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Abstract
Background  The participation of nurse leaders in decision-making has been described as vital for healthcare 
organisations. However, their involvement in health policy-making is still suboptimal and their contribution is 
frequently unnoticed. This study aimed to understand the contribution of nurse leaders in decision and policy-making 
during the COVID-19 pandemic to inform future health crisis management.

Methods  A qualitative study using a thematic approach was carried out together with the European Academy of 
Nursing Science between January 2022 to December 2023.

Findings  74 nurse leaders from 14 different European countries were interviewed. During COVID-19 pandemic, 
nurse leaders contributed to redesign nursing care delivery, opening COVID wards, designing vaccination units, and 
readapting nursing students’ curricula. Nurse leaders addressed the uncertainty through shared decision-making, 
based on real-time knowledge and available evidence. Self-confidence, empathy, and the ability to adapt to a 
changing situation were considered essential to fulfil their professional duties. Due to the lack of effective ready-
made solutions, nurse leaders were concerned about the consequences of their decisions throughout the pandemic, 
generating feelings of anxiety and uncertainty.

Conclusion  The pandemic made the role and competence of nurse leaders more visible, highlighting the 
importance of their contribution to healthcare systems.

Implications for nursing and nursing policy  The results of this study highlight the urgent need for healthcare 
systems to improve their preparedness for future health crises. Moreover, due to the fundamental contribution that 
nurse leaders had on the management of the pandemic, from clinical to educational settings, the position of nurse 
leaders in decision-making processes must be strengthened.
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Background
Every day, nurse leaders make decisions that are relevant 
for clinical outcomes [1], and which also may influence 
policies [2]. Decision-making is therefore a fundamental 
component of nursing practice and represents one of the 
core elements at each level of the profession, from deci-
sions in the clinical arena to the influence of international 
policies [2].

Decision-making is generally recognised as the pro-
cess of making choices, and the capacity to take, act, 
and follow a decision. Decision-makers usually follow a 
sequence of different steps. Firstly, they identify a prob-
lem and gather information. Subsequently, they seek 
solutions, recognising possible alternatives and choices. 
The end of the process consists of planning and analysing 
the consequences of the decision taken [3]. In the con-
text of health policy, decision-making is recognised as the 
process of selecting and implementing actions or strate-
gies that can influence the organisation, delivery, and 
financing of health services to promote the general health 
and well-being of individuals and populations [3].

Recent years have seen an increase in nurses’ partici-
pation in managerial and political decision-making, such 
as resource allocation, care pathway planning, develop-
ment of guidelines and public health policies [4]. Nurses’ 
involvement in health policy is, however, still suboptimal 
[5]. Nurses are recognised as knowledgeable decision-
makers at the clinical level, but they often lack oppor-
tunity and access to appropriate training to be able to 
influence political decision-making [5]. The World Health 
Organization (WHO), in collaboration with the Interna-
tional Council of Nurses and the Nursing Now campaign, 
advocates for nursing inclusion in decision-making to 
amplify the voice of the largest healthcare group, enhanc-
ing care across all settings and transitions [6]. A recom-
mended solution to enhance nurses’ readiness for policy 
development and strengthen global nursing leadership is 
to provide opportunities for improving leadership, auton-
omy, and communication skills through capacity-build-
ing and personal development programmes [7].

Different factors could hinder nurses from participat-
ing in health policymaking. Professionally, the lack of 
awareness of policy issues and processes, knowledge, 
and leadership skills to implement decisions at the health 
policy level still limits this participation [8]. Further-
more, nurses perceive a series of professional specific 
obstacles that limit their participation, such as feelings of 
inadequacy and powerlessness [8], or perceptions about 
low levels of autonomy [2, 8]. Nurses are often limited 
to implementing policies, reducing their confidence in 
understanding the full policy cycle [5, 9]. Organisational 
factors, such as heavy workloads and lack of manage-
rial support, further hinder their participation in health 
policy decisions [9]. These aspects reduce the time that 

nurses may spend on training and activities associated 
with policy making, as well as developing self-esteem 
and motivation for health policy decisions [2, 5, 8]. The 
complex interplay of gender-based societal factors sig-
nificantly hinders political participation. According to 
WHO, gender bias in nursing limits women’s participa-
tion in health policy decision-making compared to men 
[6, 10].

The COVID-19 pandemic significantly impacted nurs-
ing care, with nurses seeking to deliver high-quality care 
despite challenges [11]. Numerous health policy deci-
sions were rapidly implemented to address the urgent 
challenges posed by the situation [12]. Alongside other 
healthcare professionals, nurses played a crucial role in 
making significant decisions during the COVID-19 pan-
demic. These decisions were frequently not brought to 
the public’s attention, but their contribution went unno-
ticed. The decisions made by nurses positioned at differ-
ent hierarchical levels – managerial, tactical, strategic, 
or political [13] – during the pandemic were, therefore, 
not described or represented publicly. Decisions made 
were often reported anecdotally and focused primarily 
on clinical aspects of nursing [14]. Those aimed at influ-
encing health policies were not highlighted [5]. Analysing 
nurses’ decision-making processes during the pandemic 
can illuminate the critical value of their active participa-
tion in healthcare planning. This extends beyond clinical 
considerations, emphasising their vital role in shaping 
health policy decisions even after the pandemic emer-
gency has subsided.

Theoretical framework
The term ‘decision’ refers to a formal judgement, evoked 
by stimuli or crises needing a solution [15]. Decisions 
imply a commitment to action to identify a resolu-
tion for a problem [16, 17]. Specifically, the concept of 
‘decision-making’ is defined as the process of making 
choices, the capacity to take, act, and follow a decision 
[18]. Literature allows the identification of four core ele-
ments characterising decision-making: situational aware-
ness, antecedents, decision, and consequences (Fig. 1). 
Before decision-making could take place, situational 
awareness is fundamental, as it describes the ability to 
perceive the presence of a problem in a specific context 
[19]. Acknowledging the problem also means having a 
holistic perspective, considering the environment, and 
foreseeing the potential consequences [19, 20]. Once the 
problem has been identified, Noone et al. [16] and Mat-
terson et al. [21] theorised the presence of antecedents 
in any process of decision-making. Antecedents help 
decision-makers identify possible solutions. They encom-
pass the factorisation of the main issue into simpler ele-
ments, collaboration, shared responsibility, information, 
and seeking solutions considering available human and 
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material resources, gathered information, and short-term 
consequences.

