of the staff and their morale during the crisis. According to them, it was necessary to make agile decisions, but leaders should have also taken care of emotional and physical burnout among healthcare professionals. This offers a comprehensive view of crisis management, which balances operational efficiency and employee welfare, which is not a popular factor in the context of healthcare crisis management.
[bookmark: _Toc227858054]2.4 Relation between effective leadership and safety outcomes in the NHS setting amid the COVID-19 pandemic
· The article by Whelehan, Algeo, and Brown (2021) suggests that the link between the performance of leadership and the safety outcomes of the NHS in the COVID-19 pandemic is central. According to their findings, NHS leaders were under pressure to make decisions with high stakes and have only limited time to make them, and it affected patient and staff safety. Such decisions included using PPE, social distancing, and patient isolation as part of infection control measures. Though these proactive measures played a crucial role in curbing the spreading of the virus, Buchan (2022) adds to this argument by highlighting the fact that proper communication was as vital as the success of the NHS. Buchan (2022) assumes that the work of leadership in making sure that new safety measures were relayed effectively reduced confusion and errors, thereby increasing the overall efficiency of the functionality. This perspective is associated with the notion that transparency in managing the crises is paramount since it helps to maintain the staff in line with the emerging operational conditions and security protocols.
[bookmark: _Int_6L01uIWO]Ahmed et al. (2024) expand upon this by bringing in a more comprehensive framework that indulges the role of leadership in promoting the wellbeing of staff. Where Whelehan et al. (2021) focus on short-term decisions on infection control, Ahmed et al. (2024) focus on the long-term consequences of leadership on the mental health and burnout of staff. According to them, besides making operational choices, the NHS top management played a critical role in promoting emotional strength in personnel, which directly impacted on service provision. This contrast represents a disclosure in the analysis provided by Whelehan et al., where the psychological point of influence on workers was not examined in-depth. Overall, these articles emphasise the complexity of leadership in the context of crisis management, as Whelehan et al. (2021) and Buchan (2022) and Ahmed et al. (2024) discuss the role of extensive support structures on staff wellbeing and patient care in crisis.
[bookmark: _Toc227858055]2.5 Obstacles experienced by the NHS leaders in the process of making swift changes during the COVID-19 pandemic
Irons (2024) presumed that the bureaucratic nature of the NHS turned out to be a huge hindrance to the successful management of the COVID-19 pandemic. The rigid command hierarchy stifled any rapid decision-making formation creating delays in critical decisions made like redistribution of resources and adjustment of operations. It was a contrast to the pressing demand to make decisions fast, on a top-down level, which, regarding the pandemic, revealed the shortcomings of the traditional healthcare governance. Although the study by Irons (2024) emphasises the inflexibility of the system, Willan et al. (2020) paid attention to the challenges with the staffing as the main difficulty. The studies noted that NHS leaders have had to accelerate the recruitment and reallocation of personnel and led to high levels of stress and burnout. Although the study by Irons (2024) focused on structural challenges, Willan et al. (2020) has highlighted the dilemma with human resources, which negatively affected the overall performance of the NHS in combating the pandemic due to overburdened employees. This disparity of focus illustrates two fundamentally conflictual yet vital elements of crisis management, namely, organisational structure versus workforce management.
[bookmark: _Int_WpG6GgBt]Moreover, Antonacci et al. (2023) pointed out another major obstacle the absence of readiness to undergo digital transformation, specifically in telemedicine. The pressure on physical healthcare services was also exacerbated by the inability to quickly apply digital solutions, which Willan et al. (2020) did not directly address. Whereas Willan et al. (2020) emphasised on staffing, Antonacci et al. (2023) indicated that technological preparedness also played a vital role when it came to continuity of care. Lastly, Lilleker and Stoeckle (2021) addressed the turbulent governmental guidelines, which created uncertainty and compelled NHS leaders to constantly alter their strategies. This contrasts the NHS leaders instability with the opinion of Irons (2024) who argued that the crisis revealed internal structural rigidities. Collectively, these authors demonstrate the complexity of the crisis and the multifold nature of the leadership challenges, including bureaucratic obstacles to resource and technological limitations.
[bookmark: _Toc227858056]2.6 Literature Gap
Although much has been written on leadership and crisis management, the gap in the literature about the particular use of leadership theories in a pandemic in healthcare systems is there. Although most of the available literature is concerned with the general crisis management frameworks, little is said about the functioning of these frameworks in a complex and adaptive system such as the NHS. Also, the connection between the leadership styles, decision-making processes, and their direct effects on the patient and staff safety outcomes is insufficiently studied, especially in the environment of the global crisis that changes rapidly. Existing literature tends to either go on to the top-down command style, or frontline leadership style without adequate literature addressing the concept of how the two can be merged. Furthermore, there is little information regarding the long-term effects of the crisis leadership on organisational resilience within the NHS. This gap provides an opportunity to critically examine the flexibility of the leadership models and their practice in the field of continuity, safety and wellbeing of the staff in the ill health systems.
[bookmark: _Toc227858057]2.7 Theoretical Framework
The theoretical frameworks that can be used to study leadership and management of crisis in the NHS during the COVID-19 pandemic are the Adaptive Leadership Framework and the Systems Thinking Framework. 
[image: ]
[bookmark: _Toc226478695]Figure 2: Theoretical Framework
(Self-made)

Adaptive Leadership framework focuses on the capacity of leaders to organise and lead organisations in complex and changing environments. It is aimed at team engagement, innovation, and challenges addressing and encouraging groups in tackling problems together. This method was employed during the pandemic, when NHS leaders needed to solve the unpredictable issues such as the lack of resources, changing patient demands, and operational requirements (Abukalusa and Oosthuizen, 2025). The leaders of NHS managed to sustain healthcare delivery in the face of uncertainty by engaging staff in decision-making and championing flexibility.
The Systems Thinking Framework on the other hand perceives organisations as systems in which all actions and decisions affect different parts of the system. System thinking in the NHS context enabled leaders to realise the impact of a change in a single area, like redistribution of the workforce, or patient care changes, on the entire healthcare delivery system. The systems perspective would allow NHS leaders to be more informed about the ripple impacts of decisions and design comprehensive solutions that would assist the organisation to become resilient (Burgess et al., 2022). This framework played an important role especially in sustaining coordination among the departments, patient flow and ensuring the sustainability of the healthcare services during the crisis.
[bookmark: _Toc227858058]2.8 Summary
The chapter contains a literature review analysis of the subject of leadership and crisis management in healthcare organisations with a particular focus on the NHS during the COVID-19 pandemic. It talks of various theories of leadership like adaptive leadership and systems thinking and how they can be used in dealing with crisis. The chapter gives an insight into the importance of decision-making plans, procedures of crisis management and interdependence between effective leadership and safety outcomes. It also highlights the problems that the NHS leaders were forced to endure including bureaucratic constraints, staffing problems and the need to make quick decisions. The chapter highlights how leadership is essential in continuing the organisation, patient safety, and staff well-being during crisis situations as well as pinpointing gaps in the current research.


