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Introduction

My current position is as a Senior Paramedic (SP) working for the Welsh Ambulance Service NHS Trust (WAST). The principal role of the SP is “the clinical leadership to a defined group of ambulance clinicians”, (WAST, 2019). Leadership is a process in which leaders and followers raise one another to higher levels of motivation and morality, (Burns, 1978). My daily duties include undertaking a clinically active role, operating on both an emergency ambulance and a rapid response vehicle to ensure the safe delivery of clinical care from all ambulance clinicians, but more specifically my own respective clinical team. Leadership is about mobilising people to achieve a shared purpose in a complex and changing environment, (NHS Leadership Academy, 2013). As an SP, I attempt to achieve this goal by working alongside my team members, to directly observe their practices and engage in informal discussions to fully understand the needs of the individuals within my team.

The aim of this assignment is to critically evaluate at least five leadership theories and determine their relevance to my workplace as a Senior Paramedic within the WAST. The purpose of this activity is to explore and critically reflect on personal leadership styles, behaviours, interpersonal skills and their impact on workplace relationships. In the following sections I have researched various leadership theories to determine the benefits and disadvantages that each may hold within my own area of work. I will attempt to establish if there is a dominant leadership method that is best suited to the workforce within the unique environment of pre-hospital emergency care. 

My work has allowed me to identify five leadership styles which I feel are particularly relatable to my own practice. Transactional leadership, Transformational leadership, Laissez-faire leadership, Situational leadership and Emotional intelligence are the five strategies that I have chosen to critically evaluate.

Transactional leadership is a leadership theory that was first concepted by James MacGreggor Burns (1978). Burns described transactional leadership as a process where leaders approach followers with an eye to exchange one thing for another, this will result as an exchange of valued resources or outcomes between both parties. Bass (1985) developed the concept further and was able to organise transactional leadership into three main behavioural components:

· Contingent reward is the process where the leader sets clear goals and expectations, the follower will be rewarded when these goals have been met. 

· Active management by exception is where the leader will actively monitor performance and intervene before any problems escalate. 

· Passive management by exception is different as leaders will only intervene after problems have occurred.

Bass developed a multifactor leadership questionnaire (MLQ) which can be used as a model to measure leadership behaviours and effectiveness (Bass, 1985). This framework was subsequently operationalised into a refined, measurable and validated model, (Avolio, Bass and Jung, 1999). Batista-Foguet, Esteve and van Witteloostuijn, (2021) critically evaluated this model, which ultimately confirmed its validity for assessing leadership. Their conclusions were that transactional leadership is a distinct category within the model, they do however suggest that its structure may need simplification. Bycio, Hackett and Allen (1995) concluded that contingent reward was the most effective element of transactional leadership and identified that management by exception shows weaker or inconsistent results. These findings are consistent with those of Judge and Piccolo (2004) who concluded that contingent reward is the key strength of transactional leadership whereas management by exception can sometimes be negative. However, within the potentially high-pressured environment of emergency ambulance work, management by exception, both active and passive are unavoidable due to the nature of working within small teams under high pressure where the risk of errors is increased. 

Transactional leadership is undoubtedly present within WAST, completion of clinical indicator (CI) care bundles, submission of monthly airway management logs and maintaining regularly updated continual professional development (CPD) records are all examples of clear objectives and goals being set by the leader which are rewarded when achieved. These rewards will vary from person to person, newly qualified members of staff must achieve these objectives to move through their pay progression process. Registered members of staff must meet the standards of conduct, performance and ethics set by their regulating body, (Health and Care Professions Council. 2024). Failure to maintain these standards could result in being removed from the register, which will result in the loss of their protected professional title.

Evaluation of the literature has identified common themes, transactional leadership can be highly effective (Judge and Piccolo, 2004), (Mekonnen and Bayissa, 2023). However, the varying components involved with this leadership style can affect it’s long-term engagement from followers. Evidence suggests that transactional leadership is most effective when combined with transformational leadership, (Batista-Foguet, Esteve and van Witteloostuijn, 2021), (Judge and Piccolo, 2004).