The decision represents the moment of choice between 
two or more options. Five types of decisions are pos-
sible: (i) no decision, when the decision makers ignore 
or procrastinate the necessity to make a choice, such as 
delaying the revision of a nurse-to-patient staffing pol-
icy despite evidence of increased workload and adverse 
patient outcomes [22]; (ii) imposed decisions, when the 
decision makers cannot choose independently because of 
an executive decision, such as enforcing a staffing model 
mandated by hospital administration or health authori-
ties without input from nursing leadership [23]; (iii) 
creative actions, when the decision makers introduce cre-
ative choices, designing a custom made solution, such as 
developing a new nurse-led care pathway tailored to the 
needs of a specific patient population [17]; (iv) modify 
ready-made decisions, when the decision makers do not 
implement innovative solutions but try to adopt the past 
ones, such as reapplying an existing clinical protocol with 
minimal updates to address a new healthcare context 
[15]; (v) decisions based on a personal judgement and/
or third part, when decision makers do not evaluate risks 
and alternatives carefully, but they are influenced by per-
sonal prejudices or third part, such as adopting a nurs-
ing policy based primarily on senior clinicians’ opinions 

or external consultants’ recommendations rather than 
empirical evidence [15].

To evaluate the magnitude of the decision, Noone et 
al. [16] and Matterson et al. [21] underlined the impor-
tance of considering the consequences that decisions 
elicit. Every decision could solve the initial problem, reaf-
firming the solution consistently, or worsen the situation, 
highlighting the need for a different solution [16, 17, 21]. 

Three main levels differentiate decision-making in 
healthcare organisations: clinical, managerial, and politi-
cal. Clinical decision-making refers to the intuitive and 
analytical process of making an informed judgment over 
the treatment necessary for a patient [24], while manage-
rial decision-making refers to the systematic process by 
which managers at all organisational levels analyse prob-
lems, evaluate alternatives, and select a course of action 
to achieve specific goals [25]. Political decision-making 
describes the process by which individuals or groups 
make choices and implement governance actions at a 
broader level through policy-making [26]. Being involved 
in policy decision-making is a powerful means to advo-
cate for effective and equitable services. In healthcare 
settings, nurses, due to their daily interactions with indi-
viduals and communities, can play a pivotal role in defin-
ing policies [27].

Worldwide, nurses represent the largest proportion of 
healthcare workers, provide care to patients and families 

Fig. 1  Core elements characterising decision-making process
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in hospital and community settings, and are the most 
trusted, thanks to the values that characterise the profes-
sion [28]. The acquired skills, knowledge, and close daily 
relationship with patients make them key stakeholders 
and active participants in health policy-making [29].

Overall, decision-making is a complex and multi-
dimensional process influenced by the environment, 
social dynamics, personal and/or group dynamics [30]. 
Changes in the environment may interrupt, delay some 
steps of the process or, in some cases, impose the neces-
sity to take immediate decisions. Still, can modify the 
problem itself, making necessary another reflection on 
the factors that constitute the problem. Moreover, deci-
sions are influenced by social and group dynamics [31]. 
Unexpected implementation of organisational rules or 
the promulgation of a law can both simplify and nullify 
the entire process. Moreover, each person is a bearer of 
values, beliefs, and experiences. As highlighted by Mint-
zberg et al. [15], political activities are also fundamental 
in the decision–making process, because they reflect the 
influence of individuals who try to satisfy their personal 
and institutional needs.

Aim
Our study aimed to understand the contribution of nurse 
leaders in the role of health policy decision-making dur-
ing the COVID-19 pandemic, informing for future health 
crisis management. Our secondary objectives were to 
describe the role and factors that influenced the decision-
making process, the most relevant decisions made by 
European nurses during the COVID-19 pandemic, and 
their consequences.

Methods
Design
A descriptive study using a thematic qualitative approach 
was conducted. The European Academy of Nursing Sci-
ences due to its commitment to studying health policy 
decision-making, was asked to participate by the prin-
cipal investigator (MC). A steering group of Nursing 
professors from 14 universities with a PhD level of edu-
cation was formalised in December 2021 to conduct a 
study on the participation of European nurses in health 
policy decision-making during the COVID-19 pandemic 
(the ENVISION study). The ENVISION study lasted 24 
months, from January 2022 to December 2023. The study 
is reported according to the COnsolidated criteria for 
REporting Qualitative research (COREQ) [32]. (See Sup-
plementary Table S1. Consolidated criteria for reporting 
qualitative studies (COREQ): 32-item checklist).

Sample and participants
A purposive sampling approach was employed to ensure 
both specificity and diversity in the roles of nurse leaders. 

The sample included nurses from 14 European countries 
who were involved in health policy decision-making dur-
ing the COVID-19 pandemic. To maximise the diversity 
of roles, participants were recruited from the tactical, 
strategic, and political levels. The tactical level included 
nurses whose decisions were made at a ward or depart-
ment level, such as middle managers who coordinate 
a group of head nurses. The strategic level represented 
nurses who contributed to plan and achieve actions at a 
hospital or community level; an example could be nurse 
managers responsible for a hospital or a community dis-
trict. The last included nurses engaged at a political level 
who usually have the power to insert a specific topic into 
the political agenda or who are part of a political asso-
ciation, a committee, or a professional board that could 
influence the decision-making process at one of the other 
levels, such as those working for municipalities or min-
istries. Nurses who made decisions at a ward level (i.e., 
head nurses) or made decisions on clinical aspects, such 
as patient positioning and triaging were excluded. To 
achieve a balanced representation between European 
regions and nursing roles, at least one participant was 
included for each role for each country. Therefore, we 
assumed that a minimum of 42 nurses were included in 
the final sample.