[bookmark: _Toc227858059]Chapter 3: Methodology
[bookmark: _Toc227858060]3.1 Introduction
The chapter describes the way in which the perceptions of the employees towards leadership and organisational decision-making in the working place were studied. It provides details of the philosophy of research, research strategy, research approach, sampling method, the process of data collection and data analysis that were applied in the study (Iovino and Tsitsianis, 2020). The descriptive research design was used to study the responses of the employees in a systematic manner. The research was based on a quantitative approach and uses survey questionnaires as the main sources of primary data collected among the NHS employees.
[bookmark: _Toc227858061]3.2 Research Philosophy
[bookmark: _Int_9R6SjBIs]The philosophical view of the chosen study is positivism, which is dedicated to the empirical observation and measurable data (Tamminen and Poucher, 2020). This method was selected due to the fact that it corresponds to the task of measuring the perceptions of employees concerning leadership and decision-making in the context of the COVID-19 crisis. The positivist approach enabled the gathering of objective and dependable data using structured survey questions and analytics. It could allow the research to address the research questions with proper accuracy and raised good insights into the capacity of leadership in dealing with the crisis so that the findings were not based on mere hearsay.
[bookmark: _Toc227858062]3.3 Data Type
[bookmark: _Int_N6Hf4QoH]The process of obtaining information to answer the research questions and objectives is known as data collection. This study used primary data collected through questionnaires administered to the NHS employees (Taherdoost, 2021). This information was the most crucial as it was based on the first-cost information about the perception of NHS workers regarding leadership and decision-making in the middle of a COVID-19 crisis. This approach enabled the researcher to record real-time and personal experiences, which would make the findings immediately relevant to the issues the NHS has to overcome during the pandemic. Instead, a secondary data, i.e. reports or existing questionnaires may have been utilised, yet primary data offered more specific relevant information. Moreover, qualitative research such as interviews may provide more personal opinion, which will complement the quantitative results obtained.
[bookmark: _Toc227858063]3.4 Research Approach
Research method is the generic approach used in carrying out the research, which acts as a guide in the data collection and analysis. This study utilised the deductive method, which starts with known theories and uses them to test hypotheses with empirical evidence (Haque, 2022). It was decided to use the deductive method because it enabled the researcher to test the existing leadership theories on decision-making in comparison to the views of NHS employees. The approach helped to investigate how leadership practices affect NHS crisis management in the pandemic. Alternatively, an inductive approach could have been used, which would involve building theories from the data collected. Alternatively, such a method as a mixed-methods approach would have been possible combining qualitative and quantitative data to further refine the picture of the leadership dynamics.
[bookmark: _Toc227858064]3.5 Research Method
The term research method is used to refer to the particular methods or the methods of collecting and analysing the data employed in a study. The study uses mono-quantitative approach, which entailed the use of only the numerical data and statistical analysis. The mono-quantitative method was specifically suitable to the study since it helped the researcher to effectively collect measurable data using surveys (Mulisa, 2022). This approach allowed objectively examining the perception of NHS employees as it relates to leadership and decision-making and gaining a clear, data-driven insight as to how these two elements contributed to the crisis management of the COVID-19 pandemic.
[bookmark: _Toc227858065]3.6 Research Strategy
The study employed a survey design, which proved to be well-suited to gather data on a significant sample of NHS employees, as it would offer a wide scope of views (Johannesson and Perjons, 2021). This strategy enabled the researcher to collect standard responses making the results consistent and comparable among the respondents. The questionnaires were helpful in learning the attitudes of employees, who perceived the leadership and the decision-making processes in the context of the COVID-19 crisis. With the quantitative approach, the study allowed conducting empirical research on the connection between leadership effectiveness and organisational performance. The approach also enabled the gathering of quantifiable data, which could be used to present impartial judgments regarding the crisis management practices applied.
[bookmark: _Toc227858066]3.7 Data Collection Technique
The researcher employed a questionnaire as a method of collecting data because it facilitated the process of obtaining structured and measurable information among the NHS employees. It proved to be a good way to obtain a variety of responses to the question of leadership and decision-making in the COVID-19 crisis and have the data analysis consistency.
[bookmark: _Toc227858067]3.8 Sampling
The sample of 100 leaders in NHS England from 1.5 million staff member healthcare workforce, was selected through purposive sampling. The choice of this method was based on the need to target individuals that were immediately engaged in crisis management throughout the COVID-19 outbreak (Berndt, 2020). These inclusion criteria meant that only leaders who were currently serving at the time of the COVID-19 were to be included since the data they provided offered the best and most informative information regarding how leaders have made decisions throughout the crisis. The purposive sampling was used to obtain a relevant and specific sample to the study purposes.
[bookmark: _Toc227858068]3.9 Data Analysis
In this study, the principal characteristics of the survey data were summarised and described with the help of descriptive statistical analysis. This approach was suitable because it enabled clear provision of the prominent patterns and trends in the perceptions of NHS leaders on leadership and decision-making in the COVID-19 environment (Hinton, 2024). Through the use of metrics like mean, median, and standard deviation, the analysis has given an overall overview of the data, which can assist in understanding how leadership influenced crisis management in the NHS.
[bookmark: _Toc227858069]3.10 Reliability and Validity
The quality and reliability of this study were essential due to the reliability and validity. The reliability of the research was ensured by the use of standardised questionnaires to achieve uniformity in the responses of the participants (Karnia, 2024). The validity was also achieved by developing the survey to meet the research objectives, which made sure that the survey measured the perceptions of NHS leaders on the question of leadership and decision-making in the COVID-19 crisis. The two concepts were critical in the generation of plausible results that captured the actual effects of leadership on management of crisis in the NHS England.
[bookmark: _Toc227858070]3.11 Limitation of the study
A weakness of the study was the use of a self-reported data of NHS leaders, which may have resulted in some bias in the responses, since the participants might have given socially desirable responses. Also, the study analysed only those leaders who had been on duty at the time when the COVID-19 pandemic was in effect; this might have left out important information with those who were not directly involved in crisis response. Furthermore, the 100 size of the sample although purposely selected might not represent the overall NHS workforce in all the experiences of the leaders, and the findings can be generalised.
[bookmark: _Toc227858071]3.12 Ethical Considerations
Responsible research practice is adhered to by observing ethical principles. The respondents were told the aim of the research prior to filling the survey. The participation was voluntary and the respondents were free to drop out of the voluntary participation without any form of reprisal. All participants were given informed consent. Anonymity and confidentiality was also guaranteed by ensuring that no personal identifying information is taken. The gathered information can only be employed in academics, and were kept in a safe location to ensure privacy of the participants (Hasan et al., 2021).


