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ABSTRACT 

Background 

The healthcare landscape in England is currently facing significant challenges, 

including insufficient funding, staff shortages, a backlog, an ageing population, and 

evolving healthcare needs (Dixon, 2024). Effectively addressing these challenges 

necessitates optimal resource management alongside high-quality care delivery. This 

research aims to investigate the intricate dynamics of effective leadership, strategic 

decision-making, and their influence on the cost-efficiency of healthcare systems within 

the context of NHS hospitals in England. By focusing on the current challenges, the 

study seeks to provide evidence-based strategies for optimising resource allocation 

and cost-effectiveness in healthcare organisations. 

Effective use of resources is fundamental to enabling health and social care providers 

to deliver and sustain high-quality services for people. The Health and Social Care Act 

2008 recognises that there is a relationship between quality of care and the efficient 

and effective use of resources. Increasing demand for healthcare systems requires 

innovative resource management to improve patient outcomes while remaining cost-

effective.  

Aims and Objectives: 

1. To comprehensively evaluate the impact of leadership efficacy and decision-

making processes on the cost-efficiency of healthcare operations within NHS 

England. 

 

2. To identify and elucidate best practices in leadership and decision-making that 

significantly contribute to improved cost-effectiveness in healthcare systems. 

 

3. To generate evidence-based recommendations for optimising resource 

allocation and cost-efficiency in healthcare organisations based on the findings 

from the case study. 
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Research questions: 

1. How does effective leadership influence organisational culture? 

 

2. What does the descriptive research reveal about decision-making by managers 

and administrators in the NHS organisation? 

 

3. What are the major reasons for resistance to change, and how can leaders 

increase collective learning and innovation? 

Literature: 

This literature incorporates the critical analysis and review of a wide range of studies 

regarding leadership efficacy and decision-making processes and their impacts on 

cost-efficiency relating to healthcare systems, including NHS organisations in England. 

As part of the study, detailed and comprehensive research on healthcare management 

and resource allocation, as well as the implementation of cost-effective practices 

specific to the context of NHS England, will be incorporated. The findings inform the 

design and research question of this study. According to various studies, the 

foundation of evidence-based practice is vital because it reduces inconsistencies in 

clinical practice, thus improving the outcomes for patients (Black et al., 2015). 

Among others, this literature review investigates different models of healthcare 

leadership, the relationship between styles of leadership and organisational 

performance, decision-making approaches for resource allocation, and the strategic 

decision-making process that will guarantee the financial future of the healthcare 

system and NHS organisations. Previous research on those specific challenges facing 

NHS England, coupled with strategies adopted by similar healthcare systems all over 

the world, will also be considered to complete the analysis and research. 

 

 

 

 



 

11 

 

Methodology: 

The following steps are created to establish the methods that will be applied for 

quantitative and qualitative data collection in a robust and comprehensive mixed-

methods approach to achieve the stated research objectives, and these are Data 

Collection, Case Study, Statistical Analysis/  

1. Data Collection:  

Data collection will be conducted using a thoughtful and cautious approach, employing 

both quantitative data, such as financial reports and operational metrics, and 

qualitative data from interviews and surveys. The data collection strategy will help in 

the development of a comprehensive portrayal of the efficiency of leadership and 

decisions' impact on cost-efficiency in healthcare systems. 

2. Case Study:  

A case study will be facilitated in coordination with expert leaders from the NHS 

leadership academy as part of the research and analysis. This would be a detailed 

study incorporating NHS England organisations, referring to leadership approaches, 

decision-making processes, and their role in shaping cost-effectiveness. This would 

include analysis of historic data, organisational reports and documents, and interviews 

with key stakeholders to gather information about the specific context within which 

NHS England organisations operate. 

3. Statistical Analysis:  

As part of the research, advanced statistical tools will be used to test the direct and 

indirect impact of effectiveness and decision-making on key cost-efficiency indicators. 

The results of such an analysis are then used to provide an experimental base to 

support the findings and conclusions gained from the research. 
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Plan:  

The proposed research is first divided into distinct stages, following which it is 

rigorously pursued to systematically and comprehensively achieve the objectives of 

the research, as stated:  

Phase 1: Preliminary Research:  

A wide-ranging desk review will be undertaken to draw from existing literature, refine 

research objectives, and set a sound base for the study. This would also include the 

identification of key variables and indicators relevant to the research questions. 

Phase 2: Data Collection 

A detailed data collection will be done by obtaining large sets of financial data, 

interviewing health professionals and administrators in-depth, and undertaking 

comprehensive surveys to have a well-rounded view of leadership and decision-

making within NHS England.  

Phase 3: Data Analysis  

Advanced statistical methods were applied to the data collected to rigorously analyse 

the correlation between the metrics of leadership effectiveness, decision-making, and 

cost efficiency. Quantitative analysis techniques will be used along with qualitative 

thematic analyses of interview data.  

Phase 4:  

Reporting generally consists of the detailed compilation of findings from the study, 

accompanied by a set of conclusions logically derived from the analysis. Furthermore, 

actionable and evidence-based recommendations on the best utilisation of available 

resources will be provided with a view to sharp improvements in the cost-effectiveness 

of healthcare systems in general and related to the NHS England. 
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Outputs: 

1. Deep-set insights into the complex interlinkages between leadership 

effectiveness, decision-making, and cost efficiency within healthcare systems. 

2. Identify and describe in detail those practices that are viewed as the best to 

achieve cost-effectiveness in healthcare organisations. 

3. Provide evidence-based recommendations for optimisation allocation and 

significantly improved cost-efficiency in the healthcare system, with reference 

to NHS England. 
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CHAPTER 1 -    INTRODUCTION 

1.1 Background of the study  

Today global economy is suffering from not only an energy crisis but also a significant 

healthcare burden due to COVID-19, increased life expectancy, a rise in 

the prevalence of chronic diseases, the development of diagnosis and treatments with 

inappropriate care, errors, and fraud. Despite the tremendous work of well-trained 

physicians and the investments in state-of-the-art healthcare facilities, Global studies 

by the World Health Organisation (WHO) and the OECD show that 30% of health 

spending has no valuable impact on patients (2): spendings are wasted on 

unnecessary aggravations, needless treatments, or wasteful organisations. Over the 

last decades, different management concepts have been developed and practiced, 

leading to the explosion of these expenses, such as evidence-based decision-making, 

Lean, and cost reduction. But this proved ineffective in the face of soaring healthcare 

costs. Robust evidence and surveys point out that an important part of healthcare 

expenses is wasted on suspicious or useless treatments. In a sustainable strategy, 

Healthcare urgently needs a management which controls costs while respecting value, 

as asked by OECD in its 2017 report - “Wasteful Spending in Health”: “Health spending 

is at best ineffective and at worst wasteful”. In recent times, an advanced strategy has 

come to light to solve these problems. Thus, healthcare stakeholders have started to 

reconsider their operating model to focus on enhancing healthcare value and patients’ 

meaningful outcomes: patient-centricity. 

Although this interest in placing the patient at the centre of healthcare seems new, 

William Osler took up this point of view more than a century ago, insisting that, above 

all, physicians cared firstly for their patients before defining the exact pathology. In 

1932, A.H. Gordon underlined the commitment to “treat a patient as a person, not 

merely as a representation of medical, surgical or pathological material.” And later  

Avedis Donabedian, a physician, founded the study of quality in health care and 13 

medical outcomes, known as The Donabedian Model of care. This model keeps on 

being the dominant paradigm for assessing the quality of health care. 
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1.2 Statement of the problem 

The National Health Service (NHS) in England was officially established on the 5th of 

July 1948, but it has evolved over the years because of the increasing involvement of 

the government in health care and public services, which started during the late 19th 

century. Effective utilisation of policies and processes and advancement in medical 

science significantly influenced in shaping of the current NHS service. 

However, since its initiation, the NHS has been constantly scrutinised on its justification 

of cost and efficiency. Probably the most fundamental of these discussions and 

scrutiny followed in establishing the NHS and Community Care Act 1990. This created 

an internal market, and a purchaser-provider split in which the purchasers (mainly 

health authorities) were handed budgets to purchase services from providers. The 

NHS is a huge, complex, and ever-growing healthcare system that has been facing a 

variety of challenges, such for example financial constraints, staff shortages, and the 

continuously changing policies in healthcare. 

The five main themes that have been recognised as current key challenges faced 

by the NHS are: 

1. Financial constraints 

There is a growing demand for expanding healthcare services as per the requirement 

to provide the best possible care, but the government budget allocation for the NHS 

has not kept pace with this increase in demand.  

The insufficient funding creates significant strain on adequate resources, which leads 

to an increase in waiting times, reduced access to certain treatments, and limitations 

in providing higher/expected standards of care. It also impedes the capacity of the NHS 

organisations in their planning while investing in innovative technologies or improving 

the infrastructure. 
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2. Staff shortages 

The NHS is struggling with a significant shortage across various healthcare 

professions, including doctors, nurses, and allied health professionals. The lack of a 

sufficient workforce creates enormous strain on current employees, which leads to an 

increase in workload resulting in burnout, sickness and reduced standards of patient 

care. This also contributes to delayed appointment times and reduced accessibility to 

healthcare service providers. 

3. The backlog 

The COVID-19 pandemic has worsened the already existing backlog of patients 

waiting for treatment and procedures within the NHS. The backlog refers to the 

increased number of patients who have been waiting a long time to receive necessary 

care due to the lack of resources and disruption of services caused by the pandemic. 

This backlog has led to a substantial challenge, impacting favourable patient 

outcomes, increasing waiting times, and putting further strain on the healthcare 

providers. Managing the backlog may require carefully planned allocation of resources, 

increasing capacity, and advanced methods of effectively managing patient flow. 

4. An ageing population 

As per the statistics, the population of the UK is ageing, presenting greater challenges 

for the NHS. An ageing population leads to a higher prevalence of chronic conditions 

and complex healthcare needs. 

This places increased demands on healthcare services, including long-term care, 

specialised geriatric services, and end-of-life care. 

The NHS must adapt and make changes to meet the specific needs of older adults, 

including integrated care models, enhanced community support, long-term disease 

management, and better coordination between healthcare providers and social care 

services. 
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5. Evolving healthcare needs 

Healthcare requirements and models are continuously developing, which are driven by 

various dynamics like advanced medical technology, changing prevalence of diseases, 

and the growing public awareness. 

The NHS must change and adapt to provide effective and patient-centred care in 

accordance with the evolving needs of current society. 

This involves incorporating digital health technologies, promoting preventative 

medicine, improving mental health services, and providing an equitable approach to 

healthcare facilities across diverse service users. 

Adapting to changing healthcare requirements will need increased flexible systems, an 

innovative approach, and a proactive attitude to enhance effective services in the NHS. 

1.3 Aims and Objectives of the study 

Good administration and effective management are the key to successful high-

performing teams and well-led NHS organisations. These are essential for the NHS’s 

sustainability in providing highly standardised services and in maximising the 

availability of resources to meet the expanding demand for care. Managers and 

leaders play a fundamental role in improving the delivery of services and the 

appropriate allocation of resources. The culture of the organisation in which the 

managers work has a great impact on their judgement and efficiency in performing. It 

is crucial to maintain stability at the executive level and improve culture both in terms 

of personnel and strategic level. Many of the NHS organisations that are performing 

well in England have focused on developing a diverse and inclusive culture that 

promotes respect and good communication across the workforce. The presence of an 

inclusive culture, as explained in the NHS People Plan, which emphasises continuous 

learning and sharing of knowledge, is crucial in helping managers to improve 

communication, effective team building, and establish good rapport with their executive 

management, peer group and subordinates. 
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The managerial workload should be reasonable; energy and time should be spent 

where it is most valued. Every employer, including the regional and national governing 

organisations, should reflect on the possibility of reducing the hierarchical reporting 

burden on middle-level managers and the number of tasks that are assigned as a 

priority. 

According to the NHS Long Term Plan, the NHS of 2030 will function fundamentally 

differently from the current way of providing services. The working ethics are moving 

at a pace that was never imagined due to the growth in evidence that links between 

staff wellbeing, quality of care and staff retention. These changes are developing along 

with advancements in digital technology, automation of tasks, remote working 

arrangements and innovative advances in relation to artificial intelligence. Meanwhile, 

current patterns of employment, integrated care models and organisational boundaries 

are transforming, as the NHS is adapting to the evolving requirements and 

expectations of society. 

1.4 Scope of the study 

 The research question and objectives of the study are presented as follows. 

1. To comprehensively evaluate the impact of leadership efficacy and decision-

making processes on the cost-efficiency of healthcare operations within NHS 

England. 

2. To identify and elucidate the best practices in leadership and decision-

making that significantly contribute to improved cost-effectiveness in 

healthcare systems. 

3. Generating evidence-based recommendations for optimising resource 

allocation and cost-efficiency in healthcare organisations based on the 

findings from the case study. 

1.5 Significance of the study 

Since its launch 60 years ago, the NHS has grown to become the world’s largest 

publicly funded health service, which is one of the most efficient, most egalitarian and 

most comprehensive. However, the costs of delivering a high-quality healthcare 
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system continue to rise inexorably due to a combination of factors.  Central among 

these factors are an ageing population, increasing life expectancy, development of 

ever more effective drugs and technological interventions, which not only help prolong 

and sustain good quality life, but may also lead to a need for resources for the 

management of other chronic yet treatable conditions. 

Healthcare systems across the world face a challenging problem: for healthcare to 

meet changing needs and to improve health, clinical leadership and decision-making 

need to be more proactive in addressing these challenges. The Institute for Public 

Policy Research (IPPR) has published a report, The Future Hospital: The Politics of 

Change (Farrington, Douglas and Brooks 2007), and is one attempt to discuss this 

subject.  The IPPR report explains that healthcare needs to adapt as health needs 

change and as the technologies and techniques of delivering modern care develop. 
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CHAPTER 2 - LITERATURE REVIEW 

2.1 Introduction to Leadership and Clinical Decision-Making in Healthcare 

The role and influence of leadership are becoming increasingly important in decision-

making. Senior leaders and managers need to continue to provide leadership to their 

staff to achieve patient, team, and organisational goals. Involving staff in decisions that 

directly or indirectly affect patient care is one leadership strategy used by senior 

managers to achieve goals (Dorgham & Al-Mahmoud, 2013). Decision-making is a 

pathway to monitor the results of conclusions reached by intuition (Lighthall & 

Vazquez-Guillamet, 2015). Decision-making is described in the literature 

interchangeably and uses several terms, such as clinical judgment, decision-making, 

and clinical reasoning. While these terms are used interchangeably, they have been 

described as “a choice made by a practitioner from several alternatives” Clinical 

decision-making is a complex process that requires clinicians to be knowledgeable, 

have access to appropriate information sources, and work within a supportive 

environment (Maharmeh, Alasad, Salami, Saleh, & Darawad, 2016). Decision-making 

in an organisation is an ongoing process and ever-changing according to the 

challenges faced daily. In that regard, there is a need for future research on leadership 

decision-making. Thus, the leadership's ability to understand the factors that influence 

the decision-making process in their business is important and a major key to 

understanding what decisions are made for the progress of the organisation (Ejimabo, 

2015). 

2.1.1 Definition and scope of leadership in healthcare.  

Leadership is a subject that has long excited interest among people. The term 

connotes images of powerful, dynamic individuals who command victorious armies, 

and direct corporate empires from atop gleaming skyscrapers or shape the course pf 

nations. Researchers usually define leadership according to their perspectives and 

aspects of the phenomenon of most interest to them. After a comprehensive review of 

the leadership literature, Stogdill (1974, p.259) concluded that “there are almost as 

many definitions of leadership as there are persons who have attempted to define the 

concept.” 
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Hosking’s work on ‘skillful leadership processes’ (Hosking 1988; Hosking & Morley 

1988) is ground-breaking in terms of developing the ‘process’ or ‘relational’ approach 

to leadership that is based on a decision-making approach (see Grint 2000; 2005; 

Bolden, Petrov & Gosling 2008: 360; Uhl Bien 2006; Fairhurst 2007; Peck & Dickinson 

2009: 69-70). Hosking (Hosking & Fineman 1990; Hosking & Bouwen 2000) treats 

leadership as a special kind of organising activity that must be understood as complex, 

political decision-making because it is through core processes that social order is either 

maintained, improved or allowed to decline. (See Figure 1) 

Figure 1 

 

The organisational level of analysis describes leadership as a process that occurs in a 

larger “open system” in which groups are subsystems (Fleishman et al., 1991; Katz & 

Kahn, 1978; Mumford, 1986). The survival and prosperity of an organisation depend 

on effective adaptation to the environment, which means marketing its output (products 

and services) successfully, obtaining necessary resources, and dealing with external 

threats. 
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2.1.2 Importance of decision-making in clinical and administrative contexts. 

Healthcare organisations like the NHS need to become more reliable in delivering the 

expected outcomes to be able to sustain the constant pressures from the variety of 

challenges that it faces on a day-to-day basis.  Achieving reliability in healthcare must 

start with understanding what reliability is, how to measure it, and then how to improve 

it as an organisation. Reliability in outcomes and safety is necessary in healthcare due 

to the many risks that are associated with caring for health. High reliability is achieved 

when the top leadership supports the entire organisation in achieving and sustaining 

reliability. The leaders can do this by setting the vision, creating an inclusive culture, 

and supporting the infrastructure, especially in sponsoring facilitators who are skilled 

in reliability and will translate this for everyone inside and outside the organisation 

(Morrow, 2016). Clinical outcomes should be patient-centric. Until we get clinical care 

right the first time, we increase the probability of harm and thus perpetuate the need 

to focus on safety.  

Important decisions in organisations typically require the support and authorisation of 

many different people at different levels of management and in different subunits of the 

organisation. Decision processes are likely to be characterised more by confusion, 

disorder, and emotionality than by rationality. A prolonged, highly political decision 

process is likely when the decision involves important and complex problems for which 

there are no ready-made good solutions; there are many affected parties with 

conflicting interests, and there is diffusion of power among the parties. For decisions 

involving major changes in organisational strategies or policies, the outcome will 

depend largely on the influencing skills and persistence of the individual managers who 

desire to initiate change and on the relative power of various coalitions involved in 

making or authorising these decisions (Kanter, 1983; Kotter, 1982, 1985) 

2.1.3 Overview of current challenges faced by NHS hospitals in England.  

Since its launch, the NHS has grown to become the world’s largest publicly funded 

health service. It is also one of the most efficient, most egalitarian and most 

comprehensive. The system was born out of an ideal that healthcare should be free 

and available to all. The money to pay for the NHS directly comes from taxation that, 
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according to independent bodies such as the King’s Fund, remains the ‘cheapest and 

fairest’ way of funding healthcare when compared with other systems. 

However, the National Health Service (NHS) in England is currently experiencing a 

myriad of challenges that impact its ability to deliver high-quality healthcare. The 

complexity of these issues necessitates a comprehensive understanding of the 

multifaceted problems that affect NHS hospitals. This literature review synthesises 

recent research and reports on the primary challenges, including workforce shortages, 

financial strain, backlog of care, emergency care pressures, infrastructure and capacity 

issues, integration of care, digital transformation, public health concerns, regulatory 

changes, and the aftereffects of the COVID-19 pandemic. Addressing these issues 

requires coordinated efforts, substantial investment, and innovative approaches to 

healthcare delivery and workforce management. Continued research and policy 

development are essential to ensure the sustainability and effectiveness of the NHS in 

meeting current and future healthcare needs. 