Instruments
The interview guide was developed by the steering group 
who had previous experience on qualitative research. 
Based on the presented theoretical framework, literature 
on decision-making in nursing, four dimensions were 
identified, representing the evolution of the decision-
making process: (1) role definition, (2) antecedents and 
criteria of the decision, (3) actual decision, and (4) con-
sequences. The steering group agreed on the sequence 
and specific questions during online meetings. The final 
version of the interview guide was composed of 21 open 
and closed questions. Each question included in the 
interview guide has been designed to allow researchers to 
record and categorise the responses obtained from par-
ticipants quickly. The final version of the interview guide 
was drafted in English, and each of the members of the 
steering group translated it into their language; an exter-
nal collaborator for each country validated the translated 
final interview guide. The interview guide was tested 
in three countries on three nurses who met the inclu-
sion criteria. These nurses were not included in the final 
sample.

The interview guide is available in the Supplementary 
Material (Table S2. ENVISION study: Interview Topic 
Guide).
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Study procedure
Study procedures were harmonized across each country. 
Harmonization consisted in monthly meeting between 
the steering group. Procedures guidelines were agreed 
and shared before the beginning of data collection. Each 
member of the steering group identified participants 
within their country according to inclusion and exclu-
sion criteria. Each potential participant received detailed 
information on the purpose of the study and data col-
lection procedure, the informed consent form, and a 
copy of the interview guide to be examined in advance. 
If they agreed to be included in the study, participants 
were interviewed face-to-face or using an online meeting 
platform. Members of the steering group in their coun-
try conducted interviews in their own language. The one-
to-one interviews lasted approximately one hour. The 
responses provided by the participants were extracted 
simultaneously by the interviewers following the inter-
view guide, listing or reporting a brief transcription of 
the sentences in their own language. Each interview was 
audio recorded to assess the fidelity of the extracted data 
and no repeated interviews were carried out. For this 
purpose, the research assistants listened to the recorded 
interviews and checked the quality and completeness 
of the transcriptions, integrating quotes, and correcting 
errors. This validation allowed us to gather any missed 
details during the interview, and ensuring a rapid study 
resolution. Additionally, the awareness among inter-
viewers that a quality check would have been performed 
allowed them to focus on the essence of the interview 
and not on reporting information. Finally, this double-
check system allowed the information to be translated in 
English without any concern during the interview. Inter-
view transcripts were returned to participants to check 
for accuracy. After the validation of each interview, the 
data from each country was transcribed into a common 
extraction spreadsheet that was shared with the steering 
group, merged, and analysed.

Data analysis
Data were analysed using a team-based descriptive 
thematic analysis [33], chosen for its flexibility and 
consistency with the objective, methodology, and deci-
sion-making process dimensions of our study aim. The 
analysis was conducted in conjunction with data collec-
tion and the findings were compared between methods 
and data collection sources, against the original themes 
and data set [34]. The principal investigator worked in 
parallel with a group of three researchers experienced in 
qualitative analysis to analyse the data emerging on each 
of the four dimensions that make up the interview guide. 
Data were inductively analysed applying the six phases 
of (i) familiarisation with the data, (ii) initial coding, (iii) 
theme generation, (iv) revision, (v) definition, and (vi) 

validation [34]. A qualitative data analysis software was 
used, Atlas.ti version 8.1 [35], and the analysis of occur-
rence of identified codes and themes between nurse lead-
ers’ work positions was performed to identify possible 
patterns of decision within roles [36].

Data about antecedents and criteria closed questions 
were described through frequencies and percentages 
using participants as denominators.

Trustworthiness and credibility
To ensure data saturation and trustworthiness, key pat-
terns were observed in 90% of the interviews, with the 
remaining 10% was used to confirm and validate the 
results. Consensus on key findings was achieved through 
triangulation and discussions with the steering group and 
participants. Credibility and dependability were ensured 
using an audit trail, verbatim transcription, and member 
checking with a subsample of participants [37].

Ethics
The principal investigator obtained main ethical approval 
(University of Torino n. 0202731). Based on local ethi-
cal policies, each gatekeeper of each country requested 
approval in local ethical boards. All required local approv-
als were obtained before data collection commenced 
in each participating country. The informants received 
written study information, and, prior to inclusion, writ-
ten informed consent was obtained. Participants were 
informed that they could decide not to answer ques-
tions they were not comfortable with and that they could 
withdraw from the study at any time. Informants were 
pseudonymised by the gatekeepers and the collected data 
was treated confidentially. A data transfer agreement 
was signed between the principal investigator and the 
gatekeepers or the gatekeepers’ institutions. The pseud-
onymised data were analysed by the principal investigator 
team; the participants remained anonymous to the other 
gatekeepers and could not be identifiable in any way in the 
research reports.

Results
Sample description
A total of 74 nurses from 14 different European coun-
tries were identified (n = 5 Cyprus; n = 5 Denmark; n = 6 
Finland; n = 4 Germany; n = 5 Greece; n = 6 Italy; n = 4 
Kosovo; n = 8 Malta; n = 9 Portugal; n = 4 Slovenia; n = 5 
Spain; n = 3 Sweden; n = 5 Switzerland and n = 5 United 
Kingdom). No potential participants refused to partici-
pate to the study. The main characteristics of the sample 
are presented in Table 1.

In general, four main themes, characterising the deci-
sion-making of nurse leaders during the COVID-19 
pandemic, were identified (Table  2) and the patterns of 
theme occurrence withing nurse leaders’ work positions 
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were analysed (See Supplementary Table S3. Themes 
occurence among nurse leaders’ work positions).

Redesigning nursing care delivery
Nurse leaders decided how to allocate the workforce to 
guarantee appropriate care, contributed to the develop-
ment of health policies, and put local regulations into 
practice. This included different responsibilities, such as 
optimising the nursing workforce, providing personal 
protective equipment (PPE), planning clinical and emer-
gency care pathways, contributing to the design of health 
policies, guidelines, and implementing local regulations.

Overall, the management of human resources and the 
reorganisation of clinical settings were cross-cutting 
issues for all nurse leaders, regardless of their specific 
work position.