[bookmark: _Toc227858072]Chapter 4: Results and Discussion 
[bookmark: _Toc227858073]4.1 Introduction to the Chapter 
The chapter presented a finding and discussion of a study on leadership and decision-making in times of crisis management in the NHS during the COVID-19 pandemic. The research objectives of leadership styles, approach to decision making, safety, and issues that leaders face were reviewed. Primary quantitative data were analysed using descriptive statistics and frequency distribution to identify the trends in the perceptions of the respondents. Tables and charts were used to provide the results in a concise and systematic way. The findings were clustered based on the research objectives to make the research to have coherent steps. Results were explained in terms of the adaptive leadership and systems thinking theories. The findings were compared with the literature available to take into account any inconsistency and differences. In this review, the role of leadership in organisational continuity and employee welfare under the circumstances of crisis in the organisation was also addressed. Therefore, the chapter provided the empirical input in the objectives of the study and formed the basis of conclusions and recommendations that are to be presented in the next chapter.
[bookmark: _Toc227858074]4.2 Results 
[bookmark: _Toc227858075]4.2.1 Descriptive Analysis 
[image: ]
[bookmark: _Toc226478696]Figure 3: Descriptive Analysis
The descriptive statistics were Crisis Involvement Level (Q7), Leadership Effectiveness (Q8), Decision-Making Structure (Q9), Crisis Management Procedures (Q10), Resource Management (Q11), Patient Safety Impact (Q12), Staff Wellbeing Influence (Q13), Decision-Making Speed (Q14), Communication Effectiveness (Q15), Bureaucratic
The Crisis Involvement Level (Q7) mean was 2, median 3 and mode 3 implying that majority of the respondents were moderately involved with moderate responsibility during the COVID-19 emergency. This was an implied that the participants had pertinent operational consciousness but did not have much direct command.
Mean, median and mode of Leadership Effectiveness (Q8), Decision-Making Structure (Q9), Crisis Management Procedures (Q10), Resource Management (Q11), Patient Safety Impact (Q12), Decision Speed (Q14) and Communication Effectiveness (Q15) were 4. These were Agree, Clear, Effective, Well managed, Positive impact, Quickly and Effective communication respectively. These findings were indicative of strong perceptions of the structured, responsive, and supportive leadership behaviours in continuity of organisations and patient safety during crisis.
Staff Wellbeing Influence (Q13) a mean of 3, median of 4, mode of 4, that there was moderate variation in responses.
However, Bureaucratic Challenges (Q16) and Staffing Pressure Impact (Q17) had mean values of 2 with a median and mode of 2 (inflexibility and high burnout of staff). The implications of these findings were that leadership responsiveness was hampered by operational constraints despite the overall effective crisis management.
[bookmark: _Toc227858076]4.2.2 Frequency Distribution
Q.4 What is your current role within the NHS?
[bookmark: _Toc226478711]Table 1: Current Role within the NHS
	Role
	Code
	Frequency

	Senior leadership
	1
	30

	Middle management
	2
	40

	Team leader
	3
	30




[bookmark: _Toc226478697]Figure 4: Role within the NHS 
Source: Self Made 
Interpretation: The frequency of the current role in the NHS revealed that the respondents were attracted at three levels of leadership, such as senior leadership, middle management, and team leaders. The findings showed the highest percentage of middle management at 40, senior leadership at 30, and team leaders at 30. This distribution had an equal representation of operational and strategic leadership.
The greater percentage of middle management implied that the majority of the respondents were directly engaged in organising crisis response efforts and converting strategic decisions into operational activities. The COVID-19 crisis made middle managers the usual communication barriers between top management and frontline teams. Equal representation between senior leadership and team leaders meant that both views of strategic decision-makers and frontline supervisor positions were achieved.
This representative sample increased the validity of results, since responses were based on multi-level leadership experiences. It also enhanced validity by making sure that leadership performance, speed of decision-making and coordination of crisis were measured at various hierarchies in NHS in the circumstances of a pandemic. 
Q.5 How many years of experience do you have in the NHS? 
[bookmark: _Toc226478712]Table 2: Experience 
	Experience
	Frequency

	<5 years
	20

	5–10 years
	30

	11–15 years
	25

	15+ years
	25




[bookmark: _Toc226478698]Figure 5: Years of Experience in the NHS
Source: Self Made 
Interpretation: The years of experience in the NHS frequency distribution revealed that respondents were exposed to healthcare leadership and crisis management in different ways. Participants (30% with 510 years of experience) represented the largest number among them, which showed that the majority of respondents had medium professional experience and were familiar with operational aspects of organisational decision making. There was a 25% representation of respondents with 11 -15 years of experience and 15+ years demonstrating a good representation of very experienced staff, who probably did strategic leadership and crisis coordination. In the meantime, 20% of participants possessed less than 5 years of experience, indicating relatively minimal exposure to the large-scale crisis management.
This distribution showed that there were both more experienced decision-makers and some relatively new staff, increasing the diversity of outlooks. The greater ratio of mid-level experience participants indicated technical engagement in tackling leadership decisions amidst the COVID-19 crisis. Also, highly experienced staff made the answers regarding leadership effectiveness and quality of decision-making more reliable. By and large, the experience distribution led to the even-handedly judging crisis leadership at different levels of professional seniority.
Q.6 Which department do you primarily work in?
[bookmark: _Toc226478713]Table 3: Department
	Department
	Frequency

	Clinical
	35

	Emergency
	25

	Admin
	25

	Support
	15




[bookmark: _Toc226478699]Figure 6: Department
Source: Self Made 
Interpretation: The frequency distribution of representing the departments revealed that respondents were sampled out of clinical, emergency, administrative, and support functions in the NHS. The highest percentage of respondents were employed in clinical departments (35%), which means that most participants had direct patient care and operational decision-making roles during the COVID-19 crisis. This implied that answers indicated front line leadership experiences where decisions on crisis management had direct service delivery consequences.
The emergency and the administrative departments were found to be equally 25 % each, with a well-balanced input of the acute response environment and the organisational coordination roles. Rapid decision-making and resource allocation were likely to involve emergency staff, whereas planning, communication and policy implementation were the responsibilities of administrative staff. The support department had a share of 15% and included the functions of logistics, workforce management, and operational support.
This distribution reflected extensive organisational coverage of major areas of operation in NHS. The enhanced clinical representation reinforced the validity of patient safety and service continuity, and emergency, administrative responses reinforced the reliability in assessing decision-making effectiveness and leadership coordination under conditions of crisis management.