Following my research on transactional leadership, the next leadership theory I have decided to critically review is transformational leadership. Transformational leadership is a leadership style where leaders inspire and motivate their teams by creating a clear vision, encourage innovation and foster personal growth, Ugochukwu (2025). This leadership concept was developed by Burns (1978) and his work on transformational leadership has been described as “leadership at its highest level” (Seligman, 1980). Burns was most concerned with the leader's “ability to raise their followers levels of motivation and morality” (Mulla and Krishnan, 2012). Bass, (1985) extended this concept of transformational leadership by describing the qualities necessary for effective leadership behaviours. This style of leadership is achieved through inspiring followers to commit to a shared vision and goals for an organisation or unit, (Bass and Riggio, 2005).

Transformational leadership is considered by many to have a more appealing approach to leadership when compared to the social exchanges involved with other methods such as transactional leadership, (Bass and Riggio, 2005). Ghorbanian, (2012) concluded that transformational leadership has a positive relationship with job satisfaction and suggested that health sector policy makers should aim to implement this leadership style to enhance staff experience. However, the entirely male dominated structure of this study may not have truly reflected the modern diverse work environment within the Welsh ambulance service NHS Trust (WAST). In a more balanced gender representation study, a theme of “association by seniority” was identified by Lockhart, Walker and Bowles, (2024), where a positive correlation exists between seniority of clinical level and the expected leadership capability. It could be argued that this was a study conducted from the perspective of the leaders and did not reflect the views of followers. Despite this, the expectation that seniority is directly associated with perceived leadership is something that I see within my own practice as a senior paramedic working for the WAST. 

From my own experience, senior paramedics attending emergency calls are expected to take on the role of the lead clinician, colleagues will look to us for guidance and reassurance. A review conducted by Tsapnidou et al. (2024) found that transformational leadership can achieve considerable quality achievements for health organisations. Although this study did not provide any contradictory data to counteract their findings and could be interpreted as open to bias. 

One of the significant concerns from transformational leadership, is the risk of inauthentic leaders. Bass and Steidlmeier, (1999), describe in their paper how pseudo-transformational leaders will use their status to suit their own needs. Pseudo-transformational leaders will publicly act as if they were transformational, but privately will be more concerned about themselves, (Howell and Avolio, 1992).

The literature so far has been heavily focused on leadership styles that are closely reliant with the relationship and interactions between the leader and their followers. The next leadership theory that I have decided to critically evaluate uses a different structure.

Laissez-faire is a concept that became popular in the 19th century (Chhom et al., 2024). This hands-off leadership style where leaders delegate decision making authority to their followers was first discussed by Kurt Lewin, (Lewin, Lippitt and White, 1939). Healthcare specific studies have showed mixed results when attempting to quantify the benefits that this leadership style can hold for both leaders and followers. Hundie and Habtewold, (2024) demonstrated that laissez-faire leadership was significantly associated with higher employee performance. This article however does recognise that this leadership style works best for staff who are experienced and competent, it’s effectiveness in a healthcare setting is context dependent. Paramedicine is a highly autonomous profession, Jamaludin Nasir Romli (2024) identified that a lack of supervision can increase safety risks. Passive leadership styles have been shown to have a negative effect within the dynamic and high-pressure nature of paramedic work where leadership presence is essential for coordination, (Alhafi et al., 2026). One of the key findings from one study was that Laissez-faire leadership will increase stress levels amongst followers which will indirectly reduce their confidence and ability to perform effectively, (Milojević, Aleksić and Slavković, 2024).

Some of the themes that continually develop throughout the literature is that the lack of supervision seen within the Laissez-faire leadership style will increase the safety risks concerned with clinical interventions. This poor team communication combined with reduced accountability, will ultimately result in increased stresses and errors, (Khan and Tidman, 2021).

Although Laissez-faire leadership is often criticised for its lack of direction and supervision, elements of this style are closely linked with paramedic practices. As registered healthcare professionals, paramedics are expected to work autonomously making independent clinical decisions without any immediate supervision or guidance available. It could be argued that Laissez-faire leadership is fundamentally aligned with these aspects of the paramedic role, this statement is supported by the HCPC’s expectation that paramedics work as an “autonomous professionals, exercising their own professional judgement”, (Health and Care Professions Council, 2023).  However, when considering the limitations and dangers that the Laissez-faire leadership style may hold, which has been identified throughout the literature, (Jamaludin Nasir Romli, 2024), (Alhafi et al., 2026), (Milojević, Aleksić and Slavković, 2024), leaders within the emergency medical services should be highly aware of the possible negative effects that its use may have towards safe and effective patient care.