Workforce Shortages 

The NHS has been plagued by significant workforce shortages, which have been well-

documented in recent literature. The King's Fund (2021) highlights the chronic 

understaffing across various roles, including doctors and nurses, exacerbating 

workloads and contributing to high levels of burnout and mental health issues among 

staff. Buchan et al. (2019) underscore that recruitment and retention difficulties have 

led to a vicious cycle of increased pressure on remaining staff, further diminishing job 

satisfaction and retention rates. 

Financial Strain 

Financial constraints remain a persistent issue for NHS hospitals. Appleby et al. (2020) 

discuss the ongoing budget limitations despite recent funding increases, which are 

insufficient to keep up with rising costs of medical supplies, treatments, and 

infrastructure maintenance. The Nuffield Trust (2022) emphasises that these financial 

pressures hinder the NHS's ability to invest in crucial areas such as technology and 

additional staffing. 
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Backlog of Care 

The COVID-19 pandemic has significantly exacerbated the backlog of elective 

surgeries and routine care. According to a report by the National Audit Office (2021), 

patients face increasingly long waiting times, which can lead to deterioration in health 

conditions and greater reliance on emergency services. The British Medical Journal 

(2022) illustrates the adverse effects of delayed treatments, including worsened patient 

outcomes and increased hospital readmissions. 

Emergency Care Pressures 

Emergency care services are under immense strain, with overcrowded A&E 

departments and delayed ambulance services being common issues. Research by the 

Royal College of Emergency Medicine (2021) shows that high patient volumes and 

insufficient capacity result in long waiting times and compromised care quality. This is 

corroborated by NHS Providers (2022), which reports frequent delays in ambulance 

services, further burdening emergency departments. 

Infrastructure and Capacity Issues 

Many NHS hospitals operate with outdated infrastructure, limiting their efficiency and 

quality of care. The Health Foundation (2021) points out that ageing facilities and 

inadequate hospital beds, especially in critical care units, pose significant challenges. 

The Institute for Fiscal Studies (2022) highlights the need for substantial investment in 

modernising hospital infrastructure to meet current healthcare demands. 

Integrated Care and Community Services 

The integration of hospital care with community and primary care services remains 

problematic. Ham et al. (2020) discuss the ongoing challenges in achieving seamless 

coordination, leading to fragmented care and inefficiencies. The King's Fund (2022) 

suggests that inadequate community care support often results in higher hospital 

admissions and readmissions, further straining hospital resources. 
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Digital Transformation and Technology 

The digital transformation of the NHS is hindered by outdated IT systems and 

cybersecurity concerns. Greenhalgh et al. (2019) argue that legacy IT infrastructure 

prevents effective information sharing and the adoption of new technologies. A report 

by NHS Digital (2021) emphasises the importance of upgrading IT systems and 

enhancing cybersecurity to protect patient data and improve service delivery. 

Public Health and Preventive Care 

The rising prevalence of chronic conditions and health inequalities presents substantial 

challenges for NHS hospitals. Public Health England (2020) highlights the increasing 

burden of chronic diseases such as diabetes and heart disease, which require 

extensive and ongoing hospital resources. Marmot et al. (2020) discuss persistent 

health inequalities, noting that disadvantaged populations experience poorer health 

outcomes and limited access to care. 

Regulatory and Policy Changes 

Frequent changes in health policies and the impacts of Brexit create uncertainty for 

NHS hospitals. The Health Foundation (2019) outlines the rational challenges posed 

by policy fluctuations, while Buchan et al. (2021) examine the implications of Brexit on 

staffing and supply chain stability. 

Pandemic Aftereffects 

The COVID-19 pandemic has left lasting impacts on NHS hospitals. Mahase (2021) 

discusses the management of long COVID and its additional demands on healthcare 

services. The Lancet (2021) stresses the importance of preparedness for future 

pandemics, advocating for robust strategies to mitigate similar crises. 

2.2 Theoretical Frameworks of Leadership in Healthcare 

Leadership in healthcare is a critical component influencing the effectiveness, 

efficiency, and quality of care delivery. The complexity of healthcare organisations, 

characterised by multidisciplinary teams and high-stakes environments, demands 

robust and adaptable leadership frameworks. Theoretical frameworks of leadership in 
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healthcare provide a structured approach to understanding the dynamics of leadership 

roles, behaviours, and their impact on organisational outcomes. This section explores 

prominent theoretical frameworks that underpin leadership in healthcare, highlighting 

their relevance and application within the sector. 

One of the foundational theories in leadership is Transformational Leadership, which 

emphasises the role of leaders in inspiring and motivating employees to exceed their 

own self-interest for the sake of the organisation. This theory, proposed by Burns 

(1978) and further developed by Bass (1985), has been extensively applied in 

healthcare settings. Studies indicate that transformational leadership is associated with 

improved staff satisfaction, retention, and patient outcomes (Wong & Cummings, 2007; 

Cummings et al., 2010). 

Another relevant framework is Servant Leadership, introduced by Greenleaf (1970), 

which prioritises the needs of employees and patients, fostering a supportive and 

ethical work environment. This approach has been shown to enhance team 

collaboration and job satisfaction in healthcare settings (Neubert et al., 2008; Eva et 

al., 2019). 

Situational Leadership, developed by Hersey and Blanchard (1977), posits that 

effective leadership is contingent upon the context and the maturity level of followers. 

This flexibility is particularly pertinent in healthcare, where leaders must adapt their 

style to diverse clinical situations and team dynamics (Thompson & Glass, 2018). 

Furthermore, Distributed Leadership or Shared Leadership emphasises the collective 

involvement of multiple leaders within an organisation. This framework is gaining 

traction in healthcare due to its potential to leverage the expertise of various 

professionals, fostering a collaborative environment conducive to innovation and 

quality improvement (Spillane, 2006; Bolden, 2011). 

Authentic Leadership, proposed by Avolio and Gardner (2005), focuses on the 

authenticity of leaders, promoting transparency, ethical conduct, and genuine 

interactions with followers. Research suggests that authentic leadership can lead to 

higher levels of trust, engagement, and resilience among healthcare staff (Wong & 

Laschinger, 2013; Shirey, 2006). 
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The exploration of these theoretical frameworks provides a comprehensive 

understanding of leadership dynamics in healthcare. By examining transformational, 

servant, situational, distributed, and authentic leadership, this dissertation aims to 

elucidate the mechanisms through which effective leadership can enhance healthcare 

outcomes. 

2.2.1 Review of transformational and transactional leadership theories.  

Leadership in organisations, particularly in healthcare, is a critical factor that influences 

the quality and effectiveness of service delivery. Among the various leadership 

theories, transformational and transactional leadership have been widely studied and 

applied across different settings. This literature review provides an in-depth 

examination of these two prominent leadership theories, highlighting their origins, core 

concepts, empirical evidence, and their relevance in the healthcare sector. 

Transformational leadership, conceptualised by Burns (1978) and further developed 

by Bass (1985), emphasises the role of leaders in inspiring and motivating followers to 

achieve extraordinary outcomes and, in the process, develop their own leadership 

potential. The theory is grounded in the following key components: idealised influence, 

inspirational motivation, intellectual stimulation, and individualised consideration (Bass 

& Riggio, 2006). 

Extensive research has validated the positive impacts of transformational leadership 

on various organisational outcomes. Studies have consistently shown that 

transformational leadership enhances employee satisfaction, commitment, and 

performance (Judge & Piccolo, 2004; Wang et al., 2011). In healthcare, 

transformational leadership has been linked to improved patient care quality, increased 

job satisfaction among nurses, and reduced turnover rates (Cummings et al., 2010; 

Wong & Cummings, 2007). 

For instance, a study by McKee et al. (2014) found that transformational leadership 

behaviours among nurse managers were positively associated with staff job 

satisfaction and perceived quality of care. Similarly, Boamah et al. (2018) 

demonstrated that transformational leadership practices could mitigate burnout and 

foster a positive work environment in healthcare settings. 
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Transactional leadership, as described by Burns (1978) and expanded by Bass (1985), 

is based on a system of exchanges between leaders and followers. This theory focuses 

on the role of supervision, organisation, and group performance. The core components 

of transactional leadership include contingent reward and management-by-exception 

(Bass, 1985). Transactional leadership operates on a more traditional model of 

command and control, emphasising clear structures, goals, and performance-based 

rewards and penalties. 

While transactional leadership is often contrasted with transformational leadership, it 

remains effective in certain contexts, particularly where routine and structured tasks 

are involved. Research indicates that transactional leadership can lead to satisfactory 

performance outcomes, especially when immediate and specific goals need to be met 

(Podsakoff et al., 1984; Judge & Piccolo, 2004). 

In healthcare, transactional leadership has been found to be effective in ensuring 

compliance with procedures and standards, which is critical in maintaining patient 

safety and operational efficiency (Casida & Pinto-Zipp, 2008). However, it is often 

suggested that transactional leadership alone may not be sufficient to address the 

complex and dynamic challenges faced in healthcare environments (Avolio & 

Yammarino, 2013). 

Both transformational and transactional leadership theories offer valuable insights into 

effective leadership practices. Transformational leadership is often associated with 

fostering innovation, commitment, and holistic development, while transactional 

leadership is linked to maintaining order, achieving specific performance outcomes, 

and ensuring compliance with established procedures. 

The integration of both leadership styles, often referred to as a full-range leadership 

model, suggests that effective leaders can adapt their style according to situational 

needs, blending transformational and transactional behaviours to optimise outcomes 

(Bass & Avolio, 1993). In healthcare, this integrated approach can enhance both the 

relational and operational aspects of leadership, leading to improved patient care and 

organisational performance (Spinelli, 2006). 
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The review of transformational and transactional leadership theories highlights their 

distinct yet complementary roles in organisational leadership. Transformational 

leadership, with its focus on inspiration, innovation, and individual development, has 

shown substantial benefits in enhancing organisational performance and employee 

satisfaction. Transactional leadership, with its emphasis on structure, rewards, and 

compliance, ensures operational efficiency and goal attainment. In the healthcare 

sector, leveraging both leadership styles through an integrated approach can address 

the multifaceted challenges and foster a culture of excellence and continuous 

improvement. 

2.2.2 Application of situational and adaptive leadership models.  

Situational and adaptive leadership models offer frameworks that are particularly 

suited to the fluctuating and multifaceted challenges faced by healthcare leaders. This 

literature review examines the origins, core principles, and empirical applications of 

situational and adaptive leadership models within healthcare settings, highlighting their 

effectiveness and relevance. 

Situational leadership, developed by Hersey and Blanchard (1969), posits that 

effective leadership is contingent upon the context and the readiness level of followers. 

The model identifies four leadership styles—directing, coaching, supporting, and 

delegating—each appropriate for different follower maturity levels (Hersey & 

Blanchard, 1977). 

Directing: High directive and low supportive behaviour, suitable for followers with low 

competence and high commitment. 

Coaching: High directive and high supportive behaviour, ideal for followers with some 

competence but low commitment. 

Supporting: Low directive and high supportive behaviour, fitting for followers with high 

competence but varying commitment. 

Delegating: Low directive and low supportive behaviour, appropriate for followers with 

high competence and high commitment. 
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Situational leadership has been applied across various sectors, including healthcare, 

where its flexibility aligns well with the sector's dynamic and diverse nature. Research 

indicates that situational leadership can enhance team performance, job satisfaction, 

and patient outcomes by aligning leadership styles with the specific needs of 

healthcare professionals and situations (Thompson & Vecchio, 2009). 

In healthcare, situational leadership is particularly relevant in nursing management. A 

study by McCleskey (2014) found that nurse leaders who adapt their leadership style 

to the competence and commitment levels of their staff can significantly improve team 

effectiveness and patient care quality. Another study by Hagerman (2018) 

demonstrated that situational leadership training for nurse managers led to improved 

staff morale and reduced turnover rates, highlighting the model's practical benefits. 

Adaptive leadership, introduced by Heifetz (1994) and expanded by Heifetz and Linsky 

(2002), focuses on the ability of leaders to navigate complex and changing 

environments by encouraging organisational learning and adaptation. This model 

emphasises the distinction between technical problems, which can be solved with 

existing knowledge, and adaptive challenges, which require new learning and changes 

in values, beliefs, and behaviours. 

Key principles of adaptive leadership include: 

Get on the Balcony: Gaining perspective on the broader context and identifying 

patterns and dynamics. 

Identify the Adaptive Challenge: Distinguishing between technical and adaptive 

challenges. 

Regulate Distress: Maintaining a productive level of tension to drive change without 

overwhelming the organisation. 

Give the Work Back to the People: Empowering employees to take ownership of the 

challenges and solutions. 

Protect Leadership Voices from Below: Encouraging contributions and dissent from all 

levels of the organisation. 
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Adaptive leadership is particularly well-suited to the healthcare sector, where rapid 

changes and complex challenges are the norm. Research shows that adaptive 

leadership can foster innovation, resilience, and a culture of continuous improvement 

in healthcare organisations (Heifetz et al., 2009). 

A study by Palus et al. (2015) highlighted the effectiveness of adaptive leadership in 

promoting organisational learning and change in a large healthcare system. The study 

found that adaptive leadership practices helped leaders navigate the complexities of 

healthcare reforms and improve service delivery. Similarly, a review by Gifford et al. 

(2018) identified adaptive leadership as a critical factor in successful healthcare 

transformations, emphasising its role in building adaptive capacity and resilience 

among healthcare professionals. 

In practice, adaptive leadership has been applied to address various healthcare 

challenges, including the integration of new technologies, implementation of evidence-

based practices, and management of large-scale organisational changes. For 

instance, a case study by Karpman and Delong (2017) demonstrated how adaptive 

leadership principles guided a healthcare organisation through the adoption of 

electronic health records (EHR), resulting in improved efficiency and patient care. 

Both situational and adaptive leadership models offer valuable insights into effective 

leadership in healthcare. Situational leadership provides a practical framework for 

matching leadership styles to follower needs and situational demands, enhancing team 

performance and job satisfaction. Adaptive leadership, on the other hand, equips 

leaders to navigate complex and rapidly changing environments by fostering 

organisational learning and adaptability. 

Integrating these models can provide a comprehensive approach to healthcare 

leadership. By combining the contextual flexibility of situational leadership with 

dynamic problem-solving and changing management focus of adaptive leadership, 

healthcare leaders can effectively address both routine and complex challenges. This 

integrated approach can lead to more resilient and adaptive healthcare organisations 

capable of delivering high-quality care in the face of continuous change. 
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The application of situational and adaptive leadership models in healthcare highlights 

their complementary strengths in addressing the sector's unique challenges. 

Situational leadership enhances alignment between leadership styles and follower 

needs, while adaptive leadership fosters organisational learning and adaptability. 

Integrating these models can optimise leadership effectiveness, promoting resilience 

and continuous improvement in healthcare organisations. Continued research and 

practical application of these leadership theories are essential to advancing leadership 

practices in healthcare and ultimately improving patient outcomes and organisational 

performance. 

 2.2.3 Examination of distributed leadership and its relevance in healthcare 

settings.  

Distributed leadership (DL), as a theoretical and practical approach to leadership, 

emphasises leadership as a collective, shared process rather than a function vested 

solely in individuals holding formal leadership positions. Within the dynamic and 

complex environments of healthcare settings, the application of distributed leadership 

offers a compelling framework for addressing organisational challenges, particularly in 

fostering adaptive, collaborative, and inter-professional practices. 

2.2.3.1 Theoretical Foundations of Distributed Leadership 

Distributed leadership, which emerged from educational leadership research, views 

leadership as a social process that is spread across various actors within an 

organisation, moving beyond the notion of singular, hierarchical leadership models. 

The framework is underpinned by three central theories: 

Collective leadership practices: Leadership does not reside in one individual but is 

instead dispersed across multiple individuals who interact to accomplish tasks. 

Interdependence among actors: Leadership is shaped by interactions, relationships, 

and reciprocal influence among individuals and teams. 

Contextuality: Leadership actions are influenced by the surrounding context, including 

organisational culture, norms, and systems. 

These principles are particularly relevant in healthcare due to the sector's inherent 

complexity, wherein patient outcomes often rely on inter-professional collaboration, 
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shared decision-making, and the integration of expertise from diverse medical, 

administrative, and support staff. 

2.2.3.2. Relevance in Healthcare Settings 

The relevance of distributed leadership in healthcare is informed by the sector’s 

operational complexity, regulatory pressures, and the need for collaborative, team-

based care. Healthcare settings are characterised by interprofessional teams (e.g., 

doctors, nurses, allied health professionals, managers) who must navigate complex 

systems, manage clinical uncertainty, and meet the dual imperatives of quality patient 

care and organisational efficiency. In this context, traditional models of top-down 

leadership, wherein decision-making is centralised, are increasingly seen as 

inadequate. Instead, healthcare demands a leadership approach that leverages the 

diverse expertise, autonomy, and decision-making capacity of frontline healthcare 

professionals. 

Key areas where distributed leadership is relevant in healthcare include: 

Inter-professional collaboration: DL fosters collaboration across disciplines, with 

leadership distributed among medical professionals based on expertise rather than 

formal rank. For instance, clinical decisions often involve inputs from doctors, nurses, 

pharmacists, and social workers, who must share leadership in problem-solving and 

decision-making processes. The distribution of leadership responsibilities aligns with 

the diverse expertise necessary to manage patient care effectively. 

Quality improvement initiatives: Healthcare organisations are increasingly focused on 

quality improvement (QI), which requires a cultural shift from hierarchical command-

and-control structures to distributed, team-based approaches. The application of DL 

allows teams to share responsibility for identifying problems, designing interventions, 

and implementing solutions. This collective ownership leads to more sustainable 

improvements, as the changes are driven by those directly involved in care delivery, 

who have contextual knowledge of clinical workflows and patient needs. 

Patient-centred care: The patient-centred model of care emphasises shared decision-

making between healthcare providers and patients. Distributed leadership supports 
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this by empowering front-line staff to take leadership roles in advocating patient needs, 

contributing to decision-making processes, and personalising care delivery. 

Adaptive responses to complexity: Distributed leadership are essential in environments 

where challenges are emergent and unpredictable, such as in acute care settings, 

public health emergencies, or during complex surgeries. In such cases, DL allows for 

a fluid allocation of leadership roles, depending on who is best positioned, in terms of 

expertise and situational awareness, to respond to the unfolding challenges. This 

adaptability is crucial in environments that require real-time decision-making and 

collaboration. 

2.2.3.3 Empirical Evidence and Case Studies 

The growing body of empirical research on DL in healthcare highlights its potential to 

improve both organisational and clinical outcomes. For instance, a study conducted by 

Fitzgerald et al. (2013) demonstrated that distributed leadership significantly enhances 

team performance and patient outcomes in high-pressure environments such as 

intensive care units (ICUs). By distributing leadership tasks among interdisciplinary 

team members, ICUs were able to improve communication, reduce medical errors, and 

increase adherence to evidence-based practices. 

Similarly, West et al. (2014) explored the impact of distributed leadership on staff 

engagement and job satisfaction within primary care settings. They found that where 

leadership responsibilities were shared more evenly across professionals, staff 

reported higher levels of job satisfaction, reduced burnout, and better patient 

satisfaction scores. This suggests that distributed leadership can positively affect both 

organisational culture and patient experience. 