Q.7 What was your level of involvement during the COVID-19 crisis?
[bookmark: _Toc226478714]Table 4: Involvement Level
	Level
	Frequency

	High
	50

	Moderate
	35

	Low
	15




[bookmark: _Toc226478700]Figure 7: Level of Involvement during COVID-19 Crisisl
Source: Self Made 
Interpretation: The level of involvement frequency distribution revealed that half of the participants were highly involved, 35 % moderately involved, and 15 % lowly involved in the COVID-19 crisis. The high involvement showed that most of the participants had direct leadership responsibility and were involved in crisis decision-making, resource allocation, and operational coordination. This meant that responses were received depending on individuals who had direct experience on leadership practice during emergencies.
The moderate involvement group (35%) included respondents who had shared responsibility, meaning that they participated in collaborative decision-making and execution of leadership directives. This team probably provided operational knowledge in areas of communication, employee organisation, and process implementation. Low involvement (15%) was associated with limited involvement, and the exposure was based on implemented decisions as opposed to the strategic leadership actions.
In general, this distribution ensured that there was good representation of highly involved leaders, which adds to the credibility of results. The high and moderate dominant involvement implied that the data recorded informed perceptions of leadership effectiveness, decision-making speed, and crisis management performance in the NHS throughout the pandemic.
Q.8 What was the effectiveness of leadership in managing the COVID-19 crisis? 
[bookmark: _Toc226478715]Table 5: Leadership Effectiveness
	Scale
	Frequency

	Strongly Agree
	30

	Agree
	40

	Neutral
	20

	Disagree
	7

	Strongly Disagree
	3




[bookmark: _Toc226478701]Figure 8: Leadership Effectiveness in Managing the COVID-19 Crisis
Source: Self Made 
Interpretation: The frequency distribution of leadership effectiveness in dealing with the COVID-19 crisis revealed that 40 % of the respondents responded that leadership was effective and 30 % strongly agreed. This is a synthesised 70% positive perception, which shows that the majority of the participants considered NHS leadership as having the ability to coordinate crisis response, resource management, and organisational continuity. These results indicated that adaptive decision-making and operational stability in the pandemic were supported by leadership practices.
In the meantime, one out of five respondents chose neutral, which suggests that there is a moderate difference in experiences between the departments and leadership. This implied that the ability of leadership could have been varied according to exposure to crisis, the intensity of workload, and communication channels. There was a slight 7% and a very low 3% disagreed and strongly disagreed, which implies low level of dissatisfaction related to leadership performance. These reactions showed that there were perceived gaps in decision responsiveness or coordination of specific areas of operation.
Comprehensively, the prevalence of the positive responses made sure that the leadership effectiveness was a well-known term. The findings implied that adaptive leadership, clear decision-making frameworks, and well-coordinated communication played a significant role in effective crisis management in the NHS.

Q.9 How were decision-making processes structured during the crisis?
[bookmark: _Toc226478716]Table 6: Decision Structure
	Scale
	Frequency

	Very clear
	25

	Clear
	35

	Neutral
	25

	Unclear
	10

	Very unclear
	5




[bookmark: _Toc226478702]Figure 9: Decision-Making Structure During the Crisis
Source: Self Made 
Interpretation: The frequency distribution of the decision-making structure in the crisis revealed that 35 % of respondents chose clear and 25 % chose very clear, which is a 60 % positive perception. These results indicated that the decision-making processes were mostly organised and directed by the specific leadership models in the time of the COVID-19 crisis. Easy steps were probably used to facilitate prompt coordination, resources allocation, and continuity of operations within the NHS departments.
Nevertheless, one quarter of the respondents chose neutral, which shows that there was diversification in the experiences of decision structures depending on the role and department. This implied that there were formal frameworks, but implementation might have been different based on level of leadership or intensity of crisis. The smaller percentage mentioned unclear (10%), and very unclear (5%), indicating perceived differences in communication, approval lines, or operational instructions. The reactions indicated that there were delay or confusion in decision paths by certain respondents.
In general, the success of the chosen decision-making framework was evidenced by the low score in the number of ambivalent answers. Their results indicated that systematic leadership systems assisted in an organised fashion of addressing the crisis but to some degree, a degree of uncertainty was nevertheless realised in certain operating environments.
Q.10 What crisis management procedures were implemented to maintain organisational continuity?
[bookmark: _Toc226478717]Table 7: Crisis Procedures
	Scale
	Frequency

	Very effective
	28

	Effective
	38

	Neutral
	20

	Ineffective
	10

	Very ineffective
	4




[bookmark: _Toc226478703]Figure 10: Crisis Management Procedures
Source: Self Made 
Interpretation: The frequency distribution of the crisis management procedures adopted to assure organisational continuity revealed that 38 % of the respondents termed procedures to be effective and 28 % stated that procedures were very effective leading to a perception of 66%. These results implied that most NHS leaders viewed crisis procedures as systematic, responsive, and able to maintain the continuity of operations during the COVID-19 pandemic. Resource distribution, coordination of services, and quick response to evolving healthcare needs were probably backed by effective procedures.
Nevertheless, 20 % of the respondents chose neutral, which suggests moderate variability in the way procedures were experienced among departments. This implied that though the systems existed, they might not have worked equally well in every operational environment. A lower share indicated ineffective (10%), and very ineffective (4%), which is an indication of perceived constraints in procedural flexibility or performance. Such reactions meant that there was a possibility that the responsiveness or coordination would be different during high-pressure conditions.
In general, positive responses prevailed, which revealed that most crisis management processes were effective, facilitating organisational resilience, although certain operational inconsistencies still occurred during the crisis. 
Q.11 How were resources (staff, equipment, ICU capacity) managed during the crisis?
[bookmark: _Toc226478718]Table 8: Resource Management
	Scale
	Frequency