In relation to nursing shortage and healthcare service 
congestion, human resources management was one of 
the core aspects of decision-making of nurse leaders. 
This included the reorganisation of staff schedules with 
the temporary allocation of nurses in different services, 
but also the recruitment of new nurses due to staff short-
age. In particular, nurse leaders positioned at the strate-
gic level dealt with the potential deployment of nursing 
students who wanted to give their contribution to the 
pandemic management in the field.

Difficult to say what you were responsible for. […] 
Responsible for ensuring patient care, for the imple-
mentation of clinical requirements for the depart-

ment, joint responsibility for the organisation of 
the care of corona patients, responsible for hygiene 
issues, but also for convincing employees about vac-
cination, ward organisation, procurement of mate-
rials, new digital applications due to changed staff 
deployment; despite the pandemic situation, it was 
about the recruitment and retention of employees 
(Nurse Director, Germany)

Additionally, nurse leaders had to reorganise clinical set-
tings due to sudden and exponential increase in the num-
ber of COVID-19 patients, opening new departments, 
converting regular wards into COVID-19 dedicated 
units, activating a specific helpline to relieve the burden 
on the Emergency Centre and optimising the contact 
tracing system. Moreover, nurse leaders were actively 
involved in the epidemiological control service through 
COVID-19 testing and, to a lesser extent, in the organisa-
tion of vaccination hubs.

Since healthcare systems were not prepared to deal 
with a pandemic, and Coronavirus pathogenesis was 
unknown, health policies, and guidelines were needed to 
support healthcare professionals in exercising their pro-
fession and to prevent additional spreading of COVID-
19. Consequently, at the hospital, regional and national 
level, nurse leaders working at strategic and committee/
board levels were asked to provide situation reports and 
their professional advice to guide governance decisions, 
such as visiting restrictions. Moreover, they delivered 
specific education and training on how to provide care 
minimising the risk of contagion.

Some important duties were that I was the coordi-
nator of various projects, for example, the registra-
tion of covid cases. […] A second role that I had was 
to represent my department on the epidemiologi-
cal map committee, which made recommendations 
about the needed measures at the prefecture and 
municipality levels. Later I also got involved in the 
development of an application for tracing COVID 
cases of others and the ones they had contact with. 
(Senior Nurse, Greece)
 
The university created videos which were published 
on YouTube to update staff in nursing homes. It was 
critical for the staff to know how to take off a mask, 
how to act during a break, how to take out a rubbish 
bag, etc. This was not part of their regular practice 
before. (Nurse Director, Switzerland)

Even though healthcare systems were suffering from 
nursing shortages, a minority of nurse leaders across 
all their different work positions suspended nurses who 
refused to vaccinate. Nurse leaders had the responsibility 

Table 1  Characteristics of the participants (n = 74)
Characteristics
Sex (female), n (%) 55 (74.3)

Age, mean (SD); [range] 51.1 (7.5); 
[33–66]

Education, n (%)

  Bachelor degree 4 (5.4)

  Master degree 39 (52.7)

  PhD 22 (29.7)

  Other 9 (12.2)

Work position, n (%)

  Strategic 41 (55.4)

  Tactical 15 (20.3)

  Political 10 (13.5)

  Committee/board 8 (10.8)

Title, n (%)

  Director 11 (14.9)

  Nurse manager 36 (48.6)

  Senior nurse 12 (16.2)

  Other 15 (20.3)

Experience in the current position, mean (SD); [range] years 7.4 (6.2); 
[0,7–33]

Experience in a leading position, mean (SD); [range] years 12.9 (7.8); 
[1–40]
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Themes Sub-themes Illustrative quotes
Redesigning nurs-
ing care delivery

Management of 
human resources

“One of my main tasks included the staff schedule, the organisation of care in the sense of having enough nurs-
ing staff, or making the appropriate changes and transfers of staff to meet the needs that arose. Obviously, I was 
very involved in the recruitment of new nurses, I was also in charge of interviewing staff, this was something that 
was done in the midst of a pandemic”. (Nurse manager, Greece).
“The main activities were the reorganisation of nursing care in the family health unit where I have leadership 
functions, due to the need to allocate resources to areas dedicated to respiratory units, vaccination in home 
settings, monitoring in COVID-19 tracing, travel of team members for COVID-19 vaccination in vaccination centre 
and school settings.”. (RN, Portugal)

Deployment of 
nursing student

“The first one [decision] I would describe was around the use of student healthcare students during the pandemic. 
[…] So additional workforce was a really, really key part of this and healthcare students were really a logical 
decision that both us and lots of other governments around the world took as being an option. So working with 
our stakeholders, our midwifery council with our university sector and we, you know we have to rapidly develop a 
national policy around the deployment of students and things.” (Senior nurse, England)
“We had to identify available resources in the health network. Set up telephone hotlines for health staff, patients, 
and the public (with students and retired health professionals).” (Nurse manager, Switzerland)

Reorganisation of 
clinical settings

“The urgency of the situation required decisions to be taken quickly. We opened a unit within 8 h.” (Nurse man-
ager, Portugal)
“Opening and closing units according to the waves of the pandemic, considering the modularity of spaces.” 
(Nurse manager, Italy)

Design of vaccina-
tion units

“With the start of vaccination, [we] organise the location, personnel, preparation of lists of candidates for vac-
cination and control, and reporting on compliance with the vaccination strategy.” (Nurse manager, Slovenia)
“It was a unanimous decision. A proposal was made to the regional Ministry [of Health.]
There was no previous experience in mass macro-vaccination centres” (Nurse Manager, Spain)

Provision of 
guidance to 
governments

“We have a very particular role in advising the government around different approaches to decisions that the 
government would have taken or did take as part of the pandemic so you know they, they would seek advice 
from us around different things they would need to do (Senior nurse, England)
“[I have a] Political role, involved in various meetings and working groups in relation to Covid handling in Den-
mark at a political level including ministerial level” (Member of National Nursing Council, Denmark)

Application of 
regulations

“Political decisions, e.g. about compulsory vaccination, had to be supported, even if sometimes there were other 
professional opinions” (ND, RN with a strategic position, Germany)
“Stopped all the visitors except in the patient in critical condition” (Head of Nursing Inpatient services, Cyprus)