In contrast from the Laissez-faire theory where there is very minimal interaction between the leader and follower, the next leadership strategy I have chosen to critically evaluate requires a mutual understanding and appreciation of needs from both parties for its use to be effective.

Situational leadership was first introduced in 1969 by Paul Hersey and Ken Blanchard (Hersey, Blanchard and Johnson, 2013). Originally called life cycle and the theory of leadership, this concept has been refined to become the recognised and accepted situational leadership model (SLM), (Graeff, 1997). 

SLM is the process of developing people by providing effective leadership over time. It is based upon a relationship between an individual’s development level (various combinations of competence and commitment) on a specific goal or task and the leadership style (various combinations of directive and supportive behaviour) that the leader provides, (Blanchard, 2001). This model is based on the belief that people can and want to develop and that there is no best leadership style to encourage that development, (Blanchard, 2019).

Within the SLM model, there are four separate leadership approaches, directing, coaching, supporting, and delegating. These correspond with the four basic development levels: Enthusiastic Beginner, Disillusioned Learner, Capable but Cautious Contributor and Self-Reliant Achiever, (Blanchard, 2019). These leadership styles correspond with the four development levels - D1, D2, D3, and D4, (Blanchard, 2001).
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The primary goal of SLM is to modify the leader's leadership style to align with the follower’s developmental level. The leader will provide the appropriate level of support to match the followers specific needs and adjust their supportive behaviour in line with the followers developmental level needs. 

Research has shown that within UK ambulance services, paramedics routinely adapt their leadership styles in response to the unique environments that they work within. The complexities that arise from working within a highly stressed incident, alongside colleagues who hold different competence levels means that paramedics will already exhibit the qualities required to utilise SLM, (Phillips, 2024). This theory that leadership within the emergency medical services is closely linked to the nature of the incident and the competence of the personnel in attendance was identified in a study by Pangbourne et al. (2023). 

For situational leadership to be effective it is imperative that leaders accurately assess the situation and the competence level of the follower. When leaders misinterpret their followers developmental level, this can lead to confusion, reduced performance and reductions in team morale, (The Pennsylvania State University, 2024).

The requirement of the SP role is to continually improve the quality and effectiveness of the care delivered by WAST clinicians. Utilising the SLM to accurately identify an individual team members developmental level and to match our directive behaviour to meet the needs of the individual is an essential skill for the development of that individual's competence. This is common practice within the duties of an SP where clinical supervision and support is a key factor of the role. Building strong working relationships and knowing our team members abilities is essential for the successful implementation of SLM. This healthy working relationship compliments Emotional Intelligence (EI) which is the final leadership strategy that I have chosen to critically evaluate.

The concept of EI emerged from the earlier works of thinkers such as Edward Thorndike in the 1920’s who identified that “social intelligence” was a crucial aspect of adaptive behaviour, (Mohan, 2025). EI is defined as “a subset of social intelligence that involves the ability to monitor one's own and others’ feelings and emotions, to discriminate among them and to use this information to guide one’s thinking and actions”, (Mayer and Salovey, 1990). The ability model later developed by Mayer and Salovey (1997) views EI as a cognitive ability similar to IQ. This four-branch model defines EI as the individual's cognitive ability to perceive, use, understand and manage emotions. 

Daniel Goleman brought EI into mainstream psychology and business in the mid 1990’s with his mixed model for EI, (Goleman, 1995). This model utilised his emotional competence inventory (ECI), (Mohan, 2025). Goleman argued that EI could matter more than IQ in determining success, (Goleman, 1995). However, Mohan (2025) highlights that Golemans model, due to its mixed nature made defining EI challenging and questions its scientific validity. 

The trait model of EI was developed by Petrides and Furnham, (2001) who conceptualised EI as “a constellation of self-perceptions and behavioural dispositions". This model was developed in response to some of the criticisms from the earlier models which were viewed by them as being too broad or subjective in their application. Their trait model argues that EI is a personality-based construct and not a measurable cognitive ability, (Petrides and Furnham, 2001).

Ackley (2020) identified that EI is widely used within organisations who utilise the three dominant models. Cavaness, Picchioni and Fleshman, (2020) concluded that EI is integral to effective healthcare leadership and can be used to compliment personality traits within individuals to promote improved performance.