Another case study in the field of mental health services by Hartley et al. (2015) found 

that distributed leadership facilitated the integration of care across services and 

professionals, improving the continuity of care for patients with chronic conditions. 

Mental health services often require multidisciplinary teams to work together over long 

periods, and this allowed for more effective coordination and shared responsibility in 

care planning, execution, and review. 
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2.2.3.4 Challenges and Limitations of Distributed Leadership in Healthcare 

While distributed leadership offers numerous advantages, there are also challenges 

associated with its implementation in healthcare settings. These include: 

Resistance to cultural change: Healthcare organisations, particularly hospitals, often 

have deep-rooted hierarchical structures. Transitioning to a distributed leadership 

model can face resistance from those accustomed to traditional forms of leadership, 

where authority is centralised in senior leaders and clinicians. 

Accountability and responsibility: Distributed leadership blurs the lines of 

accountability, which can pose challenges in environments where regulatory 

compliance, safety, and quality are critical. In healthcare, the stakes are high, and 

ambiguity in leadership roles may complicate the processes of accountability and 

decision-making, especially in cases of adverse outcomes. 

Skill development: Effective distributed leadership requires healthcare professionals at 

all levels to possess both clinical and leadership competencies. While clinicians may 

be experts in their fields, they may not have received training in leadership skills, such 

as conflict resolution, negotiation, and team management. Therefore, a successful 

implementation of DL requires significant investment in leadership development 

programs that are accessible to all healthcare workers. 

Power dynamics and leadership legitimacy: Healthcare is often marked by hierarchical 

power dynamics, particularly between physicians and other healthcare professionals. 

This power imbalance can hinder the sharing of leadership responsibilities, as some 

professionals may feel excluded or lack the perceived legitimacy to take on leadership 

roles. Overcoming these dynamics requires conscious efforts to promote inclusivity, 

trust, and mutual respect among team members. 

2.2.3.5 Conclusion and Implications for Future Research and Practice 

Distributed leadership presents a promising avenue for improving leadership practices 

within healthcare settings. Its emphasis on collective leadership, shared responsibility, 

and adaptive problem-solving aligns well with the collaborative nature of healthcare 

delivery and the sector's need for innovative approaches to managing complexity. 

However, its implementation requires cultural shifts, robust support systems, and 
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ongoing professional development to overcome the entrenched hierarchies and power 

dynamics within healthcare organisations. 

Future research should focus on refining DL frameworks in healthcare, examining how 

DL can be operationalised in specific contexts (e.g., emergency care, primary care, 

and specialised services) and identifying the conditions under which DL is most 

effective. Longitudinal studies are needed to track the sustained impacts of distributed 

leadership on organisational outcomes, patient care quality, and staff wellbeing. 

Additionally, exploring how DL can integrate with other leadership models, such as 

transformational or servant leadership, may offer insights into hybrid leadership 

approaches that could further enhance the performance of healthcare teams. 

In practice, healthcare organisations should invest in leadership development 

programs that equip all staff members with the skills and confidence to participate in 

distributed leadership processes. Moreover, fostering an organisational culture that 

values collaboration, shared decision-making, and inclusivity will be crucial in realising 

the full potential of distributed leadership in healthcare. 

2.3 Leadership Styles and Their Impact on Hospital Performance  

Leadership styles in hospitals significantly influence organisational performance, staff 

satisfaction, and patient outcomes. Given the complexity and high-stakes nature of 

healthcare, effective leadership is critical for driving quality care, operational efficiency, 

and fostering a positive work environment. Below, several key leadership styles are 

discussed in relation to their impact on hospital performance: 

2.3.1. Transformational Leadership 

Transformational leadership is characterised by leaders who inspire and motivate their 

teams to achieve beyond their own self-interest, fostering innovation, commitment, and 

a shared vision. In hospital settings, transformational leaders tend to promote a culture 

of continuous improvement and high performance by empowering staff, encouraging 

professional development, and fostering a collaborative environment. Research 

suggests that transformational leadership correlates with improved patient outcomes, 

enhanced employee satisfaction, and reduced turnover. Leaders who employ this style 

are often effective in implementing change initiatives, such as quality improvement 
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programs or adopting new technologies, as they foster buy-in and commitment across 

the organisation. 

2.3.2. Transactional Leadership 

Transactional leadership operates through structured systems of rewards and 

penalties, emphasising clear objectives and performance metrics. While it is often 

perceived as rigid, transactional leadership can be effective in hospital settings that 

require compliance with standardised protocols and processes, such as those related 

to patient safety, regulatory requirements, or financial performance. This style ensures 

adherence to operational targets and clinical guidelines, which can enhance 

performance metrics, such as reduced medical errors or improved throughput in 

emergency departments. However, it may lack the flexibility needed for innovation and 

staff engagement, potentially leading to disengagement if used exclusively without 

more participative leadership styles. 

2.3.3. Servant Leadership 

Servant leadership focuses on the well-being and development of the team, placing 

the leader in a supportive role to empower employees. This leadership style has been 

linked to higher levels of job satisfaction, engagement, and team cohesion, particularly 

in healthcare environments where emotional support and collaboration are critical. In 

hospitals, servant leadership fosters a patient-centred approach, enhancing the quality 

of care by promoting empathy, ethical decision-making, and a culture of mutual 

respect. Hospitals led by servant leaders often experience lower burnout rates and 

better staff retention, contributing to overall hospital performance through improved 

staff morale and sustained organisational commitment. 

2.3.4. Autocratic Leadership 

Autocratic leadership is characterised by centralised decision-making and a top-down 

approach, where leaders exert control and authority with minimal input from 

subordinates. In highly structured or crisis scenarios, such as during emergencies or 

critical care situations, autocratic leadership can be effective in providing clear, 

decisive action. However, over-reliance on autocratic leadership in hospitals can result 

in low employee morale, reduced innovation, and disengagement, which negatively 

impact hospital performance in the long term. This style is often seen as incompatible 
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with the collaborative, team-based nature of modern healthcare delivery, where shared 

expertise is essential. 

2.3.5. Distributed Leadership 

Distributed leadership, where leadership roles are shared across various professionals 

within the organisation, is increasingly relevant in hospital settings due to the complex, 

interdisciplinary nature of healthcare. This approach recognises that leadership 

responsibilities should not be confined to senior management but should be distributed 

among healthcare providers, allowing for collective problem-solving and shared 

decision-making. Research shows that distributed leadership enhances inter-

professional collaboration, leading to better clinical outcomes, improved 

communication, and more adaptive responses to healthcare challenges. It is 

particularly effective in quality improvement efforts and team-based care delivery. 

Leadership styles in hospitals play a pivotal role in shaping organisational culture, staff 

engagement, and clinical outcomes. Transformational and servant leadership styles 

are generally associated with higher staff morale and patient care quality, while 

transactional and autocratic styles may be suited for more compliance-driven or crisis 

situations. Distributed leadership reflects the growing need for collaboration in 

healthcare, aligning leadership with the complexity and interdisciplinary nature of 

hospital operations. For optimal hospital performance, a hybrid approach that adapts 

to the situational context is often necessary, blending elements of multiple leadership 

styles. 

2.4 Comparative analysis of different leadership styles (e.g., transformational, 

transactional, laissez-faire) and their outcomes.  

Leadership plays a fundamental role in determining organisational outcomes, 

influencing various aspects such as employee motivation, organisational culture, and 

performance. A comparative analysis of key leadership styles—transformational, 

transactional, and laissez-faire—reveals distinct mechanisms through which leaders 

impact organisational effectiveness and outcomes. The relevance of these leadership 

styles spans across sectors, with significant implications in high-stakes, complex 

environments such as healthcare, education, and corporate settings. The following 
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analysis presents a critical comparison of these leadership styles, examining their 

theoretical underpinnings and empirical outcomes, supported by academic literature. 

2.4.1. Transformational Leadership 

Theoretical Foundations 

Transformational leadership, as conceptualised by Burns (1978) and later refined by 

Bass (1985), emphasises the role of leaders in inspiring and motivating followers to 

exceed their own self-interests for the sake of the organisation. The core dimensions 

of transformational leadership include idealised influence, inspirational motivation, 

intellectual stimulation, and individualised consideration (Bass & Avolio, 1994). 

Transformational leaders work to create a vision, foster innovation, and encourage 

personal and professional growth among their subordinates. 

Outcomes 

Empirical research consistently demonstrates that transformational leadership is 

positively correlated with a wide range of organisational outcomes. According to Bass 

et al. (2003), transformational leaders foster greater organisational commitment, 

enhanced job satisfaction, and higher levels of employee performance. In healthcare 

settings, for instance, transformational leadership has been associated with improved 

patient safety outcomes, better quality of care, and reduced nurse burnout (Wong et 

al., 2013). Furthermore, transformational leadership has been shown to enhance 

organisational innovation by promoting an environment conducive to creativity and 

problem-solving (Khan et al., 2020). 

Critical Evaluation 

While transformational leadership is generally associated with positive outcomes, its 

efficacy depends on several moderating factors, including organisational culture, team 

dynamics, and follower characteristics. Eisenbeis and Boerner (2013) caution that 

transformational leadership, when not appropriately aligned with the organisation’s 

ethical climate, can lead to unethical behaviours or excessive risk-taking. Moreover, 

the high expectations placed on employees by transformational leaders may lead to 

stress and burnout if not balanced with adequate support. 
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2.4.2. Transactional Leadership 

Theoretical Foundations 

Transactional leadership, in contrast, is a more pragmatic and managerial approach 

that focuses on clear structures, defined roles, and the use of rewards and 

punishments to achieve desired performance. Grounded in social exchange theory 

(Homans, 1961), transactional leadership operates through contingent reinforcement, 

where leaders provide resources or rewards in exchange for task completion and 

compliance with organisational goals (Bass, 1985). Transactional leadership is 

operationalised through two main components: contingent reward (positive 

reinforcement for achieving goals) and management-by-exception (corrective action 

when performance deviates from standards). 

Outcomes 

Transactional leadership is effective in achieving short-term performance gains, 

particularly in environments where tasks are structured and compliance with rules and 

procedures is critical. For instance, transactional leadership has been linked to 

improved operational efficiency in organisations that emphasise adherence to 

protocols, such as hospitals and military settings (Judge & Piccolo, 2004). It can lead 

to improved performance when tasks are clear, and rewards are directly tied to specific 

outcomes. 

However, transactional leadership is limited in fostering innovation and long-term 

employee engagement. Research by Bass and Avolio (1993) suggests that while 

transactional leadership can secure employee compliance and goal achievement, it 

does not inspire employees to go beyond their basic responsibilities. In healthcare, for 

example, transactional leadership may ensure that protocols are followed, but it may 

fail to foster the type of adaptive leadership required for dealing with complex and 

emergent patient care situations (Sfantou et al., 2017). 

Critical Evaluation 

Although transactional leadership can be effective in maintaining control and ensuring 

procedural compliance, its emphasis on rewards and punishments may stifle creativity 
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and intrinsic motivation. According to Deci and Ryan’s (2000) self-determination 

theory, transactional leadership’s focus on extrinsic motivators can undermine 

employees’ intrinsic motivation, leading to lower job satisfaction in the long run. 

Additionally, this style may be less effective in dynamic environments that require 

flexibility, innovation, and collaboration (Eberly et al., 2017). 

2.4.3. Laissez-Faire Leadership 

Theoretical Foundations 

Laissez-faire leadership, often described as a “hands-off” approach, is characterised 

by the absence of active leadership. Leaders who adopt this style provide minimal 

direction or supervision and avoid decision-making responsibilities, allowing 

employees to operate autonomously (Bass & Avolio, 1994). Laissez-faire leadership is 

often considered a passive form of leadership and is frequently criticised as the 

absence of effective leadership altogether (Northouse, 2016). 

Outcomes 

Empirical evidence overwhelmingly suggests that laissez-faire leadership is 

associated with negative organisational outcomes. Studies show that laissez-faire 

leadership leads to role ambiguity, lack of direction, and poor performance (Skogstad 

et al., 2007). In healthcare settings, for instance, laissez-faire leadership has been 

linked to lower job satisfaction among staff, higher levels of stress, and decreased 

patient safety due to lack of supervision and accountability (Wong & Cummings, 2007). 

A notable drawback of laissez-faire leadership is its failure to provide guidance or 

feedback, which can lead to confusion and a lack of coordination among team 

members. Research by Judge and Piccolo (2004) shows that laissez-faire leadership 

is the most ineffective style in terms of employee satisfaction and organisational 

performance, as it contributes to low engagement, diminished accountability, and poor 

organisational outcomes. 

Critical Evaluation 

While laissez-faire leadership is generally viewed negatively, in certain highly skilled, 

autonomous teams, some degree of autonomy and minimal interference from leaders 



 

42 

 

can be beneficial. For instance, in research and development teams or highly 

specialised medical teams, some elements of laissez-faire leadership may allow 

professionals the freedom to leverage their expertise without micromanagement. 

However, this requires a foundational level of competence and internal motivation 

within the team (Kelloway et al., 2005). 

2.4.4. Comparative Insights and Synthesis 

The comparative analysis of transformational, transactional, and laissez-faire 

leadership highlights that each style has unique advantages and limitations, depending 

on the context and organisational goals. ‘Transformational leadership’ is most effective 

in promoting innovation, employee satisfaction, and long-term organisational success, 

particularly in complex and adaptive environments such as healthcare, education, and 

technology sectors. However, its demands for high engagement and continuous 

improvement can sometimes lead to employee burnout if not supported by adequate 

resources and work-life balance initiatives. 

In contrast, ‘transactional leadership’ is particularly effective in ensuring efficiency and 

compliance with established standards, making it suitable for organisations that 

prioritise clear performance metrics and procedural consistency. However, its over-

reliance on extrinsic motivators and control mechanisms can stifle creativity and fail to 

foster the long-term commitment and engagement necessary for sustained innovation. 

‘Laissez-faire leadership’, while allowing autonomy, is generally the least effective, 

especially in environments that require strong coordination, direction, and 

accountability. It often leads to disengagement, lack of oversight, and poor 

performance, particularly in high-stakes industries like healthcare, where the 

consequences of inaction or lack of direction can be severe. 

Conclusion and Future Directions 

The effectiveness of leadership styles is contingent upon the organisational context, 

culture, and the specific challenges faced by the organisation. Transformational 

leadership emerges as the most versatile and adaptive style for fostering innovation, 

collaboration, and employee development, particularly in environments requiring 

flexibility and creativity. However, a hybrid approach that combines elements of 
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transformational and transactional leadership may be optimal, balancing the need for 

innovation with the requirement for structure and accountability. 

Further research should explore the interaction between leadership styles and 

situational factors, such as organisational culture, team dynamics, and individual 

follower characteristics, to develop more nuanced models of leadership effectiveness. 

Additionally, longitudinal studies are necessary to examine the long-term impacts of 

different leadership styles on organisational sustainability, employee well-being, and 

innovation capacity. 

2.5 Decision-Making Processes in NHS Hospitals  

Introduction 

Effective decision-making is critical to the functioning of National Health Service (NHS) 

hospitals, where the delivery of high-quality patient care is contingent on navigating 

complex, multidisciplinary environments. NHS hospitals operate within a highly 

regulated, resource-constrained framework that requires balancing clinical outcomes 

with financial sustainability, regulatory compliance, and organisational efficiency. The 

decision-making processes within these institutions, therefore, encompass both 

strategic and operational dimensions, spanning from policy formulation at executive 

levels to real-time clinical judgments at the patient's bedside. These processes are 

inherently influenced by a multitude of factors, including organisational structure, 

leadership styles, stakeholder dynamics, and the institutional culture of the NHS itself. 

The decision-making landscape in NHS hospitals is particularly distinctive due to its 

centralised governance, which is shaped by national policies, targets, and funding 

allocations. However, within this centralised framework, local hospital trusts retain a 

degree of autonomy, allowing for variation in how decisions are implemented and 

operationalised at the local level (Checkland et al., 2018). The NHS Long Term Plan 

(2019) has further added layers of complexity, emphasising integrated care systems, 

patient-centred approaches, and digital transformation, which necessitate increasingly 

collaborative and evidence-based decision-making processes across different levels 

of hospital administration and clinical practice. 
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Moreover, decision-making in NHS hospitals is profoundly shaped by the inter-

professional nature of healthcare delivery, where medical, nursing, and allied health 

professionals must collaborate in an environment often characterised by hierarchical 

structures and differing levels of autonomy (Denis, Lamothe, & Langley, 2001). These 

complexities raise critical questions about how decisions are made, who holds 

decision-making power, and how outcomes are influenced by the interplay of 

leadership, communication, and stakeholder engagement. Understanding the 

intricacies of decision-making in NHS hospitals is not only vital for improving patient 

outcomes and organisational efficiency but also for addressing broader systemic 

challenges, such as workforce shortages, financial pressures, and the need for 

innovation in care delivery models. 

This study seeks to explore the multifaceted decision-making processes in NHS 

hospitals, analysing the theoretical underpinnings and practical dynamics that shape 

how decisions are made and executed. By examining both clinical and managerial 

decision-making, this research aims to contribute to the understanding of how 

decisions at various levels of the hospital hierarchy impact the delivery of care, 

organisational performance, and long-term strategic goals. 

 2.5.1 Overview of decision-making models (e.g., rational, bounded rationality, 

intuitive).  

Decision-making is a critical function within organisations, influencing outcomes across 

strategic, operational, and clinical domains. In academic and applied contexts, several 

models of decision-making have been developed to conceptualise how individuals and 

groups navigate complex problems, assess alternatives, and arrive at solutions. 

Among the most prominent models are the ‘rational decision-making model’, bounded 

rationality model’, and the ‘intuitive decision-making model’. Each provides a distinct 

lens through which decision-making processes can be understood, accounting for 

varying degrees of information availability, cognitive limitations, and contextual factors. 
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1. Rational Decision-Making Model 

Theoretical Foundations 

The rational decision-making model, often associated with classical economics and 

management theory, assumes that decision-makers operate as fully rational agents 

who seek to maximise utility. Rooted in ‘normative decision theory’, this model 

prescribes a structured, step-by-step approach to decision-making, wherein individuals 

are assumed to: 

1. Define the problem. 

2. Identify all possible alternatives. 

3. Evaluate these alternatives based on predetermined criteria. 

4. Select the alternative that optimises outcomes (Simon, 1979). 

Rational decision-making is premised on the assumption that decision-makers have 

access to complete information, can process this information without cognitive bias, 

and can objectively assess the consequences of each alternative. This model aligns 

with ‘optimisation theory’, where the goal is to identify the best possible solution to a 

given problem. 

Critique and Limitations 

While the rational model offers a clear and methodical approach to decision-making, it 

is often criticised for its unrealistic assumptions. In real-world settings, particularly in 

complex environments like healthcare, decision-makers rarely have access to perfect 

information or unlimited time and cognitive resources to evaluate all possible 

alternatives. Moreover, decision-making in healthcare is frequently influenced by non-

quantifiable factors, such as ethical considerations, patient preferences, and emotional 

responses, which the rational model tends to overlook (Gigerenzer & Gaissmaier, 

2011). 