Decision-making 
process

Nature of the deci-
sions that need to 
be made

“Never took decisions alone.” (Senior lecturer, Malta)
“Some choices were also more or less imposed by the region and by regional political will, which did not lead to 
us being able to determine what to do.” (Nurse manager, Italy)

Criteria guiding 
decision-making

“The decision was made on the basis of new, real-time knowledge, because until then no one had encountered 
such a large epidemic and its consequences”. (Nurse manager, Slovenia)
“National authorities guidelines were good to follow when making decisions” (Medical responsible nurse in 
municipality, Sweden)

Decision-making 
individual 
characteristics

Role-specific 
competence

“I also tried to be very careful thinking in my competence at the decision making to not exceed my competence 
limits”. (Director, Spain)
“Competence is important but not many skills are required. Somehow you just grew into it”. (Nurse manager, 
Germany)

Personal and inter-
personal attitudes

“I’m a person who is self-confident. Of course, the opinion of others is always important. After all these years I 
always get reviews, some good and some not so good. But in general, because I know how to do my job, I love 
what I do and I do it with selflessness” (Nurse manager, Greece)
“We immediately asked ourselves how we could be helpful to our colleagues”. (Nurse manager, Italy)

Cognitive 
capabilities

“Whenever you make a decision, it’s always a risk. In order to make a decision you collect some data, you talk to 
colleagues, to other organizations. So personally, for each decision I make, I try to support it, because if I made 
that decision, it means that I saw and understood  something that lead me to that decision.” (Public health 
adviser, Greece)
“The scenario is changing, it is dynamic, and you must adapt”. (Nurse manager, Spain)

Emotions “Personally, the feeling of restlessness has been continuous. The situation was changing, and the information that 
we had was not verified. This situation of uncertainty generated me a lot of anxiety and concern. (Director, Spain)
“Making decisions in emergency cases has much more tangible and painful consequences, so it must be taken 
into account that decision-making is always accompanied by uncertainty. Uncertainty increased due to the fact 
that it was an emergency response” (Professor/researcher, Kosovo)

Table 2  Identified themes and categories
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of ensuring the respect of regulations to protect patients 
and healthcare professionals, even if that meant losing 
additional workforce on the field.

There was the sad part about the suspension of 
unvaccinated health workers, but there was no room 
for our own action, but for the state. (Nurse man-
ager, Greece)

Nurse leaders contributed to the management of an 
unprecedented health crisis and tried to support their 
colleagues through guidance and education as much as 
possible despite multiple challenges.

Decision-making process
Decision-making process was characterised by shared 
decisions, creative solutions, available evidence and 
resources. Over 74 participants, 74.3% (n = 55) declared 
that decisions were shared between team members and 
only in 15% of cases (n = 11) they were made indepen-
dently. Generally, not all decisions were ready made, but 
in most cases they were derived from a creative approach 
(n = 36, 48.6%) and less frequently they were imposed 
(n = 10, 13.5%) or ready-made solutions (n = 15, 21.6%).

Every decision was taken together, we’ve had autho-
rization, but we also had to work in groups (Nurse 
Manager, Kosovo).

The most relevant criteria used during the pandemic 
to prioritise decisions was related to the presence of 
human resources for nurse leaders positioned at tactical, 

strategic, and committee/board levels, whereas infor-
mation availability was the most important criteria 
employed by political nurse leaders. Compared to nurse 
leaders positioned at strategic, political and committee/
board levels, nurse leaders at the tactical level had to 
maintain a high degree of flexibility in their decisions, 
adapting to the daily changes according to the evolution 
of the epidemiological situation. Nurse leaders posi-
tioned at the strategic and political level took in high 
consideration the availability of material and environ-
mental resources to make their decisions, while commit-
tee/board nurse leaders relied mostly on co-responsibility 
between members. It should be noted that regardless of 
their work position, time was an important criteria guid-
ing nurse leaders’ decision-making (Table S2).

The institution’s Crisis Staff met daily, and adjusted 
its decisions on the fly based on the changes that 
occurred daily. […] The decision was made on the 
basis of new, real-time knowledge, because until 
then no one had encountered such a large epidemic 
and its consequences. (Nurse Manager, Slovenia)

Overall, it should be highlighted that decision-making 
did not underestimate the implications of their decisions, 
as most (58%) of the participants felt worried about mak-
ing decisions during the pandemic because they were 
uncertain about the possible resulting consequences on 
people’s lives.

Themes Sub-themes Illustrative quotes
Desirable out-
comes of decision-
making, at a price

Historical lack of 
structured nursing 
involvement in 
decision-making

“What nursing lacks in our country - and I know that some people may not want to hear this very much - is 
the more active involvement in nursing everyday life of people who are in decision-making positions.” (Nurse 
manager, Greece)
“I wish this study could convey the potential that nurses, regardless of their hierarchical grade, may have in man-
aging a disaster. All nurses can play a role and their competence should not depend on their hierarchical level for 
the function they are performing.” (Senior nurse, Portugal)

Renewed way of 
conceiving the 
nursing profession 
within the public 
and politics

“Nursing has been placed in the public spotlight. Citizens have seen everything we do. We are capable of leading; 
they must invest and believe in us.” (Nurse manager, Spain)
“In my role, I already knew how important the role of nursing is. The health system would completely collapse 
if there were no nursing care of a high-quality standard and sufficient quantity, the population has seen that. 
The importance of understanding the added value of nurses has been made clear, in any case.” (Nurse Manager, 
Switzerland)

Reorganisation of 
curricula of nursing 
schools

“My main role at the time of the first wave was rapid re-organisation of nursing degree programmes; rapid re-
orgainsation for practice learning – for the first year students who were removed from practice – and also those 
in community placements – which were stopped. […] and the re-organisation of the curriculum. (Senior nurse, 
England)
“ [We] transformed teaching into an online environment” (Professor/researcher, Cyprus)

Emotional distress 
due to the made 
decisions

“Due to the pandemic, my degree of participation in the decision-making increased. This crisis included us 
constantly in the decision-making. It was very stressful, you didn’t have time to plan, there was tension, staffing 
shortage, a market that had no new nurses to offer. It was very stressful.” (Nurse manager Greece)
“I was afraid of overburdening the faculty staff. I should have made more of an effort to analyse the consequences 
of the decisions made and of the context.” (Nurse Manager, Switzerland)

Table 2  (continued) 
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Decision-making individual characteristics
Professional and individual characteristics influenced 
the ability of the participants to make decisions. Nurse 
leaders positioned at strategic and political level felt that 
their leadership supported them in the decision-making 
process, while nurse leaders positioned at tactical and 
committee/board level relied more on their experience. 
Among the professional and individual characteristics 
influencing the decision-making ability, role-specific 
competencies, personal and interpersonal attitudes, cog-
nitive capabilities, and emotions can be acknowledged. 
Role-specific competencies refer to the set of skills, 
knowledge, and behaviours developed through experi-
ence in the working position that decision-makers should 
possess to provide proper response in emergency situa-
tions, such as relying on critical thinking, checking for 
accuracy and evidence of information, evaluating pros 
and cons, simplifying problems to adapt and respond to 
the situation.

