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Purpose: To identify the differences in experiences during wave I and II of the COVID-19 
pandemic among healthcare leaders.
Background: It is expected, that working conditions for COVID-19-pandemic frontline 
staff will change, as health care organizations have gained experience with handling the 
consequences of the disease.
Methods: An online survey was sent out to Danish health care leaders during the first and 
the second pandemic wave. Comparative analyses were performed in relation to three key 
characteristics: management level, management education and experiences as a leader.
Results: Eighty-nine health care leaders completed both surveys. Significant differences were 
found within the entire group across the key characteristics as they felt more prepared for each stage 
of the situation, they had more influence on the decisions taken, and they felt more concerned about 
the quality of treatment and care and their own health. Further significant results related to the three 
key characteristics were found at 1) Management level: The heads of department experienced being 
better informed, having more overview of their tasks and that these were meaningful. The ward 
managers experienced being more able to work in consistency with own beliefs and values, though 
they felt more overloaded. 2) Level of management education: Leaders, without a formal manage
ment education, experienced being more supported by staff. 3) Years of experiences as leader: 
Leaders with more than five years of experience, experienced being more prepared and informed, 
had more influence on decision-making, and were more worried about their own health.
Conclusion: The learning from experience that happens naturally in crisis situations is the 
reason why the leaders feel more prepared. However, there is a need for further leadership 
and practice development, to create contexts where leaders feel more ready for all aspects of 
their role.
Keywords: follow-up, clinical leadership, management, communication, online survey

Plain Language Summary
This study is comparing two surveys sent to health care leaders during the first and 
the second wave of the COVID-19 pandemic in Denmark. In all, 89 health care leaders 
completed both surveys, and the development across the two waves is reported within the 
characteristics: Management level, formal management education, and years of experience as 
a leader. Results revealed, that amongst others, the leaders felt more prepared for the second 
wave of the pandemic and had more influence on the decisions taken. At the same time, they 
felt more worried about their own health during the second wave. It is clear, that 
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preparedness for crisis is a key consideration and one that 
requires strategic leaders to consider practice development. In 
addition, there is a need for further leadership development to 
create contexts where leaders feel more ready for all aspects of 
their role.

Introduction
In a crisis situation like the COVID-19 pandemic, it is the 
duty of leaders to provide their staff with clear information 
about what lies ahead of them, while, at the same time, 
reinforcing the importance of staff effectiveness and the 
organization’s commitment to supporting the enablement 
of effectiveness.1

However, the COVID-19 pandemic has created 
a situation, few health care leaders were able to imagine 
just a few years ago.2 In a cross sectorial study at a Danish 
hospital among 115 health care leaders during the first 
COVID-19 wave in 2020, some leaders experienced 
a lack of timely relevant information, involvement in 
decision-making, and acknowledgement, resulting in the 
leaders sense of own competences and leadership being 
pressured, when they had to balance different stake
holders’ needs.1 In order to support practice development, 
including authentically engagement and transformation of 
leadership practices, the researchers behind the study pre
sented these results to the executive management and the 
leaders’ networks at the hospital.3,4 This quickly led to 
a researcher facilitated workshop between ward managers 
and the executive management and to a new communica
tion strategy. This resulted in agreements on a more con
structive and sustainable way forward, including 
strengthening communication and providing direct leader
ship support. When the second COVID-19 wave began 
late in 2020, the researchers repeated the study.

Purpose
The aim of this study was to identify and discuss the 
differences in experiences during the first and second 
wave of the COVID-19 pandemic, spring 2020 and winter 
2020/2021 respectively, among healthcare leaders.

Methods
Design
The study was a cross sectional descriptive and compara
tive study, using questionnaires.5 It was based on the 
principles of applied research.6 An on-line survey was 
developed for this study, as no validated questionnaire 
appropriate for our purposes was available. An 

EQUATOR-checklist for cross-sectional studies 
(STROBE checklist) was applied.7

Sample and Setting
The study took place at a regional acute hospital complex 
in Denmark. The hospital has departments at four different 
locations and has in total 738 beds and 19 clinical depart
ments, including medicine, surgery, and intensive care.

All clinical and para clinical leaders with staff respon
sibility were invited to complete the survey. This included 
physiotherapists, doctors, nurses, biomedical laboratory 
technicians, medical secretaries, radiographers, midwives, 
and dentists. Leaders were defined as employees from 
clinical and para clinical departments with staff responsi
bility. They were recruited through data supplied by the 
Human Resources Department, who identified the popula
tion by focusing on job title and responsibility.