	Very well
	20

	Well
	35

	Neutral
	25

	Poorly
	15

	Very poorly
	5




[bookmark: _Toc226478704]Figure 11: Resource Management During the Crisis
Source: Self Made 
Interpretation: Resource management frequency distribution during the COVID-19 crisis revealed that 35% resource management was reported well and 20% very well producing a 55% overall positive perception. These results showed that under high-demand situations NHS management tended to cope well with its staffing, equipment, and ICU capacity management. The efficient allocation of resources probably contributed to service continuity and minimised operational disruptions during the pandemic.
Nonetheless, one-fourth of the answers were neutral, which indicates the heterogeneity of the experience across the departments and positions. This implied that not all operational settings had equal availability and distribution of resources. Also, 15% stated poorly and 5 % stated very poorly reflecting perceived staffing, equipment, or capacity shortages. These reactions indicated that there was tension in some localities, especially during peak-time scenarios.
In general, the findings showed that the effectiveness of resource management was average, and leadership exhibited adaptive allocation tactics. However, the presence of the negative feedback was a manifestation of current pressure concerning such factors as workforce capacity and equipment availability in managing the crisis activities.
Q.12 What was the impact of leadership decisions on patient safety?
[bookmark: _Toc226478719]Table 9: Patient Safety
	Scale
	Frequency

	Very positive
	30

	Positive
	40

	Neutral
	20

	Negative
	7

	Very negative
	3




[bookmark: _Toc226478705]Figure 12: Impact of Leadership Decisions on Patient Safety
Source: Self Made 
Interpretation: The frequency distribution of the effects of leadership decision on patient safety showed that 40 % of those who were asked to respond said that it had a positive impact, and 30 % said that it produced a very positive impact, making a 70 % favourable perception. These results indicated that leadership preferences in the COVID-19 crisis were an important factor in ensuring patient safety, infection control, and continuity of care. Powerful leadership would have helped in implementation of policies quickly, distribution of protective gear, and organisation of clinical guidelines.
Nonetheless, 1 out of 5 respondents chose neutral, which means that the experiences differ by departments and operational exigencies. This indicated that the resource availability and intensity of the crisis affected patient safety outcomes. A lower consequence (7) and very negative (3) outcomes showed a smaller percentage, with less situation in which leadership decisions did not adequately respond to safety concerns. These answers were indicative of operational strain and capacity challenges.
[bookmark: _Int_W3AJmvTm]In sum, the prevalence of positive answers were indicative that leadership decisions proved to be very effective in terms of safeguarding patients, promoting coordinated crisis response and organisational resilience under pandemic circumstances.

Q.13 How did leadership practices influence staff wellbeing during the crisis?
[bookmark: _Toc226478720]Table 10: Staff Wellbeing
	Scale
	Frequency

	Very positive
	20

	Positive
	30

	Neutral
	25

	Negative
	15

	Very negative
	10




[bookmark: _Toc226478706]Figure 13: Leadership Influence on Staff Wellbeing
Source: Self Made 
Interpretation: This frequency distribution of the leadership influence on staff wellbeing during the crisis showed that 30% of those interviewed had a positive influence and 20% had a very positive influence which is a total of 50 % positive perception. These results implied that the practice of leadership was conducive to the morale of staff, communication, and psychological resilience during the COVID-19 crisis. Clear guidance, emotional support, and flexible management of the workforce may have also been among positive leadership behaviours, which ensured that staff wellbeing was upheld despite pressure.
Nevertheless, a quarter of the polled people provided neutral as an answer, reflecting partial experiences among the departments and roles. This implied that wellbeing support on a leadership level was not always encountered in all the operational settings. Also, 15% and 10% were negative and very negative impacts, respectively, which stemmed from workload pressure, burnout, and staffing shortages concerns. These reactions explained that although there were positive signs of leadership practice, the operational pressures were a critical determinant of staff welfare.
In general, the distribution depicted moderately positive leadership effects on wellbeing, where there were some significant negative feedback signals that indicated persistent workforce stress and leadership capacity constraints in times of crisis.
Q.14 How quickly were decisions made in response to changing crisis conditions?
[bookmark: _Toc226478721]Table 11: Decision Speed
	Scale
	Frequency

	Very quickly
	25

	Quickly
	35

	Neutral
	20

	Slowly
	15

	Very slowly
	5




[bookmark: _Toc226478707]Figure 14: Decision-Making Speed During the Crisis
Source: Self Made 
Interpretation: The frequency distribution of the speed of making decisions in light of the altering crisis conditions was such that 35% respondents stated that they made decisions quickly and 25% stated that they made decisions very quickly, which added to 60% favourable perception. These results indicated that NHS leadership was responsive and flexible to the COVID-19 crisis. Quick decision making probably helped in the deployment of resources on time, operational adaptations and departmental coordination. It was also an indication of well-organised leadership structures that facilitated quick action towards changing healthcare needs.
Nevertheless, 2 out of 10 people chose neutral which means that there is inconsistency in the perception of speed of decisions across roles and departments. This implied that decisions might have been taken fast at strategic levels but that speed on implementation might have been varied operationally. Additionally, 15% reported slowly and 5% reported very slowly, highlighting delays experienced in certain contexts. These responses were an indication that the creation of responsiveness might have been influenced by bureaucratic approvals, lack of communication gap or shortage of staff.
Generally, the rebate of fast reaction showed a high standard of leadership agility, but there were a few parts of operational delays that implied the constraints on implementing decisions in the high pressure time of crisis.
Q.15 How effective was communication of decisions across teams?
[bookmark: _Toc226478722]Table 12: Communication
	Scale
	Frequency

	Very effective
	22

	Effective
	33

	Neutral
	25

	Ineffective
	15

	Very ineffective
	5




[bookmark: _Toc226478708]Figure 15: Communication Effectiveness Across Teams 
Source: Self Made 
Interpretation: The frequency distribution of communication effectiveness of decisions within teams showed that 33 % of the respondents said they had effective communication and 22 % had very effective, a total of 55 % positive perception. These results indicated that leadership communication amid COVID-19 crisis tended to facilitate coordination, exchange information, and alignment among various NHS departments. Communication was probably helpful in implementing decisions promptly and minimising operational uncertainties in the presence of swiftly evolving situations.
Nevertheless, one-fourth of all respondents chose neutral, which suggests that there is diversity in the experiences of communication at different leadership levels and departments. This implied that, although communication systems existed, there might be variability in message delivery and clarity in operation. Furthermore, 15 % experienced ineffective and 5 % very ineffective, which indicates a gap in communication in some situations. These reactions indicated information flow delays, vague direction or co-ordination between teams.
In general, the findings showed that communication was moderately effective, which facilitated the implementation of decisions. However, the negatives indicated constraints associated with cross-team communication, which indicated room to reinforce systematic communication in all crisis management.
Q.16 What challenges were experienced due to bureaucratic processes during decision-making?
[bookmark: _Toc226478723]Table 13: Bureaucratic Challenges
	Issue
	Frequency