I think you become capable when you are put in 
such a situation. I haven’t really thought about this. 
I think it’s a competence you achieve along the way. 
You can’t say that you had experience because you 
have never been in a situation like this before or even 
something remotely similar. I’m comfortable with 
the decisions I made, I think I have a good eye for 
whom to look out for and what to be aware of. Yes, 
I think others considered me to be qualified. (Senior 
nurse, Denmark)

Self-confidence and team collaboration supported 
decision-makers to influence other actors while being 
empathic, when necessary, in interpersonal relation-
ships. In addition, cognitive skills such as the ability to 
be responsive and flexible helped nurse leaders at every 
level to better analyse the situation and develop a strategy 
accordingly. Nurse leaders positioned at political level 
had to be able to set priorities and compromise, while 
nurse leaders at strategic and tactical level had to show 
their ability to justify the reasons under their decisions. 
Lastly, uncertainty was the most important influencing 
factor for the decision-making process for nurse leaders 
at tactical and political levels, while at the strategic level 
concern was more prevalent. In fact, uncertainty and 
concern, together with unpreparedness, resulting from 
managing a health crisis for the first time experienced by 
our participants, contributed to a sense of fear and stress 
in decision-making.

Due to the pandemic, my degree of participation in 
decision making increased. This crisis included us 
constantly in decision-making. It was very stress-
ful, you didn’t have time to plan, there was tension, 

staffing shortage, a market that had no new nurses to 
offer. It was very stressful. (Nurse manager, Greece)

For nurse leaders, COVID-19 Pandemic represented 
both a learning experience and an opportunity to dem-
onstrate their skills in decision-making and leadership in 
complex situations. Even if emotional burden was com-
mon, awareness of possessing skills and experience as a 
leader acted as a facilitator for decision-making.

Desirable outcomes of decision-making, at a price
The impact of nurse leaders’ decisions contributed to 
elevate nursing social value, optimise care, and preven-
tive behaviours of the population, and guarantee nursing 
education, but often led to physical and psychological 
burden.

Nurses reported a historical lack of active involve-
ment in decision-making, feeling that their contribution 
has often been functional to solving specific situations 
without a real willingness to engage them strategically in 
the chain of policy making affecting healthcare organisa-
tions and the nursing profession. However, the role and 
the efforts of nurse leaders during the pandemic showed 
their potential in the management of health crises.

I think nursing management is little recognised 
within health institutions. Important organisational 
and management actions are assigned to us, but we 
are not listened (to) when power decisions are made, 
decisions that generate important changes. (Nurse 
manager, Spain)

The involvement and efforts of nurse leaders contributed 
to a renewed perspective of conceiving the nursing pro-
fession within the public, politicians, not nurse leaders, 
healthcare organisations, and the media. The pivotal role 
and competencies of nurses became more evident from 
the care process to management responsibilities, increas-
ing the social value of nursing.

The role of nursing leaders has become more vis-
ible, the position of nursing leaders has strengthened 
(Nursing director, Finland).

However, the decisions of nurse leaders also had conse-
quences they perceived as negative, leading to emotional 
distress and energy consumption among the nursing 
workforce due to inadequate nurse staffing and col-
leagues leaving the profession permanently, contributing 
to the existing phenomenon of nursing shortage.

Some colleagues we failed to avoid losing them. 
Despite everything, it is not entirely the responsibil-
ity of the society. One of the members of our ethics 
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committee resigned. Despite working, talking, meet-
ing, we have not been able to retain valuable people 
who have also invested so much in the profession. 
(Nurse manager, Italy)

In particular, nurse leaders were aware that forcing nurses 
to change working units created insecurities and anxiety 
among them, with an increase in perceived workload.

Even if nurse leaders tried to act as best as they could, 
they felt they were not able to provide appropriate emo-
tional and organisational support to nurses.

The transition of employees, to work in a new place 
with new things. So, it turned out to be exactly as 
we suspected, very traumatic for many and that in 
turn led to reconsidering “do I want to work here, do 
I want to work with this?“. […] You choose to work 
in healthcare because you want to help others, and 
if you then feel that it was very traumatic, it is a 
shame that that commitment is killed. (Nurse man-
ager, Sweden)

The reorganisation of the curricula of nursing schools 
represented an additional element of concern for nurs-
ing teachers and professors, which required flexibility 
and adaptation to the continuous changes imposed by 
the pandemic. Unlike theoretical classes, it was clear that 
clinical internships could not be held fully online for the 
duration of the pandemic. At the same time, it should be 
noted that the clinical placements of students were com-
plicated by the lack of PPE, the shortage of nursing staff 
and the exhausted nursing staff that could not be over-
loaded with the responsibility of monitoring nursing 
students.

All the nurses were very tired at the time and receiv-
ing students would mean an added difficulty. Then, 
all the expenses: the services began to ask that the 
students had to bring PPE, so there were huge 
expenses with the students coming every week to pick 
up PPE to take to the services. (Senior nurse, Portu-
gal)

E-learning and the suspension of clinical internships 
raised concerns about compromising future nurses’ 
competence.