Para clinical departments are those, who provide a service 
for patients without direct involvement in care. Even though 
these leaders did not have direct responsibility for patient 
care, they were included in the study, as they represented an 
important part of the complete COVID-19 organization.

Development of the Survey
As no tool to examine health care leaders’ experiences 
during the COVID-19 pandemic was recommended by 
national leading management researchers, an extensive 
literature review was conducted. Based on the findings 
from the literature review, an expert group developed 
a questionnaire with 27 questions. The expert group con
sisted of two nursing professors, a clinical nurse research 
leader, a postdoc nurse, and a PhD nurse specialist. The 
questionnaire was face and content validated. A detailed 
description of the development, and testing of the survey 
instrument, can be found in a previous publication.8

The survey used during the second wave, was similar 
to the one distributed in the first wave except for a few 
alternations, described below. It was decided to make as 
few changes as possible, in order to increase the reliability 
and comparability of the results from the two surveys.

Survey Structure
The survey consisted of questions concerning the partici
pants’ professional background, management level, years of 
experience as a leader, management education, and whether 
the participant had management responsibility for staff.

The subsequent 27 questions focused on the leaders’ 
own experiences during the first six weeks of COVID-19, 
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in the first and the second wave, respectively (Survey I and 
Survey II).

Responses were placed on a five-point Likert-scale 
(Always, Often, Sometimes, Seldom, Never/Almost 
never). In addition, the participants had the opportunity 
to expand on their responses in a column for open-ended 
answers for every 5th question. Finally, the participants 
were asked to evaluate, whether the handling of COVID- 
19 had helped them to develop as leaders.

Changes to Survey II
Added Questions in Survey 2 
Two questions, regarding the participants own story of 
infection with COVID-19, and whether the participant 
had a COVID-19 vaccination, were added to the 
questionnaire.

Changing the Order of the Questions 
In Survey II, the four questions, with patient-related word
ing, were placed together in the middle of the question
naire instead of being spread out in the questionnaire. In 
this cluster, an additional answering option “Not relevant” 
was added.9

Data Collection
The survey was distributed via the online program 
SurveyXact® with a specific hyperlink. It is a secure data 
management application.10 Survey I was distributed on 
24 April 2020, and Survey II 28 January 2021. In both 
rounds, reminders were sent at weekly follow-ups with the 
survey being closed three weeks after it was first distrib
uted. Completing the questionnaire was voluntary.

Data Analysis
The survey data were analysed with descriptive statistics 
using IBM SPSS version 23.0 (IBM Corp., Armonk, NY, 
USA). Only fully completed questionnaires were included 
in the analyses.

Participants’ characteristics are presented as numbers 
and means. Data were investigated for normal distribution 
using the Shapiro–Wilk test.11 Chi-Square test was used to 
investigate the goodness of fit between results of the two 
surveys.11

As all data were non-normal distributed, a Wilcoxon 
Signed Rank test was used as it compares longitudinal data 
from the same participants collected at different times. For 
this test, it is a prerequisite that: 1) the dependent variable 
must be measured at the ordinal level (Likert scale), 2) the 

independent variables are related and categorical, and 3) 
the distribution of differences between the scores of the 
groups are symmetrically shaped.11 This test only includes 
the participants that answered both questionnaire I and II.

Results are presented with a P-value (< 0.05 was 
considered significant for all analyses), negative ranks 
(number of participants who scored lower in the second, 
than in the first questionnaire), positive ranks (number of 
participants who scored higher in the second, than in the 
first questionnaire), and ties (number of participants who 
score the same in both surveys).

Grouping of Data
Several analyses were performed, and results were 
reviewed for relevance to the purpose of this study. 
Groupings that showed significant differences in experi
ences of the participants were selected, and results ana
lysed and discussed. The three relevant groupings were:

● Management level: Head of department or ward 
manager.

● Formal management education: Yes or no.
● Years of experience as leader: Less than two years vs 

more than five years.

Results
Responses from participants completing a survey at only 
one point are not included in this analysis. The number of 
participants who completed one of the surveys, but not the 
other, is presented in Table 1.

Participant Characteristics
Table 1 shows demographic data for those 89 leaders who 
completed both Survey I and Survey II.