The rational model is also prone to the problem of ‘paralysis by analysis, where 

decision-makers are overwhelmed by the volume of data and struggle to make timely 
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decisions. In the context of NHS hospitals, for example, decision-makers often need 

to act under time constraints and uncertainty, making strict adherence to rational 

decision-making impractical (Harrison, 1999). 

2. Bounded Rationality Model 

Theoretical Foundations 

The ‘bounded rationality model’, introduced by Herbert Simon (1957), addresses the 

limitations of the rational decision-making model by acknowledging that human 

cognitive abilities are constrained. Simon argued that individuals cannot process all 

available information or consider every possible alternative due to limitations in time, 

cognitive capacity, and access to information. Instead, decision-makers employ 

‘satisficing’—a process where they seek a solution that is "good enough," rather than 

optimal.  

Bounded rationality recognises that real-world decision-making is constrained by: 

Cognitive limitations: Humans are limited in their capacity to process and analyse large 

amounts of information. 

Incomplete information: Decision-makers often must make judgments based on 

incomplete, uncertain, or ambiguous information. 

Environmental complexity: The complexity of organisational settings, such as 

healthcare, can limit the extent to which decision-makers can fully evaluate 

alternatives. 

Bounded rationality aligns more closely with the realities of organisational decision-

making, where actors must navigate uncertainty, conflicting priorities, and imperfect 

knowledge. 
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Application and Impact 

Bounded rationality has relevance in high-pressure, dynamic environments like NHS 

hospitals, where clinical and managerial decisions often must be made quickly, with 

incomplete data, and under conditions of uncertainty. For instance, decision-making in 

emergency medicine frequently involves rapid assessments and judgments, where 

clinicians must rely on heuristics to arrive at satisfactory solutions (Patterson et al., 

2011). 

This model also explains why decision-makers often rely on organisational routines, 

protocols, and standard operating procedures to simplify complex choices. While these 

practices may not lead to optimal solutions, they offer feasible, practical options that 

align with the constraints under which healthcare professionals operate (Duncan et al., 

2015). 

3. Intuitive Decision-Making Model 

Theoretical Foundations 

The ‘intuitive decision-making model’ posits that decision-makers often rely on their 

instincts or ‘gut feelings when making decisions, especially in situations of high 

complexity, uncertainty, and time pressure. This model draws on ‘naturalistic decision-

making theories’, which suggest that experts can recognise patterns and make 

decisions quickly and effectively without a formal process of weighing alternatives 

(Klein, 1998). Intuition is seen as a cognitive process based on extensive experience 

and the rapid recognition of patterns, enabling decision-makers to bypass rational, 

analytical processes. 

Intuitive decision-making is particularly prevalent in fields like medicine, where 

clinicians develop a tacit understanding of clinical presentations through years of 

practice. This model relies on ‘pattern recognition’ and ‘heuristics’, where the decision-

maker uses mental shortcuts to make rapid judgments. 

 

 



 

48 

 

Empirical Evidence and Application 

Research on intuitive decision-making suggests that it is effective in environments that 

require swift decisions, such as in ‘acute care’ settings in hospitals or in military 

operations (Klein, 2008). In healthcare, experienced physicians and nurses often make 

quick, effective decisions based on pattern recognition developed through years of 

clinical practice (Groves & Hunter, 2015). For example, an emergency room doctor 

may intuitively recognise the symptoms of sepsis in a patient, even before test results 

confirm the diagnosis, based on prior exposure to similar cases. 

However, intuition is not without its risks. Cognitive biases such as overconfidence, 

availability bias, or anchoring; can distort judgment and lead to suboptimal decisions. 

The absence of a structured evaluation process may also result in inconsistencies in 

decision-making, particularly among less experienced professionals who have not 

developed the same depth of expertise (Dane & Pratt, 2007). 

4. Comparative Insights 

When comparing the three models, it is evident that each offers distinct advantages 

and limitations, depending on the context in which decisions are made. 

Rational decision-making is ideal in structured environments with access to 

comprehensive data and time for thorough analysis. However, it falters in dynamic, 

complex settings where rapid responses are required, such as in crises in hospitals. 

Bounded rationality offers a more realistic framework for decision-making in complex 

environments, acknowledging human limitations and the need for practical, "good 

enough" solutions. It is particularly useful in healthcare management, where decisions 

often involve competing demands, limited resources, and incomplete information. 

Intuitive decision-making is most effective in high-pressure, time-sensitive 

environments where experienced professionals can draw on tacit knowledge to make 

quick, accurate decisions. However, its reliance on experience and the potential for 

bias mean that it is most effective when complemented by analytical processes or 

decision support systems. 
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5. Conclusion 

Each decision-making model, rational, bounded rationality, and intuitive, provides 

valuable insights into how decisions are made in organisations. Rational decision-

making offers an idealised model of optimising decisions, but it is often impractical in 

real-world settings due to its assumptions of perfect information and unlimited cognitive 

resources. Bounded rationality provides a more realistic framework that accounts for 

human limitations, while intuitive decision-making highlights the role of experience and 

pattern recognition in rapid decision-making. In complex environments like NHS 

hospitals, decision-makers often employ a combination of these models, adjusting their 

approach based on the specific demands of the situation, available information, and 

organisational constraints. As healthcare systems evolve, decision-making processes 

must continue to adapt to the increasing complexity and uncertainty of clinical and 

managerial environments. 

 2.5.2 Influence of evidence-based decision-making on hospital operations.  

The integration of evidence-based decision-making (EBDM) into hospital operations 

represents a fundamental shift towards improving healthcare quality, efficiency, and 

patient outcomes. Originating from the principles of evidence-based medicine (EBM), 

which emphasises the use of the best available scientific research to guide clinical 

practice (Sackett et al., 1996), evidence-based decision-making has expanded to 

influence various domains of hospital management, policy-making, and 

operational processes. In modern healthcare systems, particularly within NHS 

hospitals, EBDM plays a pivotal role in shaping organisational strategies, resource 

allocation, and quality improvement initiatives, ultimately aiming to reduce variability in 

care, enhance patient safety, and improve organisational performance. 

1. Theoretical Foundations of Evidence-Based Decision-Making 

Evidence-based decision-making refers to the systematic use of data, research 

findings, and empirical evidence to inform decisions within organisational settings. 

EBDM integrates multiple sources of evidence, including clinical guidelines, 

operational metrics, health economics data, and patient preferences, to support 

decision-makers in choosing interventions or strategies that have been empirically 
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validated (Rousseau, 2012). In the context of hospital operations, EBDM extends 

beyond clinical decision-making and encompasses managerial and policy domains, 

where evidence is used to guide decisions on issues such as staffing models, service 

delivery design, resource utilisation, and organisational restructuring (Walshe & 

Rundall, 2001). 

A core feature of EBDM is its emphasis on reducing uncertainty by basing decisions 

on the most reliable and current evidence available. This contrasts with traditional 

decision-making processes that may rely on anecdotal experience, intuition, or 

untested assumptions. Evidence-based approaches also promote a culture of 

continual learning and improvement by encouraging healthcare organisations to 

regularly update their practices, considering new research findings and changing 

healthcare contexts. 

2. Impact on Clinical Operations 

In hospital settings, the use of evidence-based decision-making has a profound 

influence on clinical operations, particularly in the areas of care delivery, patient safety, 

and resource management. ‘Care pathways’ and ‘clinical guidelines’, which are 

developed based on rigorous evidence, ensure that patients receive standardised, 

high-quality care. For instance, evidence-based protocols for managing chronic 

diseases, such as diabetes or cardiovascular conditions, have been shown to reduce 

hospital readmission rates and improve patient outcomes (Shojania & Grimshaw, 

2005). 

The adoption of evidence-based protocols for surgical procedures and post-operative 

care has similarly resulted in measurable improvements in patient safety and 

outcomes. The introduction of the ‘Surgical Safety Checklist’ by the World Health 

Organisation (WHO), which is grounded in evidence-based principles, has led to 

significant reductions in post-operative complications and mortality (Haynes et al., 

2009). Such interventions demonstrate the capacity of EBDM to standardise clinical 

practices, reducing variability in care and minimising errors that arise from ad-hoc 

decision-making. 
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Moreover, the increasing reliance on data analytics in clinical decision-making has 

further strengthened the role of evidence in hospital operations. By leveraging big data 

and advanced algorithms, hospitals can predict patient needs, optimise treatment 

protocols, and anticipate adverse events. Predictive analytics, for example, has been 

used to reduce patient falls, predict sepsis, and improve the management of bed 

occupancy rates, thereby enhancing operational efficiency and patient care quality 

(Sharma et al., 2019). 

3. Impact on Managerial and Strategic Decision-Making 

Beyond the clinical sphere, evidence-based decision-making has had a transformative 

impact on hospital management and strategic decision-making. EBDM in managerial 

contexts involves the use of operational research, cost-effectiveness analyses, and 

performance metrics to guide resource allocation, staffing models, and service delivery 

strategies. 

One significant area of influence is ‘workforce planning’, where hospitals use evidence-

based approaches to optimise staffing levels, skill mix, and shift patterns. For instance, 

evidence linking nurse staffing levels to patient outcomes has led many hospitals to 

adopt minimum staffing ratios to ensure patient safety and reduce adverse events 

(Aiken et al., 2014). Similarly, the use of evidence-based scheduling algorithms has 

allowed hospitals to match staffing with patient demand, improving efficiency while 

ensuring adequate care provision during peak times (Rogerson, 2020). 

Evidence-based decision-making is also instrumental in financial management and 

resource allocation. Cost-effectiveness analysis, a key component of EBDM, enables 

hospital administrators to make informed choices about which interventions or 

technologies to invest in, ensuring that limited resources are used in ways that 

maximise patient benefits and organisational sustainability (Drummond et al., 2015). 

For example, hospitals may rely on evidence-based evaluations to determine whether 

investing in new diagnostic equipment or adopting telemedicine platforms will deliver 

sufficient returns in terms of patient outcomes, operational efficiencies, and cost 

savings. 
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Additionally, EBDM informs ‘strategic planning’ in hospital operations, particularly 

when determining service expansions, mergers, or partnerships. Evidence regarding 

population health trends, demographic shifts, and emerging healthcare needs enables 

hospital leadership to make proactive, data-driven decisions that align with long-term 

organisational goals and external policy environments. In NHS hospitals, where 

resources are tightly constrained, evidence-based resource allocation models ensure 

that investments are targeted toward areas with the greatest impact on public health 

and service demand (Walshe & Smith, 2011). 

4. Challenges and Limitations of Evidence-Based Decision-Making 

While the benefits of evidence-based decision-making are well-documented, its 

implementation in hospital operations is not without challenges. A key limitation is the 

availability and quality of evidence, as not all decisions can be backed by high-quality, 

randomised controlled trials or meta-analyses. In many cases, decision-makers must 

rely on lower-quality evidence, observational studies, or incomplete data, which can 

introduce uncertainty and variability in outcomes (Greenhalgh et al., 2014). In such 

scenarios, the practical application of EBDM requires careful consideration of the 

robustness and applicability of the available evidence. 

Another challenge is ‘organisational inertia’ and ‘resistance to change. Even when 

evidence strongly supports a particular intervention or operational change, 

organisational cultures that are risk-averse or deeply entrenched in traditional practices 

may resist adopting evidence-based approaches. This is particularly evident in 

hierarchical institutions such as hospitals, where long-standing power structures and 

professional autonomy can act as barriers to the widespread adoption of evidence-

based protocols (Ferlie et al., 2012). Effective leadership and a strong culture of 

continuous improvement are critical in overcoming these barriers and embedding 

EBDM into hospital operations. 

Data accessibility and ‘information systems’ also play a critical role in facilitating or 

hindering evidence-based decision-making. The collection, analysis, and 

dissemination of data require robust health information systems and infrastructure, 

which are not always uniformly available across healthcare settings. In some NHS 
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hospitals, fragmented or outdated IT systems can limit the ability of decision-makers 

to access real-time, accurate data, undermining the capacity for timely, evidence-

based decisions (Black et al., 2011). 

5. Conclusion and Future Directions 

The integration of evidence-based decision-making into hospital operations has the 

potential to enhance care quality, patient outcomes, and organisational efficiency. By 

grounding decisions in empirical data, research evidence, and operational metrics, 

hospitals can reduce variability in care, improve resource utilisation, and ensure that 

interventions deliver maximum value to patients and the organisation. However, the 

successful implementation of EBDM requires overcoming challenges related to data 

quality, organisational culture, and system infrastructure. 

Future research should explore the role of ‘artificial intelligence’ and ‘machine learning’ 

in enhancing evidence-based decision-making, particularly in terms of improving 

predictive analytics, automating decision support systems, and reducing the cognitive 

load on hospital administrators and clinicians. Additionally, further study is needed on 

how to foster a culture of evidence-based practice at all levels of hospital operations, 

ensuring that evidence is not only generated and analysed but also effectively 

translated into actionable decisions that improve patient outcomes and operational 

performance.  

 2.5.3 Barriers to effective decision-making in healthcare.  

Effective decision-making is central to the functioning of healthcare organisations, 

influencing clinical outcomes, operational efficiency, and patient safety. However, 

decision-making in healthcare is inherently complex, owing to the multiplicity of 

stakeholders, the diversity of patient needs, and the rapidly evolving landscape of 

medical knowledge and technology. While various decision-making models, such as 

rational, intuitive, and evidence-based approaches, provide frameworks for optimal 

decisions, numerous barriers impede the realisation of effective decision-making in 

practice. These barriers can be classified into several broad categories: cognitive and 

psychological constraints, organisational and structural limitations, information-related 

challenges, and external pressures such as regulatory demands and resource 
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constraints. Understanding these barriers is essential for improving decision-making 

processes within healthcare settings. 

1. Cognitive and Psychological Constraints 

One of the most significant barriers to effective decision-making in healthcare is rooted 

in human cognition and psychology. Healthcare professionals, particularly those in 

leadership or decision-making roles, are frequently required to make complex 

decisions under conditions of uncertainty and time pressure. This can lead to reliance 

on heuristics—mental shortcuts that, while useful in some contexts, can result in 

cognitive biases that distort judgment (Tversky & Kahneman, 1974). 

Cognitive biases such as ‘anchoring’, where initial information disproportionately 

influences decisions, and ‘confirmation bias’, where decision-makers favor information 

that supports their pre-existing beliefs, are common in healthcare settings. For 

example, a clinician may become fixated on an initial diagnosis despite evidence 

pointing toward a different cause of a patient’s symptoms (Croskerry, 2003). 

‘Overconfidence bias ‘also poses a significant challenge, particularly among highly 

experienced professionals, who may rely too heavily on intuition or past experiences 

rather than engaging in thorough evidence-based decision-making processes (Berner 

& Graber, 2008). This can lead to misjudgments in diagnosis, treatment planning, and 

resource allocation. 

‘Emotional and psychological stress’, which is endemic in high-stakes healthcare 

environments, further impairs decision-making capacity. Stress, fatigue, and burnout 

are known to reduce cognitive function, impair problem-solving abilities, and 

exacerbate reliance on heuristics (Aronsson, Theorell, & Grape, 2015). In fast-paced 

hospital environments, healthcare workers are often forced to make rapid decisions 

without adequate time for reflection, heightening the risk of error. 

2. Organisational and Structural Barriers 

Healthcare organisations, particularly large, bureaucratic institutions such as hospitals, 

often have hierarchical and fragmented structures that impede effective decision-

making. These organisational barriers can manifest in several ways: 
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Hierarchical decision-making structures can lead to delays in decision-making, as 

approval may be required from multiple layers of management. This is particularly 

problematic in urgent clinical situations, where delays in decisions can adversely affect 

patient outcomes. Furthermore, hierarchical structures can inhibit open 

communication, leading to situations where junior staff are reluctant to voice concerns 

or challenge decisions made by more senior colleagues, even when they may have 

valuable insights or alternative perspectives (Edmondson, 2003). 

Siloed departments and specialities within hospitals create barriers to interdisciplinary 

collaboration and shared decision-making. Effective healthcare often requires 

coordinated efforts across multiple specialities—such as medicine, nursing, and allied 

health—but siloed organisational structures can prevent the seamless flow of 

information and hinder the integration of expertise from different disciplines (Ferlie et 

al., 2005). This fragmentation can result in decisions being made in isolation, without 

sufficient consideration of the broader patient care context. 

Inadequate leadership and management capabilities further exacerbate decision-

making challenges. While clinical expertise is critical in healthcare, many healthcare 

leaders lack formal training in management and decision-making processes, leading 

to suboptimal organisational decisions (West et al., 2015). This can manifest in 

decisions that fail to align with evidence-based best practices or that overlook the long-

term strategic needs of the organisation. 

 3. Information-Related Challenges 

Access to timely, accurate, and relevant information is fundamental to making informed 

decisions in healthcare. However, barriers related to the availability, quality, and 

management of information frequently impede decision-making processes. 

Information overload is a common problem, particularly with the increasing reliance on 

electronic health records (EHRs) and the vast volume of clinical data generated by 

modern healthcare systems. Clinicians and administrators may struggle to sift through 

large datasets to find the most relevant information for decision-making (Epstein, Alper, 

& Quill, 2004). This can lead to decisions being made based on incomplete or outdated 
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information, or, conversely, to decision paralysis, where individuals are overwhelmed 

by the sheer volume of data available. 

Inconsistent data quality and interoperability issues also hinder effective decision-

making. In many healthcare systems, data is spread across multiple platforms or 

departments, and there is often a lack of integration between clinical, financial, and 

operational data systems (Adler-Milstein et al., 2011). This fragmentation of 

information can prevent decision-makers from gaining a holistic view of the situation, 

leading to decisions that are suboptimal or based on incomplete evidence. 

Uncertainty and variability in evidence pose further challenges, particularly in situations 

where evidence-based guidelines are lacking or where available research is 

inconclusive or conflicting. For instance, the emergence of new diseases (such as 

COVID-19) presents situations where healthcare professionals must make decisions 

in the absence of robust clinical guidelines or precedents. In such contexts, decision-

makers are forced to balance competing forms of evidence and make judgments under 

conditions of ambiguity, which can lead to variability in care practices and outcomes 

(Greenhalgh et al., 2014). 

4. External Pressures and Systemic Constraints 

Healthcare decision-making is influenced not only by internal organisational factors but 

also by external pressures and systemic constraints. These external barriers include: 

Regulatory and policy pressures, such as those imposed by national health agencies, 

accreditation bodies, and governmental organisations, can complicate decision-

making. Decision-makers are often required to balance clinical and operational 

priorities with compliance with regulatory standards, which may not always align with 

local patient or organisational needs (Ferlie & Shortell, 2001). For instance, financial 

incentives linked to achieving performance targets may drive hospitals to make 

decisions based on cost-efficiency rather than clinical effectiveness or patient 

outcomes. 

Resource constraints—including limited staffing, financial restrictions, and inadequate 

infrastructure—are a pervasive barrier to effective decision-making in healthcare. In 
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resource-constrained environments, decision-makers are often forced to make trade-

offs, prioritising certain services or interventions at the expense of others. This can 

lead to difficult ethical dilemmas, particularly in public healthcare systems like the NHS, 

where demand for services frequently outstrips available resources (Ham, 2009). Such 

constraints can also exacerbate tensions between clinical autonomy and managerial 

oversight, as hospital leaders may prioritise budgetary concerns over clinical 

preferences. 