I was able to anticipate this notion that students 
may leave the degree with fewer competencies, 
namely in terms of instrumental skills and clini-
cal judgement/decision-making, which are impor-
tant elements for autonomous practice. (Professor /
researcher, Portugal)

Nursing professors and researchers endeavoured to 
maintain the highest quality of education by identifying 
solutions that balanced the fulfilment of nursing learning 
objectives with safety. They alternated between periods of 
in-person clinical internships and periods where training 
had to be suspended or adjusted to different schedules. 
“As it happened in every country, it was difficult to cope 
with the new and emergency, since it was something sud-
den and unfamiliar. Many actions were forced to be can-
celled (e.g., face to face training). However, progressively, 
the educational sector had managed to adapt and shift to 
alternative modes of training” (Member of the educational 
sector of the Nursing Services, Cyprus)

An additional challenge for nurse leaders, related to 
clinical internships, was handling the individual choices 
of undergraduate students on whether or not to be 
deployed in the clinical field, and the complaints and 
threats of the families of undergraduate students. In fact, 
some students really wanted to be part of the pandemic 
response and contribute, while other students were 
frightened. Fear was also common among students’ fami-
lies, raising feelings of anger because they did not want to 
risk the safety of their offspring.

I eventually had to turn my direct messages off my 
Twitter account because I had quite a lot of people 
contacting me. Really saying why are you sending 
my son or daughter into this with no protection, and 
you’ve got blood on your hands. You’ll be judged in 
the human rights court. […] as a leader, you know, 
I’m paid to take these tough decisions, but you know, 
stuff like that does get to you. (Senior nurse, Eng-
land)

The unpredictable effects and long-term consequences 
of their decisions combined with the need to act quickly 
caused nurse leaders to feel overwhelmed. To cope with 
their deep emotional burden, nurse leaders try to adopt 
a more collaborative approach within their teams, opt-
ing for shared decision-making and reliance on available 
evidence. Moreover, they considered the pandemic as a 
learning experience that made them realise the urgent 
need for healthcare systems to enable a more efficient 
response to future similar situations.

Looking back, I missed COVID hectic work. Learned 
and grew as a team. Huge learning experience. Grew 
as a manager and much better prepared for future 
pandemics - currently working on preparedness for 
possible Ebola pandemic and writing a book on the 
experience to leave to successors and as a historical 
record of these times. (Not available, Malta)
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Nurse leaders frequently reported how the pandemic 
represented a global health crisis that nobody was pre-
pared for. However, they put all their efforts into ensuring 
the best quality of care in a context debilitated by nursing 
shortage, lack of PPE, dissatisfaction with imposed visit 
restrictions, and lack of effective ready-made solutions 
to follow. Nurse leaders believe they have proved their 
competence and their value in decision-making in a very 
complex situation.

Discussion
This study aimed to understand the contribution of 
European nurse leaders to decision-making during the 
COVID-19 pandemic, focusing on influencing factors, 
key decisions, and their consequences to enhance aware-
ness for future health crisis management. Our findings 
highlighted the significant efforts of nurse leaders posi-
tioned at tactical, strategic, political, and committee/
board level in managing the pandemic, including reor-
ganising clinical settings, optimising care access, advising 
governments, ensuring nursing education, and train-
ing colleagues on safety procedures. Unsurprisingly, the 
management of human resources and the reorganisation 
of clinical setting were cross-cutting issues among all 
nurse leaders’ work positions, regardless of their country 
of origin.

Undoubtedly, the COVID-19 pandemic represented a 
critical moment in which healthcare professionals con-
stantly sought guidance on the implementation of safe 
behaviours [38]. Notably, in our study, such guidance 
did not originate from political nurse leaders, but rather 
predominantly from scientific societies, thanks to nurse 
leaders engaged at committees/boards levels. This may be 
attributed to the urgency of the situation, which required 
political nurse leaders to focus on broader health crisis 
management, limiting their ability to provide practical 
guidance insights.

Guidance was not an exclusive need of healthcare pro-
fessionals on the clinical field, but also of nurse leaders 
who were required to make important decisions in the 
absence of definitive knowledge. To overcome this situ-
ation of uncertainty and fulfil their roles, nurse leaders 
adopted different criteria and individual characteristics 
upon which base their decisions. Specifically, our results 
showed that nurse leaders positioned at the political level 
relied more on information availability and on their abil-
ity to set priorities and compromise compared to nurse 
leaders holding lower leadership roles. In fact, it is known 
that political decision-makers truly value the importance 
of information to orient their decisions and sustain their 
proposals within the public [39] while leaders positioned 
at more functional level, such us tactical and strategic lead-
ers, tend to prioritise the availability of human resources 
due to the immediate practical nature of their decisions 

and their closer daily contact [40]. Other than specific 
criteria, role-specific competence and personal attitudes 
acted as barriers or facilitators for nurse leaders’ decision-
making. Consistently with published literature, nurse lead-
ers at strategic and political levels attributed significant 
importance to their leadership competencies, whereas 
experience is the factor judged to those at lower leadership 
positions believed that their experience in the role enabled 
their decision-making competence [41, 42].

In the absence of ready-made solutions, nurse leaders, 
regardless of their work position, relied on shared decision-
making, considering different perspectives in a non-hierar-
chical manner. Concurrently, during a health crisis, without 
effective known solutions and with the need to act quickly, 
reaching a definitive agreement could be more challenging 
and time-consuming [43]. This uncertainty underscored the 
need for disaster management plans to enhance healthcare 
system preparedness [44]. In critical situations, the lack of 
predefined protocols was addressed through new strate-
gies, such as leveraging experience and creative thinking to 
develop situational solutions [45]. Creative decision-making 
fosters innovation by gathering relevant information, brain-
storming solutions, and implementing the best approach 
with flexibility for real-world adaptations [46, 47]. During 
the COVID-19 pandemic, nurse leaders adopted creative 
and innovative strategies to address constantly evolving 
challenges. Most decisions were not imposed by govern-
ments, except for measures like mandatory vaccination. 
Despite the difficulties, the pandemic drove innovation, 
enhancing competencies such as telehealth adoption, flex-
ible problem-solving, and sensitivity to public health man-
agement [48].