	Delays
	40

	Lack of flexibility
	25

	Poor coordination
	20

	Restricted autonomy
	15




[bookmark: _Toc226478709]Figure 16: Bureaucratic Challenges in Decision-Making
Source: Self Made 
Interpretation: Frequency distribution of bureaucratic issues in decision-making showed that 40% of respondents cited delays in decision making as the major issue. This implied that top-down approval systems negatively affected the responsiveness of leadership in highly changing COVID-19 circumstances. Slowdown was likely to impact resource distribution, operational realignment and crisis coordination.
Moreover, 25%. of the respondents cited the absence of flexibility, which implies that inflexible organisational practices inhibited leaders ability to adjust to new demands. This implied that procedural rules limited quick response to operations. The lack of coordination caused 20% of the issues, indicating the weaknesses in communication across the organisational levels. This was an indicator of lost decisions of transmission and implementation across departments. Moreover, 15% cited lack of independence indicating that frontline leaders were inadequate to make immediate decisions in critical situations.
In general, the distribution proved that bureaucratic processes played a substantial role in the effectiveness of decision making. The preponderance of delays and limitation of flexibility were signs of structural challenges to the adaptive leadership. These results implied that leadership practices were largely effective but that organisational bureaucracy limited responsiveness when managing crises in the NHS.


Q.17 Where did staffing shortages and workload pressures impact crisis management the most?
[bookmark: _Toc226478724]Table 14: Staffing Impact
	Issue
	Frequency

	Burnout
	35

	Service delays
	30

	Reduced decision effectiveness
	20

	Coordination issues
	15




[bookmark: _Toc226478710]Figure 17: Impact of Staffing Shortages on Crisis Management
Source: Self Made
Interpretation: The mode of the frequency distribution on impact of staffing shortages and workload pressures reported that 35% of the respondents recognised staff burnout as the greatest impact. This implied that there were heightened workloads, staff resilience, and eventually leadership capacity, under long-term conditions of crisis. Decision-making and operational efficiency in the COVID-19 response were probably affected by burnout.
Moreover, 30% of the interviewees also described delays in the services provided, which means that the lack of adequate staffing influence the delivery of patient care and continuity of operations. This implied that labour shortages constrained the process of fast responding to dynamic health care needs. The decrease in the effect of the decisions was explained by 20 % of reduced leadership performance, and the workload pressure and scarcity of the personnel contributed to these issues. Moreover, 15% reported coordination problems, indicating that understaffing not only interrupted the communication and collaboration among departments.
Comprehensively, the allocation revealed that insufficient staffing was a major limitation to the effectiveness of crisis management. Burnout and service delays being dominant showed that the pressure of the workforce lowered leadership responsiveness and coordination of operations in the NHS under pandemic circumstances.
[bookmark: _Toc227858077]4.3 Discussion 
The findings indicated that leadership effectiveness during the COVID-19 crisis was positively perceived, with 70% of respondents agreeing or strongly agreeing that leadership was effective. These outcomes indicated that leaders in NHS exhibited adaptive and responsive behaviours in the state of crisis. The result was consistent with Aridi (2022), who contended that crisis leadership involves swift decision-making, adaptability, and coordination to ensure the stability of organisations. Equally, Taheri (2022) underscored that leaders should transition to making daily decisions to responding to emergencies. These views were confirmed by the present results, with respondents citing coordinated leadership and positive crisis management. Nonetheless, 20% neutral responses indicated inconsistency compared to Willcocks and Willcocks (2023), which implied that shared leadership enhances consistent results among organisations. This meant collaborative leadership might not have been executed consistently across departments.
Findings of decision-making structure revealed that 60 % of respondents thought the processes were clear. This was in conjunction with Jerab (2023) who postulated that structured command systems maximise crisis response. Findings were also in line with Pring et al. (2021), who focused on active planning and well-constructed decision frameworks. Nonetheless, 15% ambiguous answers indicated discrepancies, and this supported Irons (2024), who observed that hierarchical structures made decisions sluggish at times. This difference was to show that operational implementation was varied, although there was a formal decision system.
The results also showed that the crisis procedures worked, as 66 % agreed. This supported Doneddu et al. (2023), who reported that reorganisation of services improved continuity during COVID-19. Similarly, Varga-Adams et al. (2021) highlighted agile leadership in maintaining service delivery. Nevertheless, 14% negative answers indicated constraints, which supports Liberati et al. (2021), who reported that operational strain diminished performance in certain situations.
Moderate effectiveness was indicated in the findings of resource management with 55 % being positive. These findings partially proved Whelehan et al. (2021), who stated that leadership enhanced safety in operations. Nevertheless, the existence of 20% negative responses corresponded to Willan et al. (2020), who found workforce shortages among significant constraints. This was a pointer that resource constraints were a factor in the effectiveness of leadership.
The effect of leadership on patient safety was strongly and positively perceived (70%), which aligns with Ahmed et al. (2024), who associated leadership with increased safety outcomes. Nevertheless, responses to staff wellbeing were more ambivalent, with half of staff acknowledging an improvement. This was contrary to Buchan (2022) who had stressed effective leadership in boosting the morale of staff. The difference implied that the effect of leadership on wellbeing was lower, with operational workload decreasing regardless of its leadership efforts.
The speed in decision-making results revealed the presence of 60% fast responses, which are consistent with adaptive leadership theory and systems thinking. Nevertheless, bureaucratic issues showed delays (40%), insufficient flexibility (25%), and Antonacci et al. (2023) found organisational limitations. Finally, staffing shortages showed burnout as the main impact (35%), aligning with Lilleker and Stoeckle (2021), who highlighted workforce pressure. On the whole, the results indicated that adaptive management enhanced the crisis management, but there were restrictions in the workforce and bureaucracy.