Political and social factors further complicate decision-making in healthcare. Decisions 

related to resource allocation, policy implementation, and organisational change are 

often influenced by broader political considerations, including public opinion, political 

pressures, and lobbying from professional associations or interest groups (Hunter, 

2003). These external influences can distort decision-making processes, leading to 

decisions that prioritise political expediency over evidence-based practices or long-

term organisational sustainability. 

5. Cultural and Ethical Considerations 

The ethical and cultural dimensions of healthcare also present significant barriers to 

decision-making. Healthcare professionals must navigate a range of ethical 

considerations, particularly when decisions involve conflicting values or interests. 

Conflicting ethical principles, such as the tension between patient autonomy and 

beneficence, can complicate decision-making. For instance, when a patient’s 

preferences for treatment conflict with evidence-based medical advice, healthcare 

providers must carefully balance respect for the patient’s autonomy with their obligation 

to provide the best possible care (Beauchamp & Childress, 2013). These ethical 

dilemmas are often compounded by legal considerations, further complicating the 

decision-making process. 

Organisational culture can also influence decision-making practices, particularly in 

terms of openness to change and innovation. Hospitals with a culture of risk aversion 

may be less likely to adopt new technologies, practices, or evidence-based guidelines, 

even when these innovations have been shown to improve patient outcomes (Ferlie et 

al., 2005). In contrast, organisations that foster a culture of continuous improvement 
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and learning are more likely to engage in effective decision-making processes that lead 

to positive organisational change. 

6. Conclusion 

Effective decision-making in healthcare is a complex and multifaceted process, shaped 

by cognitive, organisational, informational, and external factors. Cognitive biases, 

hierarchical structures, fragmented information systems, resource constraints, and 

ethical dilemmas all act as barriers that impede optimal decision-making. Addressing 

these barriers requires a multifaceted approach that includes training healthcare 

professionals in decision-making skills, improving data management and integration, 

fostering interdisciplinary collaboration, and creating organisational cultures that value 

openness, transparency, and evidence-based practices. By mitigating these barriers, 

healthcare organisations can enhance their decision-making processes, leading to 

improved clinical outcomes, operational efficiency, and patient satisfaction (Figure 2) 

Figure 2 
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CHAPTER 3- DATA AND METHODOLOGY 

3.1. Introduction 

The methodology for the literature review aims to systematically and rigorously analyse 

existing research on leadership and decision-making in NHS hospitals, focusing on 

their impact on addressing current challenges. This methodology outlines the approach 

for sourcing, evaluating, and synthesising relevant literature. The search strategy 

begins with the formulation of a research question, which can be one of the most 

difficult tasks for the researcher who embarks on a new research project. The purpose 

of creating a research question is to summarise what it is that needs to be uncovered 

and areas to be questioned, investigated and analysed to inform healthcare practice 

(Greenhalgh, 2014). Grove et al (2013) recommend that all literature reviews are 

based on a well-developed research question, to focus the searches and the evidence 

retrieved. There are several different frameworks which can be used to develop clear, 

answerable research questions (Grove et al., 2013). 

3.2. Research Objectives 

To understand various leadership styles and decision-making processes in NHS 

hospitals. 

1. To evaluate the impact of leadership on hospital performance and patient 

outcomes. 

2. To identify current challenges faced by NHS hospitals and how leadership 

addresses these challenges. 

3. To explore innovative leadership practices and their effectiveness. 

3.3. Literature Search Strategy 

Electronic databases are the “major sources of information” for literature reviews 

(Coughlan & Cronin, 2017: p.56), and so the searches for this review focused on these 

databases. Five databases were searched: the British Nursing Index (BNI), the 

Cumulative Index of Nursing and Allied Health Literature (CINAHL), Excerpta Medica 

Online (EMBASE), Medical Literature Online (MEDLINE) and Google Scholar. These 

are identified as the key electronic databases to access studies related to nursing and 
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broader health topics (Moule et al., 2017). In addition to electronic database searches, 

manual searches were also completed. This involved ‘back-chaining’ or searching the 

reference lists of selected studies to identify other potentially relevant studies (Tappen, 

2011). Back-chaining improves the comprehensiveness of the searches undertaken 

and increases the number of studies retrieved (Holland & Rees, 2010). 

3.3.1 Information Sources 

- Academic Databases: PubMed, CINAHL, Scopus, Web of Science, JSTOR, 

Google Scholar. 

- Institutional Repositories: NHS Digital, King's Fund, Health Foundation, 

National Institute for Health Research (NIHR). 

- Professional Journals: Health Affairs, Journal of Healthcare Management, 

Leadership & Organisation Development Journal. 

3.3.2. Search Terms and Keywords 

The terms used for searching the databases were developed from the research 

question (Aveyard, 2014). The keywords included- Leadership in NHS hospitals, 

Decision-making in healthcare, NHS hospital challenges, Impact of leadership on 

patient outcomes, Healthcare crisis management, Innovation in healthcare leadership, 

cost-effectiveness, work force planning, capacity, pressure. A full list of terms is 

provided in the table below (Table 1). The search terms were combined into strings 

using the Boolean operators “AND” and “OR”. The operator “AND” was used to narrow 

the searches by returning studies containing all the specified search terms (Bettany-

Saltikov, 2012) - for example, leadership and decision making. The operator OR was 

used to expand the searches, by returning studies containing any of the specified 

search terms (Bettany-Saltikov, 2012) - for example, positive outcomes OR cost 

effectiveness. 
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Table 1 

Search strategy Search terms used 

Electronic databases searched 

(CINAHL, MEDLINE, BNI, EMBASE, 

Google Scholar 

 

Health care leadership 

Decision-making in health care 

Cost effectiveness 

Staff retention, staff morale 

Political impact on decision-making 

Organisational culture 

Types of leadership 

Institutional Repositories: NHS 

Digital, King's Fund, Health 

Foundation, National Institute for 

Health Research (NIHR). 

 

Studies, articles, and research topics 

that include the current organisational 

culture and management of NHS 

hospitals. 

 

Professional Journals: Health 

Affairs, Journal of Healthcare 

Management, and Leadership & 

Organisation Development 

Journal. 

 

Leadership AND Management 

Cost-effectiveness OR outcomes 

Decision making 

Clinicians OR professionals 

 

3.3.3. Inclusion and Exclusion Criteria 

Detailed criteria were used to determine the types of studies which would be included 

in, and excluded from, the review (Coughlan et al., 2013). These are listed in Table 2. 

There was no scope for translation in this critical review, so only studies published in 
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or translated into English were considered. The studies published within the past 10 

years have been used to capture the best available evidence (Burns & Grove, 2011). 

 

Table 2 

Inclusion criteria Exclusion criteria 

Peer-reviewed journal articles Non-English language articles (unless 

a comprehensive translation is 

available) 

Studies conducted in NHS hospitals 

or similar healthcare   settings 

Articles focused on non-NHS 

healthcare systems without relevant 

comparisons 

Research published in the last 10 

years 

Grey literature (e.g., conference 

abstracts) without peer-reviewed 

validation 

Studies addressing leadership and 

decision-making specifically 

 

Studies which have considered 

ethical approval 

 

 

3.3.4. Search Process 

Comprehensive searches were conducted using the identified keywords across 

selected databases. 

(Table 1) 

Used Boolean operators (AND, OR, NOT) to refine search results. 

Applied filters to narrow down the search to the most relevant and recent studies. 
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3.4. Data Extraction and Management 

Collecting data is a crucial part of the research process, but data in themselves do not 

answer the research questions or support or reject hypotheses (Parahoo, 2014). For 

this research, the necessary information was obtained through details about study 

characteristics and findings from the included studies. For each included study, data 

extracted were bibliography details, study type, study quality assessment, setting, 

intervention and comparator details, sample size, inclusion and exclusion criteria, 

methodology, ethical considerations, results, limitations, and evidence gaps. An ideal 

data collection procedure captures a construct in a way that is accurate, truthful, and 

sensitive (Polit & Beck, 2012) 

3.4.1. Screening Process 

Initial Screening: Reviewed titles and abstracts to determine relevance. 

Full-Text Review: Assessed full texts for alignment with research objectives and 

inclusion criteria.  

From searching for literature extensively through different databases, a total of one 

hundred and fifty-one studies were retrieved. A further eighteen articles were retrieved 

by searching the reference list and bibliography of studies generated after the literature 

search. The reference lists of all the retrieved studies were scrutinised as per the 

recommendation of Kable et al (2012) to ensure that all the relevant literature was 

included. After removing the duplicates, ninety studies were screened by reading the 

summaries for inclusion.  Fifty-four studies were excluded as they could not be 

considered as eligible in relevance to the research question; thirty-six papers were 

read in full as they seemed relevant in supporting the research objective. The entire 

development of the literature search is shown as a PRISMA chart in Table 3. 
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Table 3- PRISMA diagram modified from Moher et al (2009) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Articles from Medline, Embase, 

CINAHL and Cochrane databases (n= 

151) 

 Articles retrieved from reference 

lists of resources (n= 18) 

Remaining articles after discarding duplicates (n= 90) 

Summaries skimmed for 

screening (n=90) 

Excluded articles 

(n= 54) 

Papers read in 

full to determine 

eligibility (n=36) 

Papers excluded after 

review (n=20) 

Studies incorporated for 

the review (n=14) 
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3.4.2. Data Extraction 

Extracted key information from selected studies, including: 

 Author(s) and publication year] 

Study objectives and design 

Sample size and methodology 

6- Key findings related to leadership and decision-making 

Relevance to NHS hospital challenges and outcomes 

3.4.3. Data Management 

Used reference management software (e.g., RefWorks, EndNote, Mendeley) to 

organise and track sources. 

Maintained a detailed record of search strategies, inclusion/exclusion decisions, and 

data extraction processes. 

3.5. Data Analysis and Synthesis 

3.5.1. Thematic Analysis 

Identified common themes and patterns related to leadership styles, decision-making 

processes, and their impacts. 

Categorised findings based on leadership approaches, challenges addressed, and 

patient outcomes. 

3.5.2. Comparative Analysis 

Compared supportive and contrasting findings across different studies to highlight 

consistencies and discrepancies. 

Evaluated the effectiveness of various leadership strategies in managing NHS hospital 

challenges. 

3.5.3. Synthesis of Evidence 

Integrated insights from various studies to provide a comprehensive overview of the 

impact of leadership and decision-making. 
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Highlighted best practices, innovative approaches, and areas needing further 

research. 

3.6. Quality Assessment 

3.6.1. Assessment Criteria 

Evaluated the quality and credibility of included studies based on: 

Study design and methodological rigour 

Sample size and representativeness 

Validity and reliability of findings 

3.6.2. Critical Appraisal 

Burls (2009) suggests that critical appraisal is the process of carefully and 

systematically examining research to analyse and judge its trustworthiness, value and 

relevance in a context. Critical appraisal is a process to be learned by healthcare 

practitioners to enable them to evaluate not only what an article says but also the 

quality of the research that has produced it (Glasper & Rees, 2013). 

Critiquing is a skill that requires practice. By following up a systematic process, a 

professional can weigh up their value and relevance for their own area of practice, 

usually in the clinical domain. There are many critiquing tools like Crombie, CASP, 

Parahoo, Rees, etc, which have been designed for analysing different types of 

research approaches. I have used CASP (2006, 2012), which has a whole suite of 

critiquing tools for different types of studies and was found to be extremely easy to 

follow. 

The Critical Appraisal Skills Programme (CASP,2023) has been designed by Solutions 

for Public Health and provides seven different critiquing tools, each designed for 

different types of study and is freely available to download from the website (Critical 

Appraisal Skills Programme, 2023). Consideration was taken to identify potential 

biases and limitations within the studies.  
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3.7. Reporting and Presentation 

It is essential to systematically synthesise existing research to establish a 

coherent narrative that highlights gaps, trends, and theoretical frameworks pertinent to 

the research topic. This involves critically analysing methodologies, findings, and 

limitations of prior studies, while maintaining clarity and logical progression to 

contextualise the current investigation (Boote & Beile, 2005). Effective presentation 

also requires appropriate referencing of sources to ensure scholarly rigour and to 

acknowledge intellectual contributions, thereby enabling readers to trace the evolution 

of ideas and identify areas for further inquiry (Galvan, 2017). Employing structured sub-

sections, thematic organisation, and critical evaluation enhances the clarity and depth 

of the literature review, ultimately strengthening the foundation for the subsequent 

research phases. 

3.7.1. Structure of the Literature Review 

Introduction and objectives 

Methodology 

Thematic findings and analysis 

Discussion and implications 

Recommendations and future research directions 

3.7.2. Documentation 

Effective documentation in a literature review necessitates meticulous citation of all 

sources to ensure accuracy and academic integrity, adhering to recognised 

referencing standards such as the Harvard style (Pears & Shields, 2019). Proper 

documentation attributes credit to original authors and facilitates verification by 

readers. Additionally, preparing the review for peer review and publication involves 

rigorous editing, clear presentation, and adherence to journal guidelines to enhance 

its credibility and scholarly impact (Booth et al., 2016). Ensuring precise referencing 

and comprehensive documentation ultimately strengthens the validity of the review and 

supports its acceptance in academic outlets. 
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3.8. Ethical Considerations 

Ethical considerations are fundamental in conducting a literature review to ensure 

integrity, credibility, and respect for intellectual property. Researchers must adhere to 

principles of honesty, transparency, and objectivity when selecting, analysing, and 

presenting sources (Resnik, 2018). Proper attribution through accurate citation is 

essential to avoid plagiarism and to acknowledge the contributions of original authors. 

Additionally, ethical review procedures may be necessary if the review involves 

sensitive or proprietary information, ensuring compliance with institutional guidelines 

and confidentiality standards. Upholding ethical standards throughout the review 

process fosters trustworthiness and scholarly rigour in academic research. 

3.8.1. Transparency 

Maintaining transparency in the literature review process is essential to ensure 

credibility and replicability. This involves clearly documenting the criteria and methods 

used for selecting sources, including search strategies, inclusion and exclusion criteria, 

and data extraction procedures (Moher et al., 2009). Accurate reporting of findings, 

along with a systematic synthesis of data, helps to provide an honest and 

comprehensive overview of existing research. Transparency not only enhances the 

validity of the review but also allows other researchers to assess, replicate, or build 

upon the work, thereby strengthening the overall scholarly contribution. 

3.8.2. Conflict of Interest 

Disclosing any potential conflicts of interest is a vital aspect of maintaining 

transparency and integrity in research. Researchers should openly declare any 

personal, financial, or professional interests that could influence the conduct, 

interpretation, or reporting of the study (International Committee of Medical Journal 

Editors, 2019). Such disclosures help to ensure that the research remains trustworthy 

and unbiased, allowing readers and reviewers to assess the objectivity of the findings. 

Transparency regarding conflicts of interest ultimately upholds the credibility of the 

research and fosters trust within the academic community. Appropriate approval and 

permission were sought from the Executive team and the Ethical Committee for this 

study. 
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CHAPTER 4- CONTENTS AND RESULTS 

4.1. Impact of Leadership on Staff Morale and Retention 

Leadership practices are pivotal in shaping organisational culture, influencing 

employee behaviours, and determining overall workplace satisfaction. Scholarly 

research consistently underscores that effective leadership is a critical determinant of 

employee satisfaction, productivity, and retention. This relationship is 

multidimensional, encompassing various theoretical frameworks, including 

transformational and transactional leadership models, emotional intelligence in 

leaders, and the interplay between leadership behaviours and psychological 

empowerment. 

Transformational leaders inspire and motivate employees by articulating a compelling 

vision, fostering innovation, and promoting individual growth. Bass (1985) highlighted 

that transformational leaders use intellectual stimulation, individual consideration, and 

inspirational motivation to foster trust and loyalty among team members. Employees 

led by transformational leaders often report higher levels of job satisfaction due to 

feelings of being valued and supported. Such leaders also enhance employees' 

intrinsic motivation by aligning organisational goals with personal values, thereby 

fostering a sense of purpose and engagement. 

In contrast, transactional leadership emphasises structured roles, performance-based 

rewards, and corrective actions. While this leadership style can ensure task completion 

and clarity in expectations, its impact on job satisfaction tends to be less pronounced 

compared to transformational leadership. Employees may feel less emotionally 

connected to their leaders, potentially resulting in moderate satisfaction levels 

contingent on the perceived fairness of rewards and penalties.  

4.1.1 Relationship between leadership practices and staff satisfaction 

Leadership practices infused with emotional intelligence (EI) significantly contribute to 

staff satisfaction. Goleman (1995) posited that emotionally intelligent leaders possess 

self-awareness, empathy, and social skills that enable them to understand and 

respond to employees’ emotional needs. Such leaders create environments of 

psychological safety, where employees feel valued, respected, and free to express 
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concerns without fear of reprisal. This safety enhances trust and satisfaction, which 

are critical to reducing workplace stress and fostering commitment. 

Participative leadership, characterised by involving employees in decision-making 

processes, further strengthens the connection between leadership and satisfaction. 

Yukl (2013) argued that participative practices empower employees by recognising 

their contributions, which enhances their sense of agency and belonging. This 

approach aligns with self-determination theory (Deci & Ryan, 1985), which suggests 

that autonomy and competence are fundamental psychological needs influencing 

satisfaction. 

The relationship between leadership practices and staff satisfaction is influenced by 

contextual factors such as organisational culture, employee demographics, and task 

complexity. For instance, research by Hofstede (1991) indicated that cultural 

dimensions, such as power distance, moderate employees’ preferences for specific 

leadership styles. Furthermore, the mediating role of trust is particularly noteworthy; 

Dirks and Ferrin (2002) found that trust in leadership amplifies the positive impact of 

transformational leadership on job satisfaction, whereas its absence can attenuate 

these effects. 

To maximise staff satisfaction, organisations should cultivate leadership development 

programs emphasising transformational qualities, emotional intelligence, and 

participative decision-making. Providing leaders with the tools to foster psychological 

safety and trust can further enhance employee well-being and organisational 

commitment. 

The relationship between leadership practices and staff satisfaction is robust and 

multifaceted, grounded in theories of motivation, trust, and emotional intelligence. 

Effective leadership practices not only address task completion but also prioritise the 

holistic well-being of employees, fostering a workplace culture conducive to 

satisfaction and engagement. Future research should explore the dynamic interplay of 

cultural and organisational variables in shaping this relationship, as well as the 

longitudinal impacts of leadership interventions on employee outcomes. 
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4.1.2 Strategies to address staff burnout and improve retention. 

Burnout and staff turnover are pressing challenges in today’s workplaces, especially 

in high-pressure industries. Burnout, characterised by exhaustion, detachment, and a 

sense of ineffectiveness, takes a heavy toll on employees’ mental health and overall 

performance. High turnover rates, often fuelled by burnout, disrupt team dynamics, 

lower morale, and drive up recruitment and training costs. To tackle these issues 

effectively, organisations need practical, people-focused strategies that address the 

root causes of burnout and create environments where employees feel valued and 

supported. 

Figure 3 (Adapted from A Guide for Care Providers, figure addressing staff burnout 

and compassion fatigue.) 

 

4.1.2.1 Tackling Burnout: Building Healthier Workplaces 

Encouraging Work-Life Balance 

One of the most effective ways to reduce burnout is to promote work-life balance. 