Notwithstanding nurse leaders are required to think 
creatively to fulfil management responsibilities, the 
potential consequences of these decisions resulted in 
emotional distress in our participants. Nurse lead-
ers faced significant challenges during the COVID-19 
pandemic, taking difficult decisions that often led to 
emotional distress. They had to act quickly, relying on 
real-time knowledge or instincts, and confronted vari-
ous ethical dilemmas. The scarcity of PPE caused moral 
distress, contributing to intentions to leave the profes-
sion [49]. Ensuring adequate PPE distribution during 
future pandemics is crucial. The suspension of healthcare 
professionals refusing vaccination and visitation bans, 
though necessary, were ethically questionable and high-
lighted the need for a more inclusive approach in future 
health crises [50, 51].

Globally, nursing education was also impacted, with 
modifications and suspensions of theoretical and clinical 
experiences [52]. Nurse leaders questioned the prepared-
ness of students graduating during the pandemic, as staff 
shortages limited the availability of experienced nurses to 
mentor them [53]. This underscores the need for health 
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crisis preparedness plans and training in nursing educa-
tion programmes.

Despite the acknowledged importance of nurse lead-
ers in decision-making, their engagement in health policy 
and leadership remains suboptimal [54]. Previous stud-
ies indicated that nurse leaders were often confined to 
implementing decisions made by non-nurse leaders [5]. 
Our findings suggest that while nurse leaders’ involve-
ment increased during the pandemic, there is concern it 
was limited to pandemic resolution, reflecting a broader 
marginalisation of the nursing profession.

Concerns about the nursing leader shortage have been 
raised [55]. The COVID-19 pandemic highlighted the need 
for an inclusive approach to health crisis management. 
Given the positive impact of nurse leaders on healthcare 
outcomes [56], it is crucial to regularly involve them in 
multidisciplinary decision-taking, beyond emergency 
situations. Barriers to their participation include lack 
of knowledge, skills, support, negative perceptions, and 
insufficient resources [8]. Historically, nurses moved into 
leadership with high clinical expertise but lacked specific 
leadership knowledge [57]. Despite educational invest-
ments, a gap remains between acquired competencies and 
involvement in policy-making [5, 7], negatively influenc-
ing the preparedness of healthcare systems to effectively 
respond to health crisis [44].

Nursing leadership development is currently embed-
ded in nursing curricula [58] and multiple international 
educational initiatives (e.g., Nursing Now Campaign) [6] 
have been developed to increase the nurses’ voice in pol-
icy-making. Consistently more training programmes are 
needed to foster nurse leaders’ preparedness for health 
crisis management. Research is needed to understand the 
impact of existing leadership educational programmes on 
active involvement in decision-making. This would facili-
tate a deeper understanding of the factors hindering opti-
mal nurse leader involvement and their preparedness for 
disaster management, enabling us to determine whether 
leadership programmes require revision to cultivate a 
culture of nursing decision-making, or if a fundamental 
shift towards participatory policy-making through the 
formal reorganisation of healthcare management struc-
tures, clearly defining stakeholders, responsibilities, 
actions, and relationships, is the critical pathway.

Strengths and limitations
The high degree of representativeness in this study, span-
ning 14 European countries and multiple hierarchical lev-
els of nurse leadership, enhances its significance. Moreover, 
this study was the result of iterative processes shared among 
the members of a leading nursing scientific society. None-
theless, even with these strands our results could be not 
fully transferable worldwide due to differences within roles, 
decision-making processes and healthcare funding systems. 

Also, other limitations should be noted. The involvement 
of different countries led to a longer timeframe for initi-
ating the study due to the need to acquire ethical consent 
from every organisation and translating the study materials. 
Additionally, the absence of countries like Belgium and The 
Netherlands, where nurse leaders have significant decision-
making roles, could limit the application of the findings. 
Moreover, our exclusion of frontline charge nurses, whose 
decisions are made at the ward level, limits the insights 
our findings can offer into point-of-care decision-making. 
While this decision was made to maintain analytical focus 
on policy-level decision-making, future research should 
incorporate frontline perspectives to provide a more com-
plete account of nursing decision-making across all hierar-
chical levels.

We acknowledge that gatekeeper-mediated recruitment 
may have introduced selection bias, as organizational con-
tacts may have preferentially identified certain types of par-
ticipants based on factors we could not fully control. While 
participants were recruited from the tactical, strategic, and 
political levels from different countries and at least one 
participant was included for each role and for each coun-
try, some degree of selection bias remains inherent to our 
qualitative approach. Interviews were performed between 
2022 and 2023; consequently, we could not exclude recall 
bias. Lastly, the extracts were audio-checked rather than 
having them fully transcribed, and transcriptions were not 
back-translated; however, this potential source of transla-
tion bias was mitigated through member checking which 
helped confirm the accuracy and intended meaning of the 
transcriptions.

Conclusions
During the pandemic, the role and competence of nurse 
leaders became more visible. Despite limited reliable knowl-
edge, they took difficult decisions to ensure the safety of 
patients, students, and healthcare professionals, often fac-
ing psychological distress and ethical dilemmas. The posi-
tion of nurse leaders in healthcare organisations should be 
recognised and strengthened through active involvement in 
all stages of decision-making. Our multi-country accounts 
demonstrate that nurse leaders drew upon and developed 
competencies relevant to policy decision-making through-
out the pandemic. These findings support arguments for 
more formalized nursing roles in policy processes and for 
investment in leadership development and preparedness 
structures.

Implications for nursing and health policy preparedness, 
response, and recovery
The competence shown by nurse leaders in the management 
of the pandemic, despite their lack of previous such experi-
ence, highlighted the urgent need for healthcare systems to 
work on the preparedness for future health crises, through 
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dedicated task-forces, which must include the nursing pro-
fession, accounting for cost of nursing actions that result 
from managerial or strategic decisions [59]. Furthermore, 
the adept management of the pandemic by nurse leaders 
showcased their indispensable contribution to navigating 
complex scenarios. This implies a clear call for strengthen-
ing the position of nurse leaders in decision-making pro-
cesses. Investing in educational and training programmes 
oriented to policy-making competences for postgraduate 
nurses and claiming a strategic inclusion and active involve-
ment in the decision-making chain among healthcare 
organisations could, for instance, be effective strategies.
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