CASE STUDY 1: NHS Nightingale Hospital (COVID-19 Emergency Build)
In March 2020, NHS England was tasked with creating a 4,000-bed emergency COVID-19 hospital (Nightingale) in London.
· The project was executed in 9 days, led by NHS, the British Army, and contractors.
· Leadership decisions were centralized and highly directive.
· Staff had to work under immense time pressure and health risk.
Questions:
1. Which contingency theory best explains the leadership style used? Justify using theory components.
2. Was a task-oriented leader the right fit for this situation? What if a relationship-oriented leader had led it instead?
3. How might applying Path–Goal’s supportive or participative style have impacted the outcome — positively or negatively?
4. Place the leader’s behavior on the Tannenbaum–Schmidt continuum. Was this a necessary compromise, or a potential leadership weakness?
5. Would this leadership approach be sustainable if extended into long-term hospital operations? Why or why not?

CASE STUDY 2: Digital Health Transformation in Primary Care
In 2023, NHS England rolled out a new digital appointment system in GP surgeries. Some staff welcomed it; others resisted, citing lack of training and fear of losing patient connection.
Questions:
1. Which Path–Goal leadership style(s) would best address both the technical rollout and staff morale? Why?
2. How should a leader move along the Tannenbaum continuum here — should they consult, join, or delegate?
3. Is this situation “moderately favorable” under Fiedler’s model? What kind of leader (task- or relationship-oriented) would succeed here?
4. How could misalignment between leadership style and staff readiness slow innovation? Give practical examples.
5. What might a leader’s failure to adapt here imply about the limitations of rigid styles in evolving systems?

CASE STUDY 3: Mid Staffordshire Hospital Scandal (2005–2009)
The Francis Inquiry found that hospital managers focused excessively on financial and performance targets.
· Frontline staff were under-supported and often ignored.
· A culture of fear and silence existed, contributing to poor patient care and preventable deaths.
 Questions:
1. How did leadership style contribute to systemic failure? Use Tannenbaum’s and Fiedler’s models to analyze.
2. Was the leadership too far toward the “Tell” end of the continuum? Should it have shifted — and when?
3. Could a supportive or participative style (Path–Goal Theory) have disrupted the toxic culture earlier? How?
4. How would you restructure leadership here using contingency theory to prevent future harm?
5. Does this case expose the risks of aligning leadership with performance metrics rather than situational need?

CASE STUDY 4: NHS Community Health Outreach (2024 Initiative)
A community outreach project was launched to increase screening rates among underserved populations.
· The team included clinicians, volunteers, and local leaders.
· The project relied on trust, flexibility, and community engagement.
 Questions:
1. Would Fiedler’s theory suggest a task- or relationship-oriented leader here? Why?
2. Which Path–Goal style(s) (supportive, participative, achievement) would most empower the team?
3. Where would you position the leader on the Tannenbaum–Schmidt continuum in this low-authority, high-collaboration setting?
4. What are the risks of over-delegating in such projects? What might be lost without clear directive moments?
5. How should leadership shift as the project scales up or becomes formalized? What theories support this evolution?
Wrap-Up Discussion Prompts
· How do these cases show the strengths and limits of each contingency theory?
· Which theory offers the most practical framework for dynamic healthcare leadership?
· Should modern NHS leadership training prioritize adaptability over style consistency?
· Are there ethical risks in over-relying on directive leadership in public health systems?