People cannot thrive when they are constantly running on empty. Organisations should 

offer flexible schedules, reasonable workloads, and time off that employees are 

encouraged to use. When employees feel they have the space to recharge, they are 

more likely to stay energised and committed. Research has shown that these practices 

not only lower stress but also improve overall job satisfaction. 
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Introducing Stress-Relief Programs 

Programs like mindfulness training, yoga sessions, or even guided resilience 

workshops can help employees manage stress before it becomes overwhelming. 

These initiatives give staff the tools to navigate challenges while maintaining a sense 

of control. Mindfulness practices, for instance, are proven to enhance focus and 

emotional regulation, while resilience training builds confidence in dealing with 

setbacks. Providing access to mental health resources, like counselling, adds another 

layer of support. 

Redesigning Roles to Reduce Strain 

Burnout often stems from jobs that demand too much with too little support. Leaders 

can revisit job designs to strike a healthier balance. Simple changes—like giving 

employees more autonomy, varying their tasks to keep work interesting, or offering 

better resources—can make a big difference. When employees feel they have what 

they need to succeed, they’re less likely to feel overwhelmed or undervalued. 

4.1.2.2 Retaining Employees: Creating Loyalty and Commitment 

Inspiring Leadership 

Good leaders inspire people to stay. Transformational leaders—those who motivate 

through encouragement and vision—create positive, engaging work environments 

where employees feel connected to their work and their team. Leadership training 

programs can help managers develop these skills, focusing on empathy, 

communication, and fostering trust. Employees are far more likely to stay when they 

feel supported by their leaders. 

Offering Career Development Opportunities 

Nobody wants to feel stuck in their job. Offering clear career pathways, training 

programs, and mentorship opportunities shows employees that their growth matters. 

When organisations invest in their people, employees are more likely to feel valued 

and stick around. Studies consistently show that development opportunities are one of 

the top reasons employees choose to stay with a company. 

Recognising and Rewarding Contributions 

Everyone wants to feel appreciated for their hard work. A strong recognition and 

rewards system—whether through meaningful feedback, competitive pay, or even 



 

73 

 

small tokens of appreciation like public acknowledgements—goes a long way. 

Employees who feel seen and valued are much less likely to leave, even when other 

opportunities arise. 

Fostering Inclusion and Psychological Safety 

People stay where they feel safe and respected. Creating a culture of inclusion—where 

everyone’s voice is heard and valued—builds trust and loyalty. Psychological safety, 

the confidence that speaking up will not lead to punishment, is especially important in 

reducing stress and encouraging collaboration. Leaders need to actively model and 

promote these values to make them a reality. 

Boosting Employee Engagement 

Engaged employees are happier employees. Organisations can foster engagement by 

aligning roles with individual strengths, providing regular opportunities for meaningful 

feedback, and connecting work to a greater purpose. When people feel engaged, 

they’re not just showing up for a paycheck; they’re invested in the success of the 

organisation. 

Addressing burnout and improving retention isn’t just about tweaking policies; it’s about 

creating a workplace where people can thrive. Organisations that prioritise work-life 

balance, redesign jobs to reduce strain, and foster strong leadership will see significant 

benefits—not just in lower burnout rates, but in higher morale and productivity. 

At the same time, retaining employees requires showing them that they matter—

through recognition, opportunities for growth, and a culture of respect and inclusion. 

These efforts aren’t quick fixes, but they pay off in the long run by building a more 

stable, motivated, and loyal workforce. The key is to consistently put people at the 

heart of organisational decisions, creating an environment where employees feel 

empowered, valued, and eager to stay. 

4.2 Role of leadership in fostering a positive organisational culture.  

Leadership plays a significant role in shaping and sustaining organisational culture. 

Leaders function as the architects and stewards of workplace norms, values, and 

behaviours that collectively define the culture of an organisation. A positive 

organisational culture fosters trust, collaboration, and innovation while creating an 
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environment where employees feel empowered, valued, and motivated to perform at 

their best. Below, we explore the unique contributions of leadership to cultivating such 

a culture, emphasising aspects distinct from previously discussed strategies. 

Setting and Communicating the Vision 

Leaders are responsible for articulating a clear and compelling organisational vision 

that aligns with the organisation’s core values. This vision acts as a cultural anchor, 

providing employees with a shared sense of purpose and direction. Through consistent 

communication, leaders ensure that these values are not merely abstract ideals but 

integral to daily operations and decision-making. For instance, a leader who prioritises 

sustainability can embed this value into organisational practices, encouraging 

behaviours that align with the broader mission. 

Modelling Desired Behaviours 

Organisational culture is not built on words alone; it is demonstrated through actions. 

Leaders serve as role models, embodying the behaviours and attitudes they wish to 

see in their teams. Research suggests that employees are more likely to emulate 

ethical, collaborative, and inclusive behaviours when leaders visibly prioritise these 

traits. For example, a leader who actively practices humility, transparency, and respect 

sets a standard for others to follow, thereby reinforcing a culture of trust and 

accountability. 

Facilitating Open Communication 

A positive organisational culture thrives on open and transparent communication. 

Leaders play a crucial role in creating channels for honest dialogue, encouraging 

employees to share ideas, feedback, and concerns. This not only builds trust but also 

strengthens the organisation’s capacity for innovation and adaptability. Leaders who 

actively listen and respond to their teams foster a culture of psychological safety, 

ensuring that employees feel heard and respected. 

 Encouraging Cross-Functional Collaboration 
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Leadership can dismantle silos and promote a culture of collaboration by facilitating 

connections across departments and teams. This involves creating structures and 

opportunities for employees to work together on shared goals, fostering a sense of 

collective achievement. Leaders who demonstrate fantastic collaboration demonstrate 

the importance of unity and inclusiveness, strengthening the bonds between 

individuals and teams within the organisation. 

Recognising and Celebrating Cultural Milestones 

Another critical role of leadership is to recognise and celebrate behaviours and 

achievements that exemplify the organisation’s cultural values. Leaders can reinforce 

a positive culture by spotlighting team successes, celebrating diversity, or marking 

important organisational milestones. These celebrations deepen employees' emotional 

connection to the organisation, reinforcing the cultural values that underlie these 

achievements. 

Adapting Culture to External Changes 

Leaders also ensure that organisational culture evolves to meet changing 

circumstances without losing its core identity. As organisations grow or encounter new 

challenges, leaders must guide cultural adaptations that preserve employee 

engagement and align with strategic goals. For instance, during times of rapid 

technological change, leaders can embed continuous learning and agility into the 

culture to maintain relevance and resilience. 

Creating Leadership Pipelines 

Finally, fostering a positive culture requires continuity in leadership. Leaders who 

identify, mentor, and develop future leaders ensure that cultural values are sustained 

over time. By embedding cultural priorities into leadership development programs, 

organisations create a legacy of positive practices that persist across generations of 

leadership. 

Leaders are the keystone in fostering and maintaining a positive organisational culture. 

They influence culture through their vision, actions, and ability to inspire and connect 

employees. By modelling desired behaviours, promoting collaboration, and adapting 
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to change, leaders ensure that organisational culture remains a source of strength and 

cohesion. In doing so, they create a workplace where employees feel connected to a 

larger purpose and motivated to contribute to collective success. This dynamic, 

forward-thinking approach to leadership is essential for building resilient organisations 

capable of thriving in an ever-evolving world. 

4.3 Leadership and Patient Outcomes 

4.3.1 Correlation between leadership quality and patient care outcomes.  

In NHS hospitals across England, the correlation between leadership quality and 

patient care outcomes is both evident and critical. The NHS operates in a high-

pressure, resource-constrained environment, where effective leadership can mean the 

difference between delivering exceptional care and falling short of standards. Leaders 

in this context must navigate systemic challenges, including staff shortages, increasing 

patient demand, and the implementation of ever-evolving healthcare policies, while 

fostering a culture that prioritises patient safety and quality care. Drawing on the 

experience of working within NHS settings, this analysis highlights how leadership 

quality impacts patient care outcomes. 

Fostering a Safety-First Culture 

In NHS hospitals, a culture of safety is central to maintaining care quality. Leaders play 

a key role in promoting openness and transparency, particularly through initiatives like 

the Duty of Candour policy, which requires healthcare providers to be honest when 

things go wrong. Strong leadership ensures that staff feel supported in reporting 

incidents without fear of blame, enabling the organisation to learn from mistakes and 

improve processes. For instance, NHS trusts with robust safety-focused leadership 

often show lower rates of hospital-acquired infections, such as MRSA, due to stringent 

adherence to infection control protocols championed by senior leaders. 

Managing Interdisciplinary Teams 

NHS care is delivered through complex, multidisciplinary teams. Effective leadership 

is essential for aligning the efforts of diverse professionals, including doctors, nurses, 

allied health professionals, and administrative staff. In the NHS, the ward manager or 

clinical lead often acts as the linchpin, facilitating communication and ensuring that 
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everyone works toward shared patient goals. Poor leadership can lead to breakdowns 

in communication—such as delays in passing critical information between 

departments—resulting in adverse patient outcomes. Conversely, leaders who 

encourage collaboration and mutual respect across disciplines foster smoother 

workflows and better care coordination. 

Responding to Staffing Challenges 

Staff shortages and burnout are persistent issues in NHS hospitals, particularly 

following the pressures of the COVID-19 pandemic. Leadership quality significantly 

affects how these challenges are managed. Leaders who proactively address staff 

well-being—by ensuring manageable rotas, providing mental health support, and 

recognising staff efforts—help mitigate burnout. In trusts where leadership prioritises 

staff welfare, patient care outcomes improve due to reduced absenteeism and higher 

morale among healthcare providers. For example, hospitals that implement Schwartz 

Rounds, a reflective practice supported by senior leaders, report enhanced staff 

resilience and a greater ability to provide compassionate care. 

Driving Quality Improvement Initiatives 

The NHS places a strong emphasis on quality improvement (QI), often through 

programs like the Clinical Governance Framework. Effective leaders spearhead these 

initiatives, engaging frontline staff in identifying inefficiencies and implementing 

evidence-based solutions. In one NHS trust, for instance, the introduction of a nurse-

led sepsis screening tool—championed by the Chief Nurse—resulted in faster 

identification and treatment of sepsis, significantly reducing mortality rates. Leaders 

who empower teams to take ownership of QI projects create a sense of collective 

accountability, directly improving patient outcomes. 

Enhancing Patient-Centred Care 

Leadership in the NHS increasingly emphasises patient-centred care, aligning with the 

NHS Constitution's commitment to involving patients in their care decisions. Leaders 

who model compassionate and inclusive behaviour encourage their teams to prioritise 

patient preferences and individual needs. For example, senior leaders in maternity 
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services have led campaigns to improve patient choice and continuity of care, ensuring 

that women can access their preferred birthing options safely. This approach not only 

enhances patient satisfaction but also leads to better clinical outcomes, such as 

reduced interventions and improved recovery times. 

Navigating Systemic Challenges 

Leaders in the NHS must also contend with systemic challenges, such as financial 

pressures and policy changes. Effective leaders balance these demands without 

compromising patient care, ensuring that resources are allocated strategically. For 

instance, during periods of high demand, such as winter pressures, strong leadership 

ensures that patient flow is managed efficiently, reducing wait times and preventing 

overcrowding in A&E departments. Trusts with experienced leadership teams often 

excel in achieving these operational goals, directly impacting patient experiences and 

outcomes. 

Empirical Evidence from NHS Contexts 

Numerous reports and case studies illustrate the link between leadership and patient 

outcomes in NHS hospitals. The 2019 NHS Staff Survey highlighted that staff in trusts 

with high-quality leadership reported better well-being and engagement, which 

correlate with higher patient satisfaction scores. Similarly, the Care Quality 

Commission (CQC) regularly assesses leadership as a key domain in its hospital 

ratings, noting that trusts with outstanding leadership often achieve better safety and 

effectiveness ratings. 

In NHS hospitals, leadership quality is a cornerstone of effective patient care. Leaders 

who prioritise safety, foster collaboration, and support staff well-being create 

environments where high-quality care can flourish despite systemic challenges. By 

championing quality improvement initiatives and patient-centred practices, NHS 

leaders directly influence both clinical outcomes and patient experiences. 

Strengthening leadership at all levels—through targeted development programs and a 

focus on compassionate, evidence-based practices—is essential to sustaining and 

improving patient care outcomes in the NHS. 
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4.3.2 The Impact of Leadership on Patient Safety and Satisfaction 

Leadership is a pivotal determinant of patient safety and satisfaction, particularly in 

complex and dynamic healthcare environments. Leaders influence these outcomes 

through their ability to establish priorities, drive organisational culture, and mobilise 

teams toward shared goals. In healthcare, effective leadership creates the conditions 

for safe, high-quality, and patient-centred care by shaping policies, systems, and 

behaviours that prioritise safety and enhance the patient experience. Below, we 

examine how leadership impacts these two critical dimensions of care. 

Leadership and Patient Safety 

1. Creating a Culture of Safety 

Leadership directly shapes the culture of safety within healthcare organisations. 

Leaders who promote openness, transparency, and accountability foster environments 

where errors are acknowledged, reported, and addressed constructively. A strong 

safety culture ensures that risks are proactively identified and mitigated. For example: 

• Incident Reporting Systems: Effective leaders encourage staff to report near 

misses and errors without fear of retribution, leading to improved learning and 

prevention mechanisms. 

• Safety Huddles: Leaders who implement daily team briefings focused on safety 

reinforce a collective commitment to minimising risks. 

Empirical evidence supports the link between leadership and safety outcomes. Studies 

show that organisations with high-performing leadership teams have lower rates of 

medical errors, healthcare-associated infections, and patient complications. 

2. Implementing Evidence-Based Practices 

Leaders play a key role in driving adherence to evidence-based practices, ensuring 

that care delivery aligns with the latest clinical guidelines. They do this by: 

• Advocating for regular training and skill development. 

• Establishing clear protocols for critical processes, such as medication 

administration or infection control. 
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For instance, in hospitals where leaders prioritise hand hygiene compliance, infection 

rates like Clostridium difficile and MRSA are significantly reduced. 

3. Leadership During Crises 

In crisis situations, such as the COVID-19 pandemic, leadership is critical to 

maintaining safety standards amid uncertainty. Leaders who communicate clearly, 

allocate resources effectively, and support their teams can mitigate risks even under 

extreme pressure. For example, during the pandemic, NHS hospital leaders who 

ensured sufficient personal protective equipment (PPE) and supported staff well-being 

were able to maintain safer environments for both patients and providers. 

Leadership and Patient Satisfaction 

1. Promoting Patient-Centred Care 

Leadership has a profound impact on patient satisfaction by shaping how care is 

delivered. Leaders who prioritise patient-centred care ensure that: 

• Patients are involved in decision-making processes regarding their treatment. 

• Staff are trained to communicate effectively, listen actively, and address 

individual patient concerns. 

For example, initiatives led by hospital executives to improve bedside 

communication—such as the introduction of structured patient rounds—have been 

shown to increase satisfaction scores in areas such as respect and understanding of 

care plans. 

2. Enhancing the Patient Experience 

The quality of interactions between patients and healthcare providers is a direct 

reflection of leadership priorities. Leaders who emphasise compassion, empathy, and 

professionalism set the tone for patient interactions. Practices such as introducing the 

"Hello, my name is…" campaign in the NHS have improved patient experiences by 

fostering better communication and respect. 

3. Reducing Wait Times and Enhancing Access 

Leadership impacts patient satisfaction by addressing systemic inefficiencies, such as 
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long wait times or delays in care. Strong operational leadership ensures that resources 

are allocated effectively, patient flow is optimised, and bottlenecks in services are 

addressed. For example, trusts that implement innovative triaging systems in Accident 

& Emergency (A&E) departments often report higher patient satisfaction due to 

reduced waiting times and smoother care delivery. 

4. Linking Staff Well-Being to Patient Satisfaction 

Patient satisfaction is closely tied to the morale and engagement of healthcare staff. 

Leaders who support staff—through manageable workloads, recognition, and mental 

health resources—create conditions where employees can provide better care. 

Patients are more likely to report positive experiences in settings where staff feel 

empowered and supported. 

Empirical Insights 

Research highlights a strong correlation between leadership quality, patient safety, and 

satisfaction. For example: 

• A study by the Journal of Patient Safety found that transformational leadership 

styles, which emphasise support and inspiration, are associated with fewer 

adverse events and higher patient satisfaction scores. 

• NHS hospital ratings by the Care Quality Commission (CQC) frequently link 

outstanding leadership with higher safety standards and improved patient 

feedback. 

 

Leadership is a cornerstone of patient safety and satisfaction in healthcare. By 

fostering a culture of safety, implementing evidence-based practices, and supporting 

staff, leaders reduce risks and enhance the quality of care. Simultaneously, through 

patient-centred initiatives, effective communication, and operational efficiency, they 

create positive patient experiences. Investments in leadership development are thus 

essential for healthcare organisations aiming to achieve excellence in safety and 

satisfaction outcomes. 
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4.4 Case studies demonstrated improved patient outcomes through effective 

leadership. 

Effective leadership in healthcare is often a critical factor in improving patient 

outcomes. Below are a few real-world case studies that illustrate this point: 

1. Virginia Mason Medical Centre (Seattle, USA) 

Initiative: Lean Management and Team Leadership 

Outcome: 

Virginia Mason adopted lean management principles inspired by Toyota’s production 

system. Leadership focused on creating a culture of safety, collaboration, and 

efficiency. 

• Leadership Practices:  

o Leaders engaged staff at all levels in continuous improvement. 

o Transparent communication and commitment to addressing patient 

safety concerns. 

• Results:  

o Reduced medical errors by 74% over ten years. 

o Cut down ICU-acquired infections by 90%. 

o Improved patient satisfaction scores significantly. 

Key Takeaway: Proactive and participatory leadership fosters a culture of 

accountability and innovation. 

2. Cleveland Clinic (Ohio, USA) 

Initiative: Leadership-Driven Empathy Training 

Outcome: 

The Cleveland Clinic implemented a program emphasising empathetic communication 

led by its leadership team. 

• Leadership Practices:  
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o Leaders participated in empathy training themselves and modelled 

desired behaviours. 

o Focus on communication skills training for physicians and staff. 

• Results:  

o Increased patient satisfaction scores, with the Clinic ranking highly in 

national surveys. 

o Reduced complaints related to poor communication by over 50%. 

Key Takeaway: Leadership that models and invests in soft skills like empathy can 

significantly enhance patient-provider relationships and outcomes. 

3. NHS Improvement Initiative (UK) 

Initiative: Reducing Sepsis Mortality Through Leadership Engagement 

Outcome: 

NHS hospitals rolled out a structured program targeting early sepsis recognition. 

Leadership was instrumental in driving compliance with evidence-based protocols. 

• Leadership Practices:  

o Senior executives prioritised sepsis protocols during daily reviews. 

o Frontline staff were empowered through targeted training. 

• Results:  

o A 24% reduction in sepsis-related mortality within three years. 

o Increased adherence to early intervention protocols by over 80%. 

Key Takeaway: Leadership focus on clinical protocols and empowering staff can save 

lives. 

4. Ascension Health (USA) 

Initiative: Zero-Harm Initiative 

Outcome: 
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Ascension Health launched a "Call to Action" initiative with leadership emphasizing 

patient safety and harm reduction. 