[bookmark: _Toc227858078]Chapter 5 Conclusion and Recommendation 
[bookmark: _Toc227858079]5.1 Conclusion
This research has explored the impact of leadership and decision-making in the NHS during the This paper has analysed the effects of leadership and decision-making within the NHS during the COVID-19 outbreak and examined the problems that have been encountered and how leadership styles have been used during the process of crisis management. From the key evidence, it was evident that in order to address adversities, the NHS has practiced adaptive leadership, adaptive decision-making, and decisive leadership practices. The majority of people who were consulted indicated that leadership was active in their crisis management process, which is vital in ensuring organizational survival and safety within leadership decision making. Adaptability to a dynamic environment, especially through decision-making and resource management, is efficient in leadership.
Certain cases of inability in responding swiftly to problems were as a result of bureaucratic limitations where slowness and inflexibility were noticed in general responsiveness. The shortage of staff, burnouts, and pressure were significant challenges that influenced crisis management, particularly frontline services. Nonetheless, overcoming these challenges, the study emphasised the role of leadership in sustaining the wellbeing of the staff with leaders being significant in sustaining morale and offering emotional support amid the pandemic.
The patient safety was mostly benefited and those decisions made by the leadership contributed to the effective infection control, defensive measures, and continuity of care. Nonetheless, it is seen that the effectiveness of leaders differed by departments, which indicates that there should be a more standardised leadership and crisis management practice applied within the NHS.
This research highlights the importance of adaptive leadership that has the potential to strike a balance between immediate decision-making processes and long-time organisational resilience in critical evaluation. Although NHS leaders have mostly been successful in their response to the crisis, according to the research, the shortcomings of the hierarchical models of decision-making suggest that such a response model is not applicable to high-vibe, unpredictable settings. The outcomes are similar to those of existing leadership theories; however, they offer new insight into the interrelationship between leadership and wellbeing in times of crisis. It has been established that there is a great need for a dynamic and integrated form of leadership that is able to address both operational and personnel issues during a period of crisis.
[bookmark: _Toc227858080]5.2 Practical Recommendation
Enhancement on Leadership Training and Development
Continuous training of NHS leaders in leadership, stressing crisis management, flexibility, and decision-making in emergency situations is necessary. To overcome complex and rapidly evolving crisis, NHS leaders need to be prepared with systems thinking and adaptive leadership paradigms. This will prepare them with the skills needed to respond and handle crisis situations with more flexibility.
Enhanced Decision-Making Frameworks
The structures of NHS decisions-making must be enhanced to enable them to be more adaptable and responsive in case of future crisis. This involves coming up with a concise, uniform procedure of decision-making that is both responsive within a brief period and continuity within an organisation. Moreover, cross-departmental communication systems should be incorporated to facilitate transparency and effective communication in case of an emergency, enabling making decisions faster and organising efforts of all levels.
Resource Management
The management of resources in terms of staffing, equipments, and ICU beds during the times of peak crises in NHS should be carefully reviewed and reinforced, especially during the peak of the crisis. It is recommended to focus on investment in digital technologies including telemedicine to minimise physical contact pressures and make care continuity possible in case of pandemic in the future and thus use materials much more efficiently.
Staff Wellbeing
NHS staff should be provided with stronger support systems, such as mental health resources, stress reduction programs, and work-life balance supporting initiatives. More of a flexible working environment needs to be established to enable leaders to act swiftly whilst always prioritising the wellbeing of the staff, which will decrease burnout cause as well as boost the morale.
Future Crisis Policies
The leadership policy at the NHS should be planned proactively and scenario-driven in case of any future crisis based on what was learned during the COVID-19 pandemic. NHS leaders are also advised to work more closely with local and national government agencies to coordinate more easily during crisis response, making the mobilisation of resources and faster decision-making possible during future crises.
[bookmark: _Toc227858081]5.3 Limitation of the Study
This research has a few limitations that must be taken into consideration when reaching conclusions.
· [bookmark: _Int_qzmD0aeW]Sample Size and Generalisability: The sample (100 NHS leaders) might not be representative of the wider NHS population and thus the applicability of the findings to the organisation as a whole.
· Bias in Self-Reported Data: When using self-reported data via surveys, there exists the risk of bias, where the participants can give socially desirable responses instead of responding on the true perception of leadership effectiveness and decision-making.
· Limit NHS Only: Since the study only studied the NHS, there is a restriction of the results to be other healthcare organisations or industries other than NHS in the UK.
· Cross-Departmental Differences: There may have been differences in the consistency and reliability of the findings based on issues related to leadership and decision-making experiences across the different NHS departments (clinical, emergency, support).
[bookmark: _Toc227858082]5.4 Suggestions for Future Research 
The long-term leadership during the time of crisis and organisational resiliency and its specific leadership continuity, the organisational adaptation, and the wellbeing of staff can be explored in the future research. Also, a comparative analysis might be conducted on leadership in various healthcare systems in the world (e.g., Europe, North America) to help understand the best practices and issues with handling healthcare crises. Alternative leaders' models in healthcare crisis were proposed to be explored in future research, particularly, distributed leadership, shared decision-making, and transformational leadership. Studies on the problem of staff wellbeing within crisis management would be valuable, including how leadership styles can decrease burnout and improve the mental health outcomes of frontline workers. Finally, modern research needs to explore the adoption of digital technologies (telemedicine and AI) in crisis management and calculate how these solutions may aid leadership decision making, allocate resources, and manage staff in future healthcare crises.
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Description
The research explored the impact of leadership and decision-making in the NHS during the COVID-19 pandemic. The method employed was a positivist one, and the quantitative data were gathered in the form of surveys with 100 leaders in NHS. The research sought to evaluate the management of the crisis by the leaders, the issues that they had to deal with, and the consequences on organisational continuity and patient safety. 
Feelings
[bookmark: _Int_tBEM78Gc]There was excitement and trepidation at the beginning. I was keen on learning about the imperative nature of leadership in managing a crisis, particularly in such a topical period. However, I was also apprehensive of the challenges of data collection and comprehension of the complex dynamics of leadership in the stress. However, the motivation of the fact that I could explore the effectiveness of leadership in real time within the pandemic influenced me.
Evaluation
The general research procedure was successful. The quantitative methodology provided short data that could be measured that assisted in analysis. The survey assisted the leaders of the NHS to make their opinion count at different levels hence wide range of opinion on the leadership practices during crises. The descriptive statistics were suitable to summarise the data, which aided in making conclusions about leadership and decision-making.
But there were difficulties, the sample size of 100 people used as a sample may not have been representative of the diversity of leadership experiences in the NHS. Moreover, self-reported data might also have introduced certain levels of bias since respondents might have provided socially desirable answers. To a certain degree, these limitations impacted the external validity of the findings.
Analysis
[bookmark: _Int_XOG2In1d][bookmark: _Int_BhlHTZN6]Gibb model was implemented in the research process and a number of strengths and weaknesses of the research were identified. It was the main strength because it was possible to locate how the leadership of NHS adapted to the crisis. The results were also consistent with the existing literature on adaptive leadership as flexibility and the capacity to communicate effectively in the case of an emergency are vital. Nevertheless, the research did not examine the long-term impacts of organisational leadership practices on organisational resiliency in an in-depth way, and this could be the subject of a future study.
Conclusion
The research was valuable in providing insights into leadership within the NHS during the COVID-19 pandemic. It proved the significance of adaptive leadership and making appropriate decisions in ensuring the stability of the organisation. Although it had some drawbacks, e.g. the sample size and potential bias, the study contributed to understanding the issue of leadership and determining the spheres that need to be enhanced in the context of crisis management.
Action Plan
I would also expand the sample size in future research to include a broader population of NHS employees to have a more diverse leadership experience. The inclusion of qualitative data, interviews, would help gain more knowledge on leadership practices. Also, the long-term effects of crisis leadership on organisational resilience and staff wellbeing need to be investigated in future research.