Comparative Analyses
Results are presented as a table for the entire group of 
leaders. Results, with significant differences in the sub
groups are presented as histograms and with calculated 
percentages for ranks and ties. Extended tables with results 
can be found in Appendix 1 Tables 1–6.

All Leaders
Results comparing answers from the entire group of lea
ders answering both surveys are presented in Table 2. 
Comparing the difference in answers from the entire 
group revealed a statistical difference between the surveys 
for Q6 (P=0.01), where more participants (n=40), more 
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often, felt prepared for the next stage of the COVID-19 
situation in Survey II.

A significant difference was also found in Q8 (P=0.00), 
where more felt that they had influence in the decisions 
taken during the COVID-19 situation in Survey II.

In Q15, the significant difference (P=0.04) reveals that 
leaders were more concerned about the quality of treat
ment and care for the patients in Survey II.

Finally, a significant difference was found in Q20 
(P=0.00), where 35 participants, an increase of 39%, 

Table 1 Demographic Data for Leaders Completing Both Surveys

Survey I Survey II

Completed (n=89) Completed (n=89)

Completers not represented in the other survey and thus not included n=26 n=41

Characteristics n (%) Mean (Range) n (%) Mean (Range)

Gendera

Male 17 (19) 17 (19)

Female 72 (81) 72 (81)

Age (years) 53 (39–66) 54 (39–67)

Profession

Nurses 45 (51) 45 (51)

Doctors 16 (18) 16 (18)
Physiotherapists 4 (5) 4 (5)

Midwife 1 (1) 1 (1)

Medical secretaries 10 (11) 10 (11)
Radiographers 2 (2) 2 (2)

Biomedical laboratory technicians 11 (12) 11 (12)

Dentist 0 (0) 0 (0)
Physicist 0 (0) 0 (0)

Type of department
Clinical 72 (81) 72 (81)

Para clinical 17 (19) 17 (19)

Management level

Head of department 30 (34) 31 (35)

Ward manager 59 (66) 58 (65)

Formal management educationa

Yes 61 (69) 59 (66)
No 28 (32) 30 (34)

Years of experience as a leadera

< 2 years 18 (20) 10 (11)

3–5 years 14 (16) 16 (18)

> 5 years 57 (64) 63 (71)

Have you been vaccinated?a, b

Yes, 1st round – 10 (11)
Yes, both rounds – 77 (86)

No, not yet – 2 (2)

No, and I will not – 0 (0)

Have you been infected with COVID-19?a, b

Yes – 11 (12)
No (as far as I know) – 78 (88)

Notes: aInformation based on participants’ information; bOnly asked in Survey II.
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Table 2 Comparing All Leaders’ Answers from Survey I and Survey II