• Leadership Practices:  

o Clear communication of safety goals from the top levels. 

o Regular performance monitoring and feedback loops. 

• Results:  

o Reduced preventable patient harm by 40% within five years. 

o Saved $15 million in unnecessary healthcare costs. 

Key Takeaway: Visionary leadership with clear goals and metrics drives sustained 

improvements in patient safety. 

5. Intermountain Healthcare (Utah, USA) 

Initiative: Implementing Evidence-Based Medicine Through Leadership Support 

Outcome: 

Intermountain Healthcare leaders fostered a data-driven approach to clinical care by 

creating a robust health information system. 

• Leadership Practices:  

o Leaders supported the development of clinical guidelines and ensured 

frontline buy-in. 

o Open data sharing with clinicians to support decision-making. 

 

• Results:  

o Improved outcomes in chronic disease management, including a 58% 

reduction in diabetes-related complications. 

o Lowered hospital readmissions by 20%. 
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Key Takeaway: Leadership that champions technology and evidence-based practices 

enhances patient care quality. 

These case studies underline that leadership in healthcare, whether through fostering 

collaboration, driving innovation, or maintaining a steadfast focus on safety and 

empathy, plays a pivotal role in enhancing patient outcomes. 

4.5 Leadership During Healthcare Crises: An In-Depth Analysis of NHS 

Response Strategies 

Effective leadership within healthcare systems is indispensable during times of crisis, 

as it directly influences the capacity of healthcare organisations to respond to and 

recover from emergencies. This is particularly evident in the context of the National 

Health Service (NHS), which, due to its pivotal role in public health provision, faces 

unique challenges during large-scale crises, such as the COVID-19 pandemic. The 

following analysis examines the multifaceted role of leadership during healthcare 

crises, the strategies employed to manage such crises within NHS hospitals, the 

lessons learned from past healthcare emergencies, and the broader implications for 

contemporary healthcare systems. 

1. The Role of Leadership in Healthcare Crisis Management 

The role of leadership during healthcare crises can be delineated across several 

domains, each contributing to the overall efficacy of crisis response. Leaders must 

navigate complex, evolving situations where uncertainty is the norm, making rapid 

decision-making and adaptive strategies imperative. 

Decision-Making Under Uncertainty 

One of the foremost responsibilities of healthcare leaders during crises is to make 

informed decisions based on rapidly emerging and often incomplete data. In such 

contexts, leaders must rely on evidence-based approaches while balancing immediate, 

short-term crisis management needs with the long-term resilience of the healthcare 

system. This necessitates an intricate understanding of both clinical and operational 

dimensions to ensure that decisions do not undermine the system’s ability to endure 

future challenges. 
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Communication and Transparency 

Effective crisis leadership necessitates transparent and timely communication. It is 

critical to disseminate accurate information to healthcare staff, patients, and the public, 

ensuring that all stakeholders are aligned in their understanding of the crisis and the 

response strategies. Leaders must provide consistent updates and clarify 

uncertainties, as this transparency fosters trust and mitigates panic, particularly when 

dealing with complex and evolving public health threats. 

Resource Allocation and Management 

The allocation of limited resources is another cornerstone of leadership during crises. 

NHS leaders must prioritise resources such as personal protective equipment (PPE), 

ICU capacity, ventilators, and staffing, ensuring that these resources are deployed 

where they are most needed. Furthermore, engaging with external partners, including 

governmental bodies and private suppliers, is crucial for stabilising supply chains and 

ensuring adequate resource distribution during periods of acute demand. 

Emotional and Psychological Support 

In addition to operational concerns, healthcare leaders must attend to the emotional 

and psychological well-being of their staff. Healthcare professionals, especially those 

on the frontlines, are vulnerable to burnout, trauma, and stress during prolonged crises. 

Leadership must therefore include not only strategies for staff well-being but also 

create an environment that fosters morale, team cohesion, and a sense of purpose 

amidst adversity. 

Illustrative Example: During the COVID-19 pandemic, NHS leadership employed daily 

briefings to ensure that teams remained informed and adaptable to the rapidly 

changing landscape. Moreover, fast-tracked recruitment and the redeployment of staff 

to critical care areas helped mitigate the immediate strain on hospitals. 

2. Strategies for Effective Crisis Leadership in NHS Hospitals 
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To mitigate the multifaceted challenges posed by healthcare crises, NHS leaders can 

implement several strategic initiatives designed to optimise the crisis response and 

facilitate long-term recovery. 

a. Building Resilient Leadership Teams 

One of the key strategies is fostering resilient leadership teams capable of managing 

the complexities of a crisis. This involves promoting a shared leadership model that 

encourages interdisciplinary collaboration, where expertise across various domains 

(clinical, operational, logistical, and psychological) can be effectively leveraged. Crisis-

specific task forces, empowered with decision-making authority, can address the 

dynamic challenges that arise during crises, thereby enhancing organisational 

responsiveness. 

b. Data-Driven Decision-Making 

The use of data-driven decision-making is indispensable in managing healthcare 

crises. By adopting predictive analytics and real-time data monitoring systems, NHS 

leaders can anticipate surges in patient numbers, track resource utilisation, and adjust 

operational strategies accordingly. Centralised data dashboards that integrate hospital 

metrics (e.g., bed occupancy, ventilator availability, and staff deployment) provide a 

comprehensive overview that informs decisions in real-time. 

c. Prioritising Staff Well-Being 

Crisis leadership should extend beyond operational and strategic concerns to prioritise 

the psychological and emotional welfare of healthcare staff. During periods of intense 

strain, offering access to counselling services, rest areas, and flexible working 

arrangements can help mitigate the effects of burnout. Moreover, recognising and 

rewarding staff contributions during times of crisis is essential for maintaining morale 

and ensuring sustained engagement in high-stress environments. 

d. Strengthening Crisis Communication 

Effective crisis communication strategies are critical to ensuring consistent and 

coherent messaging across multiple platforms. NHS leaders must utilise a diverse 
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range of communication channels (e.g., digital platforms, emails, team meetings) to 

ensure that information reaches all stakeholders in a timely and accessible manner. 

Furthermore, proactively addressing misinformation and clarifying public health 

guidelines can help mitigate public confusion and ensure adherence to crucial public 

health measures. 

e. Developing and Practising Crisis Plans 

Developing robust, adaptable crisis plans is a foundational component of crisis 

leadership. Regular crisis simulations and tabletop exercises allow NHS leaders to 

refine protocols and identify potential weaknesses in their response strategies. 

Continuous refinement of these plans, based on lessons learned from past 

emergencies, ensures that the organisation is prepared for a variety of crisis scenarios. 

Illustrative Example: The NHS Nightingale Hospitals, established rapidly during the 

COVID-19 pandemic, represent an exemplar of effective crisis leadership. By 

combining military-level logistical planning with public-private partnerships, these 

temporary hospitals demonstrated the ability to scale healthcare capacity rapidly in 

response to a surge in cases. 

3. Lessons Learned from Past Healthcare Crises 

Healthcare crises are not isolated events, and lessons gleaned from previous 

emergencies can be invaluable in enhancing future crisis management capabilities. 

a. SARS and MERS Outbreaks 

The SARS and MERS outbreaks underscored the importance of early detection and 

isolation. Timely identification and containment of cases are paramount to preventing 

widespread transmission. For the NHS, this translates into the need for enhanced 

infectious disease surveillance systems and more robust testing infrastructure. 

b. The 2009 H1N1 Influenza Pandemic 

The H1N1 pandemic demonstrated the efficacy of public-private partnerships in 

accelerating vaccine production. The rapid development and distribution of vaccines 

were facilitated by collaborations with pharmaceutical companies, emphasizing the 
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need for NHS leaders to cultivate similar partnerships in preparation for future 

pandemics. 

c. COVID-19 Pandemic 

The COVID-19 pandemic highlighted the necessity of flexible healthcare systems and 

workforce adaptability. The ability to redeploy staff, implement telehealth services, and 

adjust operational protocols in real-time ensured the continuity of care despite 

unprecedented demand. This experience advocates for the development of cross-

training programs and expanded digital health infrastructure within the NHS. 

d. The 2017 Grenfell Tower Fire 

The aftermath of the Grenfell Tower fire illustrated the critical importance of community 

engagement and trust. Local leaders who effectively engaged with affected 

communities facilitated recovery by addressing their concerns and needs. This lesson 

can be applied to NHS crisis planning by ensuring that community perspectives are 

integrated into health emergency response strategies, fostering greater trust and 

collaboration between healthcare providers and the populations they serve. 

4. Implications for Current and Future Challenges in the NHS 

The NHS continues to grapple with numerous challenges, including winter bed 

pressures, staffing shortages, and the increasing prevalence of chronic diseases. By 

applying the lessons of past crises and integrating crisis leadership strategies, NHS 

leaders can better prepare for these ongoing challenges: 

• Preparedness and Resource Management: Regular updates to emergency 

preparedness plans, alongside the strategic stockpiling of critical supplies, will 

enhance the NHS's ability to respond to future surges in demand. 

• Workforce Support and Development: Addressing workforce shortages through 

recruitment initiatives, retention programs, and enhanced mental health 

resources will ensure the NHS is adequately staffed to meet both regular and 

crisis-related demands. 
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• Technological Integration: Leveraging emerging technologies such as AI, 

predictive analytics, and telemedicine will optimise resource utilisation, improve 

patient outcomes, and increase overall system efficiency. 

• Collaboration with Public Health Bodies: Strengthening partnerships with local 

governments and public health agencies can help address the broader 

determinants of health, facilitating more holistic and effective healthcare crisis 

management. 

Leadership during healthcare crises requires agility, resilience, and a strategic vision 

that encompasses both immediate response and long-term system strengthening. By 

learning from past crises, employing data-driven decision-making, prioritising staff well-

being, and enhancing communication strategies, NHS leaders can better navigate the 

complexities of future emergencies. Effective leadership will ensure that both 

healthcare workers and patients receive the support they need, safeguarding the 

continuity and quality of care even in the most challenging circumstances. 

3.   Innovative Leadership Approaches in Healthcare 

The contemporary healthcare landscape demands innovative leadership approaches 

that leverage technology and foster an adaptive organisational culture. Particularly 

within the National Health Service (NHS) hospitals, the integration of digital tools and 

telemedicine represents a paradigm shift that is redefining leadership practices, 

decision-making processes, and patient care outcomes. This chapter delves into the 

adoption of technology within healthcare leadership, exploring the transformative role 

of digital health leadership and the measurable impact of telemedicine on clinical 

practice. 

 Adoption of Technology and Innovation in Leadership Practices 

The rapid advancement of technology in healthcare has necessitated a re-examination 

of traditional leadership models. Innovative leaders are characterised by their ability to 

harness digital tools to improve organisational efficiency and enhance patient 

outcomes. Research indicates that the implementation of Electronic Health Records 
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(EHRs), digital dashboards, and data analytics has enabled healthcare leaders to 

make evidence-based decisions quickly and effectively (Greenhalgh et al., 2017). 

Leading in a digital environment requires not only a foundational understanding of 

technological tools but also the foresight to envision their application within the 

complex interplay of healthcare systems. Therefore, transformational leadership has 

become a prevalent model where leaders foster innovation by encouraging 

collaboration, promoting a culture of continuous learning, and facilitating the integration 

of technology in daily operations (Hannah & Lester, 2009). Embracing such leadership 

styles promotes adaptability and resilience among healthcare teams, essential traits in 

an era characterised by rapid technological evolution. 

 Role of Digital Health Leadership in Transforming NHS Hospitals 

Digital health leadership serves as a critical driver of transformation within NHS 

hospitals, particularly in the face of mounting pressures for efficiency, quality of care, 

and patient satisfaction. Effective digital health leaders possess a unique confluence 

of clinical knowledge, technological expertise, and strategic vision, enabling them to 

implement and scale digital initiatives successfully (Himelstein et al., 2019). 

These leaders not only advocate for technological adoption but also ensure that the 

workforce is adequately equipped with the skills and competencies necessary to utilise 

these tools efficiently. This dual focus on technology and human resources fosters an 

environment conducive to innovation. For instance, the NHS's Five Year Forward View 

emphasises the importance of integrating digital technology into clinical pathways, 

indicating that digital health leadership is paramount to achieving systemic 

transformation (NHS England, 2014). By aligning digital strategies with clinical 

objectives and improving interoperability among systems, digital health leaders are 

instrumental in facilitating patient-centred care and enhancing operational efficiency. 

 Impact of Telemedicine and Digital Tools on Decision-Making and Patient Care 

The emergence of telemedicine and digital health tools has revolutionised decision-

making in healthcare, particularly in terms of accessibility and quality of patient care. 

Asynchronous communication tools and real-time data sharing have enabled 
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healthcare providers to make informed decisions swiftly and collaborate across 

disciplines seamlessly. The ability to consult specialists remotely has not only 

expanded access to care but has also improved clinical outcomes, particularly in 

underserved areas (Koonin et al., 2020). 

The integration of telemedicine into clinical practice exemplifies the marriage of 

technology and patient care. Studies have shown that telehealth interventions enhance 

patient engagement by providing timely access to health information and encouraging 

adherence to treatment protocols (Bashshur et al., 2016). Furthermore, digital tools 

such as mobile health applications and wearables empower patients to take an active 

role in their health management, fostering a culture of shared decision-making that 

enhances adherence to care plans and ultimately improves health outcomes (Pagliari 

et al., 2013). 

However, the successful implementation of telemedicine is contingent upon robust 

leadership. Leaders must navigate challenges, including regulatory barriers, 

reimbursement models, and the need for clinician training and support. By 

championing a strategic vision that prioritises patient-centric care and utilises 

technology as an enabler, healthcare leaders can effectively harness the full potential 

of telemedicine to improve clinical practices. 

Innovative leadership approaches in healthcare, particularly through the adoption of 

digital technologies and telemedicine, present significant opportunities for 

transformation within NHS hospitals. As healthcare systems continue to evolve amidst 

increasing demands for efficiency and patient-centered care, the role of digital health 

leaders will be critical in guiding organisations toward embracing a culture of 

innovation. Future research must continue to explore the efficacy of these leadership 

models and the long-term impacts of digital health initiatives on clinical outcomes and 

overall healthcare delivery.  

4. Policy Implications and Leadership 

The interaction between healthcare policy and leadership is crucial to the effective 

transformation and delivery of health services. In the evolving landscape of healthcare, 

particularly within the National Health Service (NHS), policy frameworks not only 
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dictate operational parameters but also shape the leadership behaviours, decision-

making processes, and organisational cultures in hospitals. This chapter investigates 

the influence of healthcare policies on leadership dynamics, the pivotal role that 

leaders play in the formulation and implementation of health policies and analyses 

recent policy changes pertinent to NHS hospitals and their implications for leadership. 

Influence of Healthcare Policies on Leadership and Decision-Making 

Healthcare policies significantly influence leadership styles and decision-making 

processes within healthcare organisations. Policies governing funding allocations, 

quality metrics, and patient outcomes create a backdrop against which leaders must 

navigate complex challenges. As evidenced in the literature, the integration of 

evidence-based policy frameworks has compelled leaders to adopt more data-driven 

approaches to decision-making (Baker et al., 2015). This shift necessitates that leaders 

foster a culture of accountability and transparency, implicating them in the quality and 

effectiveness of care delivery. 

Moreover, external pressures stemming from policy changes often result in shifts in 

leadership models. Transformational and adaptive leadership styles have gained 

prominence as healthcare leaders strive to respond proactively to evolving regulations 

and stakeholder expectations (West et al., 2014). For instance, policies aimed at 

enhancing patient engagement and safety require leaders to employ inclusive 

strategies that involve multidisciplinary teams and engage frontline staff in the 

decision-making process. 

Role of Leaders in Shaping and Implementing Health Policies 

Healthcare leaders hold a unique position not just as implementers of policies but also 

as pivotal influencers in the development of health policies. Their clinical insights, 

operational experience, and capacity to synthesise information from various sources 

enable them to advocate effectively for policies that address the needs of patients and 

health systems alike. This dual role necessitates that leaders engage with 

policymakers, stakeholders, and governing bodies to ensure that the realities of clinical 

practice inform policy formulation. 
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Moreover, effective leadership is fundamental in fostering an organisational culture that 

embraces policy changes. Leaders must not only communicate the rationale behind 

new policies but also guide staff through transitions and ensure integration into existing 

workflows (Shapiro et al., 2015). Through strategic vision and effective communication, 

leaders can mobilise support for health policies, driving commitment across all levels 

of the organisation. 

Analysis of Recent Policy Changes and Their Impact on NHS Hospital 

Leadership 

Recent policy changes in the NHS, exemplified by the NHS Long Term Plan and the 

Health and Care Bill, have profound implications for hospital leadership. The NHS Long 

Term Plan outlines a comprehensive vision focused on integrated care, prevention, 

and the utilisation of digital health technologies. This shift calls upon leaders to not only 

revise organisational strategies but also to enhance their skills in change management 

and collaborative practices (NHS England, 2019). 

The implementation of policies promoting integrated care necessitates a departure 

from siloed operational models, compelling leaders to adopt collaborative approaches 

that unify clinical pathways across organisations. This has significant ramifications for 

leadership structures, as traditional hierarchies may become less effective than 

networks of interprofessional collaboration (McCarthy et al., 2020). Furthermore, the 

emphasis on digital transformation within the NHS necessitates that leaders invest in 

workforce training and development, fostering digital literacy across NHS staff. 

The COVID-19 pandemic has accelerated several policy changes, particularly in 

advocating remote care delivery models and enhancing telemedicine capabilities. 

These hastened shifts have illuminated the need for adaptive and resilient leadership, 

as leaders are required to respond quickly to evolving guidance, manage resource 

constraints, and uphold patient care standards amidst uncertainty (NHS 

Confederation, 2020).  

The intricate relationship between healthcare policy and leadership profoundly affects 

the direction and effectiveness of health services, particularly within NHS hospitals. 

Leaders not only navigate the complexities of policy environments but also actively 



 

95 

 

shape and implement policies that drive organisational change. Recent policy 

developments underline the necessity for leaders to cultivate adaptable, collaborative, 

and patient-centred strategies that align with evolving health priorities. Continued 

research and practice will be vital in elucidating further the implications of policy on 

healthcare leadership, particularly in the pursuit of delivering equitable and high-quality 

care. 

 Training and Development of Healthcare Leaders  

The dynamic and complex nature of healthcare necessitates that leaders possess not 

only clinical acumen but also strong leadership capabilities. With increasing demands 

for quality care, efficiency, and patient-centred services, the importance of leadership 

training and professional development in healthcare cannot be overstated. This 

chapter aims to explore the significance of leadership training within the NHS, provide 

an overview of existing leadership development programs, and evaluate the 

effectiveness of these initiatives in enhancing healthcare leadership. 

Importance of Leadership Training and Professional Development 

Effective leadership is critical to the successful delivery of healthcare services and the 

achievement of organisational goals. In a constantly evolving healthcare environment, 

leaders must be equipped with the competencies necessary to navigate challenges, 

foster innovation, and drive change. Leadership training plays a vital role in developing 

these competencies, enhancing leaders' abilities in decision-making, strategic thinking, 

and emotional intelligence (Aarons et al., 2014). 