SP’s would benefit significantly from enhanced EI skills. The requirement of this post means that SP’s are expected to work regularly with diverse individuals of various personalities who are often subjected to fluctuating intrinsic and extrinsic workplace pressures. Time constraints play a significant factor in our ability to generate an emotionally safe environment for our teams as operational ride out shifts are sometimes limited to just two opportunities per team member annually. Studies have shown that higher EI directly correlates with better staff wellbeing and less burnout, (Parker et al., 2024). These findings were reciprocated in a study by Chicu, Deaconu and Rasca, (2019) who concluded that healthcare professionals build stronger, more empathetic relationships with patients, improving satisfaction and quality of care. Working from the evaluations from such articles would suggest that a comprehensive awareness of EI and actively promoting its use would have benefits for both staff and patients. However, despite EI being seen as extremely valuable within a healthcare environment, there have been some limitations associated with its use. Powell et al, (2024) highlighted potential methodological weaknesses which may overestimate the effectiveness of EI interventions.


Conclusion

In conclusion, this assignment has critically evaluated five key leadership theories, I have explored these five leadership concepts and their relevance within the context of my role as a SP within WAST.

My findings are that while each leadership approach offers distinct advantages, no single theory is sufficient in isolation to meet the complex and dynamic demands of pre-hospital emergency care.

Transactional leadership provides a necessary framework for accountability, governance and clinical safety through clearly defined expectations and performance monitoring. However, it’s limitations are in its potential to restrict autonomy and reduce motivation. In contrast transformational leadership promoted engagement, motivation and shared vision which are essential steps for building effective team cultures and improving job satisfaction. It’s reliance on leader authenticity and the potential for pseudo-transformational behaviours highlights the importance of critical application.

Laissez-faire leadership, although aligned with the autonomous nature of paramedic practice could present a risk to patient safety, communication and team dynamics when applied inappropriately. This reenforces the need for leadership presence, particularly within high pressure and time-critical environments. Situational leadership emerges as one of the most relevant frameworks within this context as it acknowledges the need for adaptability based on individual competence and situational demands. Its emphasis on adjusting leadership styles to the developmental level of the team members reflects the realities of ambulance work where teams are often comprised of individuals with varying experience and confidence.

Emotional intelligence underpins all effective leadership behaviours, enabling leaders to manage relationships, respond to stress and support team wellbeing. The ability to recognise and regulate emotions is particularly important within the emotionally demanding environment of pre-hospital care where staff wellbeing and patient outcomes are closely interrelated.

Evidence suggests that for effective leadership within the ambulance service, there is no single leadership model that would adequately drive improvement. A hybrid approach that combines the structure of transactional leadership, the inspirational aspects of transformational leadership, the adaptability of situational leadership and the interpersonal awareness of emotional intelligence appear more appropriate. This approach supports both staff development and patient safety, ultimately improving the quality of care delivered.

Through critical reflection of these theories, I have developed a greater awareness of my own leadership behaviours and the importance of adapting my approach to meet the needs of both individuals and the wider organisation. Moving forward I aim to further develop my situational awareness and emotional intelligence to ensure that my leadership practice remains effective and centred on delivering high-quality patient care. 












Part 2

The aims for the second element of the assignment will be to explore my own leadership styles and behaviours through reflection. I will be critically reflecting on my interpersonal skills to evaluate their impact on others within the workplace. The purpose for this process will be for me to identify where my strengths and weaknesses lie within my leadership role and to raise self-awareness to support my leadership development.

Reflective practice is a professional requirement for all registered paramedics and underpins their continuing professional development and safe clinical practice (Health and Care Professions Council, 2021). Mann, Gordon and MacLeod (2009) concluded that reflective practice could improve self-awareness, enhance clinical reasoning and integrate theoretical knowledge with real clinical experiences. According to Improvement Cymru (n.d.) reflective models support continuous learning and improvement in healthcare practice.

I have chosen to use the Gibbs reflective cycle (1988) to reflect on two historic incidents that I have attended where I assumed the role of a leader. I chose this model as it provides a structured approach to analysing clinical experiences through a series of stages including description, feelings, evaluation, analysis, conclusion and action planning. Mann, Gordon and MacLeod (2009) demonstrated that this use of structured reflection yields positive results for the development of healthcare professionals. There are many alternative models for reflection currently available for use, I considered the use of John’s model for structured reflection (Johns, 1995) due to its encouragement for deep critical reflection. However, the extensive cue questions contained within this model exploring the ethical, personal, empirical contextual aspects of practice can lead to an overly complex and time-consuming process when reflecting (Johns, 2017).