No Question Na n Negative 
Ranks

n Positive 
Ranks

Ties, 
n

P

1 I felt able to communicate quickly, clearly and transparently to my employees 

and collaborators

89 20 21.90 19 18.00 50 0.47

2 I was able to work in a way that was consistent with my beliefs and values 89 29 24.90 18 22.56 42 0.07

3 I have taken on management duties and responsibilities that I did not have 
before COVID-19

89 29 30.90 26 24.77 34 0.27

4 I had overview of the tasks my nearest leader assigned to me 89 25 21.26 19 24.13 45 0.64

5 I knew where to find factual knowledge of symptoms stage of the COVID-19 
situation as it developed and disease

89 19 21.16 21 19.90 49 0.91

6 I was prepared for each stage of the COVID-19 situation as it developed 89 40 33.46 22 27.93 27 0.01*

7 I had meaningful tasks during the COVID-19 situation 89 16 21.78 21 16.88 52 0.96

8 I had influence on the decisions taken during the COVID-19 situation 89 38 32.24 20 24.30 31 0.00*

9 I took complex decisions during the COVID-19 situation 89 30 25.20 18 23.33 41 0.08

10 I had to assign staff to other tasks than they are employed to do 89 30 31.65 33 32.32 26 0.68

11 I had to move/lend out staff to other units/departments 89 17 22.09 28 23.55 44 0.10

12 I had the necessary resources to effectively care for patients and staff 84 20 23.80 26 23.27 38 0.46

13 I was able to ensure that that the patients’ needs were met 79 16 20.69 21 17.71 42 0.74

14 I was able to answer patients’ questions about COVID-19 62 13 12.77 10 11.00 39 0.35

15 I was concerned about the quality of treatment and care for our patients 76 19 24.58 33 27.61 24 0.04*

16 I was kept well informed by my own nearest leader 89 23 18.28 13 18.88 53 0.14

17 I was able to answer staff questions about COVID-19 89 18 15.83 12 15.00 59 0.22

18 I felt overloaded 89 29 27.88 23 24.76 37 0.24

19 I was concerned about the health and well-being of the staff 89 29 29.83 28 28.14 32 0.74

20 I was worried about my own health 89 35 26.40 14 21.50 40 0.00*

21 I was worried about my family’s health 89 28 25.07 19 22.42 42 0.12

22 I had the managerial competences I needed to effectively manage the 
situation

89 20 20.50 20 20.50 49 1.00

23 Collaboration with the other leaders in my own department was adversely 
affected by the COVID-19 situation

89 29 24.38 20 25.90 40 0.33

24 I experienced support from my leader colleagues in the rest of the 
organization

89 23 24.13 24 23.88 42 0.92

25 I was supported by the staff of my department/unit with the decisions I made 89 16 21.81 27 22.11 46 0.10

26 The staff supported the decisions of the hospital management 89 21 22.43 25 24.40 43 0.42

27 I feel well prepared if a similar situation arise again 89 29 25.21 20 24.70 40 0.19

Notes: Negative ranks (number of participants who scored lower in the second, than in the first questionnaire), positive ranks (number of participants who scored higher in 
the second, than in the first questionnaire), and ties (number of participants who scores the same in both questionnaires). (Items measured from 1=Always; 2=Often; 
3=Sometimes; 4=Seldom; 5=Never/Almost). aThe possibility to answer not relevant in question 12–15 inflects on the N (and thereby the n’s) as these answers are excluded 
to insure equality. *p-values are considered significant when ≤ 0.05.
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were worried more often about their own health in Survey 
II as compared to Survey I.

Ward Managers
Results with significant differences for the ward managers 
are presented in Figure 1. To ward managers, there was 
a significant difference between the two surveys in Q2 
(P=0.05), where more ward managers more often thought 
that they were able to work in a way consistent with their 
own beliefs and values at the time of Survey II.

In Q6, a significant difference (P=0.05) was found with 
a higher number of participants (43.4%) who more often 
felt prepared for each stage of the COVID-19 situation, as 
it developed.

Of the 53 ward managers, nineteen (35.8%) felt more 
overloaded (Q18), at the time of Survey II (P=0.04) and in 
Q20, twenty-two (41.5%) were more concerned about 
their own health (P=0.00).

Heads of Departments
Significant differences for heads of departments are pre
sented in Figure 2. To heads of departments, significant 
differences between Survey I and Survey II were found in 
Q4, where more participants (43.3%) more often had an 
overview of the tasks assigned to them by their nearest 
leader (P=0.03) at the time of Survey II compared to the 

time of Survey I. More participants more often felt pre
pared for each stage of the COVID-19 situation as it 
developed (P=0.05), they experienced having meaningful 
tasks during the COVID-19 situation (P=0.05), and they 
could influence the decisions made (P=0.05) (Q6-8).

A significant difference was found between the surveys 
(P=0.02), when more heads of departments (40%) more often 
felt they were kept well informed by their own nearest leader 
(Q16), at the time of Survey II, compared to that of Survey I.

Leaders without Management Education
Figure 3 shows significant differences concerning leaders 
without a formal management education. Within this 
group, 50% more often felt (Q8) that they could influence 
the decisions made during the COVID-19 pandemic in 
the second survey (P=0.03).

In relation to Q20, more leaders without a formal 
management education (46.2%) were more often worried 
about their own health at the time of Survey II (P=0.02), 
and in relation to Q25, 38.5% felt to a lower degree that 
they were supported by the staff from their own depart
ment/unit concerning the decisions they made (P=0.04).

Leaders with a Management Education
Significant results concerning leaders with a formal manage
ment education are shown in Figure 4. The leaders with 

Figure 1 Questions with significant differences between the two surveys for ward managers. Negative ranks are percent of participants who scored lower in the second, 
than in the first questionnaire, positive ranks are percent of participants who scored higher in the second, than in the first questionnaire, and ties are percent of participants 
who scores the same in both questionnaires (Low scores represent “Always to Often” and high scores represent “Seldom to Never/Almost Never”).
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a formal management education showed a significant differ
ence in their responses from Survey I to Survey II in Q6 
(P=0.03), where more leaders more often (43.3%) felt pre
pared for each stage of the COVID-19 pandemic, as it devel
oped over time. More leaders with a management education 
(41.7%) more often felt they could influence decisions made 

during the COVID-19 situation (P=0.03) at the time of 
Survey II.