[bookmark: _Toc227858086]
Appendix 2: Poster 
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[bookmark: _Toc227858087]Appendix 3: Questionnaire 
	Q1. Have you worked in a leadership or managerial role within NHS England during the COVID-19 pandemic (2020–2022)?

	· Yes 

	· No 

	Q2. Were you directly involved in decision-making or crisis management during the COVID-19 pandemic?

	· Yes 

	· No 

	Q3. Did your role involve managing teams, resources, or operational processes during the crisis?

	· Yes 

	· No 

	Q4. What is your current role within the NHS?

	· Senior leadership (e.g. Director, Executive) 

	· Middle management (e.g. Department Head) 

	· Team leader / Supervisor 

	Q5. How many years of experience do you have in the NHS?

	· Less than 5 years 

	· 5–10 years 

	· 11–15 years 

	· More than 15 years 

	Q6. Which department do you primarily work in?

	· Clinical services 

	· Emergency services

	· Administration / Management 

	· Support services 

	Q7. What was your level of involvement during the COVID-19 crisis?

	· High (direct leadership responsibility) 

	· Moderate (shared responsibility) 

	· Low (limited involvement) 

	Q8. What was the effectiveness of leadership in managing the COVID-19 crisis?

	· Strongly Disagree

	· Disagree

	· Neutral

	· Agree

	· Strongly Agree

	Q9. How were decision-making processes structured during the crisis?

	· Very unclear

	· Unclear

	· Neutral

	· Clear

	· Very clear

	Q10. What crisis management procedures were implemented to maintain organisational continuity?

	· Very ineffective

	· Ineffective

	· Neutral 

	· Effective

	· Very effective

	Q11. How were resources (staff, equipment, ICU capacity) managed during the crisis?

	· Very poorly

	· Poorly

	· Neutral

	· Well

	· Very well

	Q12. What was the impact of leadership decisions on patient safety?

	· Very negative

	· Negative

	· Neutral

	· Positive

	· Very positive

	Q13. How did leadership practices influence staff wellbeing during the crisis?

	· Very negatively

	· Negatively

	· Neutral

	· Positively

	· Very positively

	Q14. How quickly were decisions made in response to changing crisis conditions?

	· Very slowly

	· Slowly

	· Neutral

	· Quickly

	· Very quickly

	Q15. How effective was communication of decisions across teams?

	· Very ineffective

	· Ineffective

	· Neutral

	· Effective

	· Very effective

	Q16. What challenges were experienced due to bureaucratic processes during decision-making?

	· Delays in decision-making due to hierarchical approval structures 

	· Limited flexibility in responding to rapidly changing crisis situations 

	Poor coordination and communication between organisational levels 

	· Restricted autonomy for frontline leaders in making decisions

	Q17. Where did staffing shortages and workload pressures impact crisis management the most?

	· Delays in service delivery and patient care 

	· Increased stress and burnout among healthcare staff 

	· Reduced effectiveness of decision-making and leadership 

	· Difficulty in maintaining coordination and team performance
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Frequency	
Senior leadership	Middle management	Team leader	30	40	30	


Frequency	
<	5 years	5–10 years	11–15 years	15+ years	20	30	25	25	


Frequency	
Clinical	Emergency	Admin	Support	35	25	25	15	


Frequency	
High	Moderate	Low	50	35	15	


Frequency	
Strongly Agree	Agree	Neutral	Disagree	Strongly Disagree	30	40	20	7	3	


Frequency	
Very clear	Clear	Neutral	Unclear	Very unclear	25	35	25	10	5	


Frequency	
Very effective	Effective	Neutral	Ineffective	Very ineffective	28	38	20	10	4	


Frequency	
Very well	Well	Neutral	Poorly	Very poorly	20	35	25	15	5	


Frequency	
Very positive	Positive	Neutral	Negative	Very negative	30	40	20	7	3	


Frequency	
Very positive	Positive	Neutral	Negative	Very negative	20	30	25	15	10	


Frequency	
Very quickly	Quickly	Neutral	Slowly	Very slowly	25	35	20	15	5	


Frequency	
Very effective	Effective	Neutral	Ineffective	Very ineffective	22	33	25	15	5	


Frequency	
Delays	Lack of flexibility	Poor coordination	Restricted autonomy	40	25	20	15	


Frequency	
Burnout	Service delays	Reduced decision effectiveness	Coordination issues	35	30	20	15	
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Particulars Q7 Q8 Q9 Q10 Q11 Q12 Q13 Q14 Q15 Q16 Q17

Mean 2 4 4 4 4 4 3 4 4 2 2

Standard Error 0 0 0 0 0 0 0 0 0 0 0

Median 3 4 4 4 4 4 4 4 4 2 2

Mode 3 4 4 4 4 4 4 4 4 1 2

Standard Deviation 1 1 1 1 1 1 1 1 1 1 1

Range 2 4 4 4 4 4 4 4 4 3 3

Minimum 1 1 1 1 1 1 1 1 1 1 1

Maximum 3 5 5 5 5 5 5 5 5 4 4
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