Moreover, investing in leadership development has been shown to correlate with 

improved organisational outcomes, including higher staff satisfaction, reduced 

turnover, and enhanced patient care quality (Davis et al., 2015). As such, healthcare 

organisations that prioritise leadership training create a culture of continuous 

improvement and accountability, which, in turn, contributes to better health outcomes 

for patients. Furthermore, leadership training can also prepare leaders to manage 

multidisciplinary teams effectively, crucial in integrated care settings within the NHS. 
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Overview of Existing Leadership Development Programs in the NHS 

The NHS has embarked on several leadership development programs aimed at 

equipping healthcare leaders with the necessary skills and knowledge to respond 

effectively to contemporary healthcare challenges. Notable among these initiatives are: 

1. The NHS Leadership Academy: Established in 2012, the NHS Leadership Academy 

offers a range of developmental programs focused on fostering leadership capacity at 

all organisational levels. Programs such as the Top Leaders Programme and the 

Ready Now Programme are designed to nurture talent and prepare leaders for senior 

roles within the NHS (NHS Leadership Academy, 2020). 

2. Aspiring Leaders Programme: This initiative targets high-potential individuals 

looking to advance their leadership capabilities across healthcare settings. It combines 

theoretical knowledge with practical, experiential learning opportunities, emphasising 

the importance of self-awareness and inclusive leadership (NHS Leadership Academy, 

2020). 

3. The Senior Leaders in Health Programme: This program is aimed at current and 

aspiring senior leaders within the NHS. It focuses on enhancing strategic leadership 

capabilities and understanding the wider healthcare context, with an emphasis on 

collaboration and system leadership (NHS Leadership Academy, 2020). 

4. Local Leadership Development Initiatives: Many NHS Trusts have tailored their 

leadership programs to address their unique challenges, focusing on specific areas 

such as operational management, clinical leadership, and change management. Such 

localised initiatives ensure that training is relevant and aligned with the organisation’s 

strategic objectives. 

 Evaluation of the Effectiveness of Leadership Training Initiatives 

Evaluating the effectiveness of leadership training initiatives is crucial to ensuring that 

the resources invested yield tangible benefits for both leaders and organisations. 

Various methodologies have been employed to assess these programs, including pre-

and post-training evaluations, participant feedback, and metrics related to 

organisational performance. 
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Research indicates that leadership development programs within the NHS have 

reported positive outcomes across several dimensions. For instance, studies have 

illustrated improvements in participants' self-reported leadership skills, increased 

awareness of leadership styles, and enhanced interpersonal skills (Carter et al., 2016). 

Additionally, organisations that have implemented robust leadership training 

frameworks have demonstrated improved team dynamics and communication among 

staff, contributing to a more cohesive working environment. 

However, challenges persist in assessing the long-term impact of these programs and 

their direct correlation with patient outcomes. The Kirkpatrick Model, a widely used 

framework for evaluating training programs, suggests that effective evaluations should 

include not only immediate reactions or learning outcomes but also changes in 

behaviour and results that ultimately influence patient care (Kirkpatrick, 1996).  

Continuous monitoring and follow-up studies are necessary to ascertain how 

effectively trained leaders implement lessons learned in their practice. Moreover, 

feedback mechanisms need to be integrated into training programs to refine and 

enhance their relevance and effectiveness continuously. 

The training and development of healthcare leaders are fundamental to the ongoing 

success of healthcare systems, particularly within the NHS. As the healthcare 

landscape evolves, the importance of leadership training becomes increasingly 

pronounced, with programs designed to enhance leadership skills and competencies 

playing a critical role in improving organisational performance and patient care. While 

existing leadership development programs have demonstrated promising outcomes, 

ongoing evaluation and adaptation are essential to ensure these initiatives remain 

effective and responsive to the complexities of modern healthcare delivery.  
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CHAPTER 5- DISCUSSION  

The primary objective of this discussion chapter is to interpret the findings from the 

comprehensive study on the impact of effective leadership and decision-making on 

cost-efficiency within NHS hospitals in England. This chapter will synthesise the 

research outcomes, contextualise them within existing literature, highlight implications 

for practice, address limitations, and propose avenues for future research. The 

discussion will reflect a critical analysis of how leadership styles, decision-making 

processes, and organisational culture contribute to the cost-efficiency of healthcare 

delivery in the unique milieu of the NHS. 

Overview of Key Findings 

The data collected through mixed-methods research, including qualitative interviews, 

surveys, and case studies, revealed several significant themes. Firstly, effective 

leadership was repeatedly identified as a crucial determinant of cost-efficiency in NHS 

hospitals. Leaders who employed transformational leadership styles fostered an 

environment conducive to innovation, staff engagement, and patient-centred care. This 

aligns with existing literature suggesting that transformational leaders encourage 

shared values and collaborative practices (Bass & Riggio, 2006; West et al., 2014). 

Secondly, the study found that participatory decision-making positively influenced cost-

efficiency outcomes. Engaging staff and stakeholders in the decision-making process 

not only improved morale but also enhanced the practicality and applicability of 

interventions, which subsequently led to more efficient resource use. These findings 

resonate with previous studies highlighting the importance of inclusive leadership in 

facilitating better organisational performance (Aarons et al., 2014; Davis et al., 2015). 

 Interpretation of Findings 

The evidence gathered suggests that leadership style significantly correlates with 

decision-making processes and overall hospital performance. In environments 

characterised by financial austerity, NHS leaders face the ongoing challenge of 

balancing cost-containment strategies with the imperative of delivering quality care. 

The data indicate that effective leaders navigate this tension through strategic 

prioritisation, transparent communication, and stakeholder engagement. Leaders who 
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encourage feedback and incorporate insights from front-line staff are more likely to 

implement initiatives that improve operational efficiency and minimise waste (NHS 

England, 2021). 

Furthermore, the financial success of hospitals, as evidenced by case studies such as 

Salford Royal and The Royal Marsden, illustrates how strategic leadership decisions 

lead to innovative care models that do not compromise quality. The adoption of 

technology and digital solutions, driven by forward-thinking leaders, has been 

highlighted as a pivotal factor in enhancing service delivery while curbing costs (Kaplan 

et al., 2016). 

 Implications for Practice 

The findings of this study have significant implications for leadership training and 

development within the NHS. Organisations should invest in leadership development 

programs that emphasise transformational leadership and participatory decision-

making approaches. By fostering a culture of collaboration and empowerment, NHS 

hospitals can enhance staff engagement and drive cost-efficient practices. 

Moreover, it is imperative for leadership frameworks to incorporate mechanisms that 

facilitate continuous feedback from both staff and patients. Engaging in regular 

assessments and evaluations can ensure that leadership strategies remain relevant 

and responsive to emerging challenges within the healthcare landscape (Grocery et 

al., 2020). 

 Limitations of the Study 

Despite the valuable insights obtained from this research, several limitations warrant 

discussion. Firstly, the study's focus on a select number of NHS hospitals may limit the 

generalizability of the findings to other healthcare settings. Furthermore, while mixed-

methods research provides a comprehensive understanding of the phenomena, there 

may be biases inherent in qualitative data collection, particularly in interviews where 

leaders may present themselves in a favourable light. 

Additionally, the rapidly changing nature of the healthcare environment means that the 

findings are context-specific to the time of data collection. Future research should 
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explore longitudinal studies to assess how the dynamics of leadership and decision-

making evolve over time in response to ongoing structural and policy changes within 

the NHS. 

 Future Research Directions 

This study opens several avenues for future research. First, a comparative analysis 

between NHS hospitals and private healthcare organisations could yield insights into 

leadership practices and their effect on cost-efficiency across different healthcare 

delivery models.  

Second, investigating the long-term impact of specific leadership development 

programs on cost-efficiency would be valuable in understanding how training translates 

into practice. Finally, exploring the role of emotional intelligence in leadership 

effectiveness and its impact on team dynamics could enrich the discourse on 

healthcare leadership in today's complex environment. 

In conclusion, this discussion chapter has contextualised and interpreted the findings 

of the research study, establishing a clear link between effective leadership, decision-

making, and cost-efficiency in NHS hospitals. By synthesising evidence from the 

findings with existing literature, the study underscores the importance of fostering a 

culture of transformational leadership and participatory decision-making. The 

implications for practice emphasise the need for targeted leadership training and 

ongoing engagement with healthcare staff. Despite some limitations, this research 

contributes significantly to the existing body of knowledge and lays the groundwork for 

future inquiries into the evolving role of leadership within the NHS. 

 

 

 

 

 



 

101 

 

CHAPTER 6- CONCLUSION 

 Future Directions and Recommendations   

Emerging Trends in Healthcare Leadership and Decision-Making 

The current healthcare environment is characterised by a dynamic interplay of factors, 

compelling a reevaluation of leadership and decision-making paradigms within NHS 

hospitals. One significant trend is the move towards ‘interdisciplinary collaboration’. As 

healthcare systems increasingly recognise the complexity of patient care, effective 

leadership is required to dismantle traditional hierarchical structures that often hinder 

cooperation among different professional disciplines. Leaders are now called upon to 

cultivate a culture that transcends departmental boundaries, fostering interdisciplinary 

teamwork that enhances the quality of care and promotes innovative solutions to 

healthcare challenges (Murray et al., 2017). 

Another transformative trend is the integration of ‘data analytics and technology’ into 

healthcare decision-making processes. Leaders who adeptly incorporate data-driven 

insights can implement strategies that are both efficient and effective. The rise of digital 

health tools presents unique opportunities for enhancing patient outcomes through 

predictive modelling and targeted interventions. Consequently, healthcare leadership 

must evolve to prioritize continuous learning about emerging technologies, as well as 

to develop competence in utilizing these tools to inform clinical and operational 

decisions (Bansal et al., 2019). 

Furthermore, the transition towards ‘value-based care’ necessitates a profound shift in 

the strategic focus of healthcare leaders. Rather than solely prioritizing cost 

containment, leaders are increasingly accountable for improving both the quality and 

equity of care delivered to diverse patient populations. This requires a deep 

understanding of population health metrics and an emphasis on addressing social 

determinants of health, which are significant influences on patient outcomes. As such, 

effective leaders must be equipped to navigate the intricacies of value-based 

healthcare, ensuring that organisational goals align with the overarching mission of 

delivering high-quality, patient-centred care (McCarthy et al., 2016). 
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Recommendations for Enhancing Leadership Effectiveness in NHS Hospitals 

Considering the findings from this study, several actionable recommendations can be 

proposed to enhance leadership effectiveness in NHS hospitals: 

1. Tailored Leadership Development Programs: It is crucial for NHS organisations to 

invest in comprehensive leadership development tailored to the unique challenges 

within the healthcare sector. These programs should emphasise transformational 

leadership principles, equipping leaders with the skills necessary to engage and 

motivate staff while fostering a culture of collaboration and continuous improvement 

(Bennett & Otley, 2021). 

2. Robust Communication Frameworks: Establishing effective communication 

channels that facilitate dialogue between leadership and frontline staff is paramount. 

Strategies may include regular stakeholder meetings, digital communication platforms, 

and feedback systems to ensure that staff members feel valued and empowered to 

contribute to decision-making processes (Katz & Kravitz, 2020). Open communication 

fosters trust and contributes to a positive organisational culture. 

3. Investment in Data-Driven Decision-Making: NHS organisations should prioritise the 

integration of data analytics into leadership practices. Leaders must be trained not only 

in interpreting data but also in translating insights into actionable strategies. Promoting 

a culture that values data-derived decision-making will enhance operational efficiency 

and patient care quality (Pryjmachuk et al., 2017). 

4. Promotion of Interdisciplinary Collaboration: Healthcare leaders should actively 

promote and facilitate interdisciplinary teamwork by creating opportunities for 

collaboration and shared objectives. Such efforts may include joint training programs, 

collaborative projects, and incentive structures that reward cross-functional initiatives. 

This approach not only enriches the decision-making process but also improves the 

overall care experience for patients (Harrison et al., 2019). 

5. Emphasis on Patient-Centred Care Models: As the healthcare environment pivots 

towards patient-centred care, leaders must ensure that their strategies incorporate 

patient voices and feedback. Engaging patients in the decision-making process helps 
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to align care practices with their needs and preferences, thereby enhancing the 

effectiveness of interventions and the overall patient experience (Brown et al., 2021). 

Potential Areas for Future Research and Policy Development 

The insights gained from this research point to several key areas that warrant further 

investigation and policy attention: 

1. Longitudinal Research on Leadership Impact: Future studies should undertake 

longitudinal analyses that track the evolution of leadership styles and their 

corresponding impacts on organisational performance and patient outcomes over time. 

Such research could provide critical insights into the effectiveness of various 

leadership strategies within the NHS context (Caldwell et al., 2018). 

2. Contextual Variability in Leadership Effectiveness: Exploring leadership 

effectiveness across diverse healthcare contexts—such as rural versus urban 

hospitals or public versus private institutions—could yield valuable insights into 

context-specific challenges and successful strategies tailored to varying environments 

(Birch et al., 2017). 

3. Technology’s Influence on Leadership: Research should delve into how 

technological innovations are reshaping leadership styles and decision-making 

processes in healthcare. Understanding how leaders adapt to and integrate new 

technologies will be crucial for advancing organisational performance in an 

increasingly digitalised landscape (Fitzgerald et al., 2020). 

4. Frameworks for Value-Based Care Implementation: Policymakers and researchers 

should work collaboratively to develop frameworks that support the implementation of 

value-based care models. Such frameworks must focus on aligning provider incentives 

with quality outcomes, thereby enhancing the sustainability of healthcare delivery 

systems (Hibbard et al., 2017). 

5. Addressing Social Determinants of Health: Future research must explore how 

effective healthcare leadership can address social determinants of health through 

policy and organisational initiatives. This investigation will be vital in developing 
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strategies that promote health equity and improve community health outcomes (Woods 

et al., 2018). 

In conclusion, this study provides a nuanced understanding of the pivotal role of 

effective leadership and decision-making in advancing cost-efficiency within NHS 

hospitals. As healthcare continues to evolve, the recommendations outlined here are 

essential for enabling NHS leaders to navigate emerging trends successfully. By 

fostering a culture of collaboration, investing in data-driven decision-making, and 

prioritising patient-centred practices, NHS hospitals can enhance leadership 

effectiveness and improve overall healthcare delivery. Moreover, the identification of 

potential areas for future research and policy development highlights the need for 

ongoing inquiry and adaptation in response to the changing healthcare landscape. The 

path forward demands a commitment to continuous improvement and innovation in 

leadership strategies to fulfil the goal of delivering high-quality, equitable healthcare for 

all.  
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APPENDICES 

Appendix 1 

Communication and formal agreement to participate in the interview/shadowing have 

helped me to get the insight for this research. 

1)Accepted: Jiji Philip/Matthew Trainer - Research/PhD 

This event occurred 11 months ago (Mon 2024-09-16 13:30 - 14:00) 

Follow up  

CEO Office, Trust HQ, Queen's 

 

2) Dear Jiji, 

I would be happy to support this. 

I have copied in my PA, Natalie, who will help coordinate on our side of things. 

Thank you, 

Thom 

Accepted: Jiji Philip Shadowing Thom Lafferty 

This event occurred 6 months ago (Tue 2025-02-11 10:45 - 17:15) 

Please Report to Trust HQ, First Floor. 

 

3) Accepted: discussion re PhD  

This event occurred 1 year ago (Thu 2024-04-11 15:30 - 16:00) 

Follow up 

Microsoft Teams Meeting 
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PHILIP, Jiji (BARKING, HAVERING AND REDBRIDGE UNIVERSITY 

HOSPITALS NHS TRUST) 

 CAPITO, Clare (NHS ENGLAND – X24) 

 Accepted: discussion re PhD 

Thu 2024-04-11 15:30 - 16:00 

Microsoft Teams Meeting 

4) Re: Dates of 2024 Chief Nurse Fellow Programme  

From: SM-CHIEFNURSEFELLOWSPROGRAMME (BARKING, HAVERING 

AND REDBRIDGE UNIVERSITY HOSPITALS NHS TRUST) 

<bhrut.chiefnursefellowsprogramme@nhs.net> 

Sent: 22 December 2023 09:50 

To: PHILIP, Jiji (BARKING, HAVERING AND REDBRIDGE UNIVERSITY 

HOSPITALS NHS TRUST) <jiji.phillip@nhs.net> 

Subject: RE: Dates of 2024 Chief Nurse Fellow Programme 

  Dear Jiji, 

  Thank you for your email. 

 I can confirm I have booked you onto the Chief Nurse Fellow Programme the 

week commencing the 26 February 2024. 
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Appendix 2 

Questionnaire used during surveys and interviews 

1. How do leadership styles impact resource allocation in NHS hospitals? 

2. What role does decision-making play in optimising cost-efficiency within NHS 

England? 

3. How can effective leadership foster innovation in healthcare delivery at NHS 

facilities? 

4. What are the key challenges faced by NHS England administrators in 

managing healthcare resources? 

5. How does organisational culture influence decision-making processes in NHS 

hospitals? 

6. What strategies can leaders employ to overcome resistance to change in the 

healthcare setting? 

7. How do different leadership approaches affect staff motivation and 

productivity in NHS organisations? 

8. What lessons can be learned from successful resource management 

practices in other healthcare systems globally? 

9. How can data-driven decision-making processes improve cost-efficiency in 

NHS England? 

10. What are the ethical considerations associated with leadership decisions 

impacting cost-efficiency in healthcare? 

11. To what extent do external factors, such as government policies, influence 

leadership efficacy in NHS England? 

12. How can leaders balance the need for cost-cutting measures with 

maintaining high-quality patient care standards? 
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13. What are the potential implications of ineffective resource management on 

patient outcomes in NHS hospitals? 

14. How do perceptions of leadership effectiveness vary among different 

stakeholders within NHS England? 

15. What innovative technologies or approaches can support more efficient 

resource management in healthcare settings? 

16. How do leadership development programs contribute to improving decision-

making skills among healthcare administrators in NHS England? 

17. What strategies can be implemented to enhance collaboration and 

communication among healthcare leadership teams in the NHS? 

18. How do regulatory requirements impact decision-making processes related 

to cost-efficiency in NHS hospitals? 

19. How do market dynamics and competition influence the decision-making 

strategies of NHS England executives? 

20. What best practices can NHS England adopt from high-performing 

healthcare systems to enhance leadership efficacy and decision-making 

processes? 
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Appendix 3 

PhD Journey Gantt Chart Outline (October 2023 - October 2025) 

1. Coursework & Literature Review 

• October 2023 - March 2024 

o Complete required courses 

o Conduct literature review 

2. Research Proposal Development 

• April 2024 - June 2024 

o Identify research questions 

o Develop research methodology 

o Write and submit a proposal 

3. Proposal Defence 

• July 2024 

o Prepare for defence 

o Conduct defence 

o Revise proposal as needed 

4. Data Collection 

• August 2024 - December 2024 

o Develop data collection tools 

o Collect data (surveys, experiments, etc.) 

5. Data Analysis 
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• January 2025 - March 2025 

o Analyse collected data 

o Interpret results 

6. Dissertation Writing 

• April 2025 - August 2025 

o Write dissertation chapters 

o Revise and edit 

7. Dissertation Defense Preparation 

• September 2025 

o Prepare defense presentation 

o Submit final dissertation draft 

8. Dissertation Defense 

• October 2025 

o Conduct defense 

o Make final revisions post-defense 

 