However, responses to Q20 showed that 23 of the 60 
(38.3%) leaders with management education more often 
worried about their own health (P=0.01) at the time of 
Survey II.

Figure 2 Questions with significant differences between the two surveys for Heads of Department. Negative ranks are percent of participants who scored lower in 
the second, than in the first questionnaire, positive ranks are percent of participants who scored higher in the second, than in the first questionnaire, and ties are percent of 
participants who scores the same in both questionnaires (Low scores represent “Always to Often” and high scores represent “Seldom to Never/Almost Never”).

Figure 3 Questions with significant differences between the two surveys for the group of leaders with no formal management education. Negative ranks are percent of 
participants who scored lower in the second, than in the first questionnaire, positive ranks are percent of participants who scored higher in the second, than in the first 
questionnaire, and ties are percent of participants who scores the same in both questionnaires (Low scores represent “Always to Often” and high scores represent “Seldom 
to Never/Almost Never”).
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Leaders by Years of Experience
To the group of participants with 0–2 years of experience 
as a leader, no significant differences were found between 
Survey I and Survey II. Figure 5 shows the significant 
differences for the group with more than five years of 
experience as a leader.

To leaders with more than five years of experience, in 
Q6 more leaders more often felt prepared for each stage of 
the COVID-19 situation as it developed (P=0.02), and in 
Q8, more leaders more often felt they had influence over 
the decisions made during the COVID-19 situation 
(P=0.05) at the time of Survey II. Also, in Q16, more 

Figure 4 Questions with significant differences between the two surveys for the group of leaders with a formal management education. Negative ranks are percent of participants who 
scored lower in the second, than in the first questionnaire, positive ranks are percent of participants who scored higher in the second, than in the first questionnaire, and ties are percent 
of participants who scores the same in both questionnaires (Low scores represent “Always to Often” and high scores represent “Seldom to Never/Almost Never”).

Figure 5 Questions with significant differences between the two surveys for the group of leaders with more than 5 years of experience as leaders. Negative ranks 
are percent of participants who scored lower in the second, than in the first questionnaire, positive ranks are percent of participants who scored higher in the second, than 
in the first questionnaire, and ties are percent of participants who scores the same in both questionnaires (Low scores represent “Always to Often” and high scores 
represent “Seldom to Never/Almost Never”).
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leaders more often felt well informed by their nearest 
leader (P=0.05) at the time of Survey II.

Additionally, in Q20, twenty-two of the 57 leaders 
(38.6%) felt more worried about their own health 
(P=0.04) at the time of Survey II.

Discussion
This study raises a number of issues that need to be inves
tigated and discussed further. However, in order to provide 
useful practical knowledge for leaders during and post 
crises, we have narrowed the discussion to focus on the 
following characteristics: Management level, formal man
agement education, and years of experience as a leader.8

The choice of analyses meant that we could only include 
the 89 hospital leaders who participated in both surveys. 
This choice has obvious consequences, because 130 leaders 
participated in Survey II, resulting in the experiences of 26 
participants from Survey I and 41 participants from Survey 
II not being included in the comparative analysis.

At the time of Survey II, it is not surprising that the 
leaders more often experienced being prepared for the next 
steps of the COVID-19 situation, having more influence 
over decisions, and being less concerned about the care 
and safety of their patients. They had gained new knowl
edge and experiences from the first wave regarding 
responsiveness and resilience at different organizational 
levels. There may be several explanations, as to why 
these differences are seen. First, in Denmark, there was 
no sign of a major healthcare system breakdown, similar to 
what was seen in other countries.12,13 Secondly, the hospi
tal management’s response to the learning from the first 
wave, included a new communication strategy and 
a reorganization of the COVID-19 units. Finally, the lea
ders had experienced that they themselves and their staff 
were able to handle the situation in a safe and professional 
manner despite being under pressure.