Description

Whilst working a night shift on the CHARU response car, I was allocated to an incident where the caller reported a high-speed road traffic collision between two cars, the young male driver of one of the vehicles had reportedly suffered a traumatic cardiac arrest (TCA). Making my way to the incident, I was verbally updated by the emergency medical services control centre (EMSC) that the Mid and West Wales Fire and Rescue service would be the first emergency resource to arrive at the scene, shortly followed by units from the Dyfed Powys Police Force. I would be the first EMS asset to arrive; an emergency ambulance and an operational manager had also been tasked but were approximately 15 minutes behind my estimated time of arrival. With this information I understood that I would have to lead the clinical management of the incident single handedly until support arrived.
On arriving at the scene of the incident there were several fire and police vehicles already in attendance, I was met by the fire service's operational commander and advised that there were two patients, one was walking wounded and the other was in cardiac arrest. I was taken to the location of the collision where fire responders were carrying out CPR on the young driver outside his vehicle.
My role at that point was to lead the attempts to resuscitate this patient, utilising co-responders until such time that more EMS resources arrived. I adopted the role of lead clinician carrying out interventions and instructing co-responders on how to carry out the tasks that were needed to save his life. Being the senior paramedic in attendance, I remained within this role of clinical lead as other WAST resources arrived. All the emergency services at the scene worked together to try to resuscitate the young man, unfortunately despite all our best efforts the patient did not respond, resuscitation was terminated and death was confirmed.

Feelings

My initial feeling of this incident was fear, some of the limited details updated by the EMSC was that this was a 19-year-old male. I have a son of the same age, the location of the incident was near my home address, I knew that my son was out in his vehicle that evening.  Receiving this information overwhelmed the usual emotional preparation processes I would normally undertake when heading to an incident of this nature. There is a standardised approach to the management of TCA, where critical interventions need to be undertaken urgently. I would usually mentally prepare myself for an incident like this by reviewing these processes within my own mind, allowing me to have a clear plan for my management when arriving at the scene. For this incident I felt that my mind was clouded with worry and anxiety, an unexpected benefit of working as a solo responder is that driving to incidents takes a great deal of concentration which limits the opportunity for speculation or conjecture which could be detrimental to performance.
On arriving at the scene, it quickly became apparent that my son was not involved, I became focused on what needed to be done and started delegating tasks to the other resources present. Critical interventions were carried out and as further EMS resources arrived, I felt an element of relief. Seeing other health care professionals arrive to support improved my confidence, knowing that we could work effectively together to achieve our intended goal. Understanding the clinical grade of my colleagues and their respective scope of practice meant that I could fully assume the role of clinical leader which requires a slightly hands-off approach, this allows the leader to get an overview of the incident, understanding what is happening now and what needs to happen soon. 
Transitioning from these initial feelings of concern and fear to a state of complete concentration, I remained highly focused on the needs of the patient and the tasks that needed to be done; however, my end emotion was sadness. It was my decision to cease resuscitation attempts, this decision was not made in isolation, all clinicians and responders involved in his management agreed that his injuries were catastrophic and that further resuscitation attempts would be futile. Despite this being a joint decision, it was my instruction that ultimately confirmed his death. I felt an element of guilt that we had failed in our attempts, shortly after taking the decision to stop, I was informed that the young man's parents had arrived at the scene of the incident, they had been made aware that his car was involved and had made their way to be with their son. On hearing this information my heart sank, knowing that I would have to be the one to inform them that their son had died, I was filled with apprehension. Seeing their faces after delivering the news resulted in a mixture of emotions, sadness, grief and I became deeply attuned to their loss. Having a son of the same age I couldn't imagine what they must have been feeling. Empathising with them I imagined that they would not want to be around other people in their moment of grief, so I guided them both into the back of the nearest ambulance which allowed them to have the privacy needed to process the information that they had just received.