The leaders also responded, more often in Survey II 
compared with Survey I, that they were more worried 
about their own health. It must be emphasized though, 
that in Survey I, the leaders had expressed concerns 
about their own health.8 Their increased worries may 
arise from the fact that a larger percentage of all health 
care leaders (12%) had been infected with COVID-19, 
compared with the entire population (7%).14

It is interesting how, besides a shared experience of 
feeling better prepared for each stage of the COVID-19 
situation, the development from the first to the second 
COVID-19 wave was experienced differently by the 

leaders, when they were divided into different manage
ment levels. Ward managers more often experienced being 
able to work in a way consistent with their own beliefs and 
values. This could be explained by the initiatives, focusing 
on the role of ward managers, which followed as a result 
of Survey I.

When comparing Survey I to Survey II, more ward 
managers experienced feeling overloaded and more con
cerned about their own health in Survey II. This may be 
explained by the constant pressure experienced by the 
leaders.3 Firstly, in the first wave, then in between the 
waves, where they had to catch up with the many post
poned treatments, and now a new wave ahead of them 
without knowing, how long it would last, and if it would 
be the last one. Being under constant pressure, with no 
visible deadline, may be helped by a relationship-oriented 
leadership model that focuses on leaders being authenti
cally other-centred for the benefit of collaboration and 
more able to adopt an “I-Thou” relationship with 
associates.15

The leaders, who were head of department, experi
enced significant development in relation to a better over
view and being well prepared, dealing with more 
meaningful tasks and having influence on discussion as 
well as being better informed. Even though initiatives 
focusing on the role of ward managers were prioritised 
and implemented because of the first COVID-19 wave, 
heads of departments experienced a more positive devel
opment from the first to the second COVID-19 wave. This 
may be because the initiatives to meet ward managers 
needs are new. They have reached the higher management 
level and not yet broken through to ward managers.

Despite the organizations’ intention to support all lea
ders during the COVID-19 pandemic, the differences in 
the leaders’ experiences, depending on management level, 
are concerning, and it is clear that it is the heads of 
departments that benefit and develop most during crisis.

The experiences of the leaders with formal manage
ment education developed in both positive and negative 
directions, as they, on the one hand felt better prepared and 
had more influence, but on the other hand were more 
worried about their own health. The reason for this is 
difficult to explain, but one suggestion could be that due 
to their educational competencies, they were capable of 
transforming the new situation in a constructive manner, 
and at the same time, reflecting more on the personal 
consequences.16 This finding supports that a learning 
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culture for practice development may be developed 
through continuous education of leaders.

The limited changes among leaders without formal man
agement education underlines the need to be extra attentive 
towards strengthening their competencies, and to focus on 
conducting a relationship-oriented leadership.15 These lea
ders may be in a situation, where their experience of lacking 
support from their employees may result in them leaving 
their leadership positions despite having uncovered poten
tials. This is consistent with a review of nursing leadership, 
which found that lack of management training and education 
focusing on clinical leadership was a barrier for leadership 
development.17

To the group, who had more than five years of experi
ence, a positive pattern was seen, as they more often felt 
prepared, had influence on the decisions made and felt 
more informed by their nearest leader. This may be 
explained by them being more experienced as leaders, 
and thus a greater probability of having a management 
education providing them with more comprehensive 
knowledge.8 Further, their longer length of experience 
makes them more confident in the role as leader, they 
know where to seek information, and who to turn to 
when having questions or in need of support. This finding 
is consistent with evidence that demonstrates the impor
tance of length of experience matched with relevant man
agement education.18 As has been demonstrated in studies 
of nursing expertise, years of experience are not enough to 
develop expertise and effectiveness.19

Study Limitations
The main limitation of our study is that we were only able 
to compare participants, who completed both surveys. 
Both surveys had a high individual response rate (Survey 
I 72% and Survey II 80%), but only 89 managers 
answered both surveys. The choice of analysis also 
resulted in only a small number of leaders with 0–2 
years of experience participating in both surveys. This 
limited the extent of the analysis from this group, as it 
was not a valid population size.11

Conclusion
This study presents the comparative analysis of two lea
dership surveys conducted during two waves of the 
COVID-19 pandemic in Denmark. The findings highlight 
important leadership development issues that need to be 
considered in the time after the pandemic. This may 
include considerations regarding management level, 

formal management education and years of experience as 
a leader. It is clear from our findings that preparedness for 
crisis is a key consideration, and one that requires strategic 
leaders to consider how leadership practices may be trans
formed and even better prepared in the future.
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