Evaluation

I feel that my overall management of the resuscitation attempt went well. This incident occurred in a remote setting which was a considerable distance away from any emergency resource. Time and distance were factors which I feel had a negative impact on the situation/incident, the efforts from the co-responders were amazing but their skills and scope when managing TCA is limited, this meant that all the immediate critical interventions had to be carried out by myself. Once further EMS resources arrived, I was able to fully assume the role of the clinical lead and effectively coordinate efforts.
The negative outcome should not distract from the overwhelming efforts delivered that evening by everyone involved. I feel that I successfully carried out my role by providing clear and accurate direction, I remained calm and focused, working methodically towards a shared goal. 
I feel that my leadership approach and behaviours during this incident were positively received by everyone involved.  During the post incident debrief, which provides colleagues with the opportunity to speak openly and to reflect on any areas that they felt could have been improved. It was mentioned by several colleagues that my management helped them to remain task focused by using clear, considerate and friendly direction. Colleagues felt that they were listened to during the incident, good listening skills were identified as a strength within my Insights discovery report (Appendix A). My values and beliefs self-assessment (Appendix B) identified friendliness as my first moving towards value. Their feedback suggests that my leadership styles and behaviours during this incident appeared to have a positive impact on the overall team performance during the resuscitation attempt. 
Analysis

I would agree that my varying leadership styles had a positive impact on this incident. Working on this assignment has identified behaviours and actions within myself that I was previously unaware of. Reflection has allowed me to understand that on my initial arrival to this scene I utilised situational leadership to quickly identify the developmental needs of the co-responders and adjusted my directive behaviour appropriately. A combination of SLM and Laissez-faire was used once further WAST colleagues arrived to optimise our interventions. I feel that when engaging with the boy's parents I relied heavily on the EI skills that I did not realise that I possessed. Completion of an emotional intelligence self-report (Appendix C) identified self-awareness, self-management and social awareness as my potential strengths. However, relationship management was highlighted as a potential challenge and an area where I should focus on improving. 
For deeper analysis of this incident, a SWOT analysis was undertaken to identify personal strengths, weaknesses, opportunities and threats relating to my professional development. SWOT analysis is a framework commonly used within healthcare for leadership and professional development.

	
STRENGTHS

	· Effective communication skills maintained throughout incident. Regular engagement with clinical and non-clinical personnel. 
· Remained calm under pressure despite the emotional stresses associated with the event.
· Good listening skills resulting in a clear understanding of how individuals were managing their specific task.


	

WEAKNESSES 
	· Limited exposure to a leadership role apparent when developing a post incident debrief.
· Lack of confidence when decision making


	


OPPERTUNITIES
	· Mentorship from established Senior Paramedics
· Support from health board clinical lead
· Leadership development opportunities offered within the trust
· Continual reflective practice 

	
THREATS
	· Time constraints and increased workload
· Large geographical distances 
· Low self confidence




Conclusion

This reflective process has allowed me to translate leadership theory frameworks into real life lived experiences. I can see the benefit that a strong understanding of these models can bring to a leadership role, and how poor leadership can negatively influence performance. Critical reflection has allowed me to identify strengths and weaknesses within my own practice as a leader and has encouraged me to further develop. I feel that this incident highlights that I make the conscious effort to take other people's feelings into account when communicating which supports the concept of good EI skills. Situational leadership would be another area in which I feel that I have a natural affinity towards. For me this incident was emotionally challenging due to the boys age and needing to comfort his parents. Being within a leadership role means that I needed to ensure the welfare of my colleagues who had also found the situation difficult and emotionally draining. The operational manager at the scene and I arranged for a hot debrief of the incident to be held back in our station. On hindsight, I feel that this should have taken place sooner as the journey back to our base was a considerable distance and travel time away. 

Action Plan

This reflective process has highlighted that I have been unknowingly utilising leadership frameworks for some time. When I look back over my career I can now see how these concepts and theories will naturally align with my daily duties. Through having a better understanding of these theories, I can continue to develop my leadership skills which will improve not only my own performance but the performance of my followers which will contribute to the delivery of consistent high-quality care.
To achieve this goal, I feel that it is essential that I continue to develop professionally as a leader, I will do this through various mechanisms. I intend to continually listen to the feedback and the opinions of my colleagues; this should help build good working relationships and assist with reenforcing self-confidence which is an area where I believe that I need improvement. Academically there is a wealth of information available to assist with my leadership journey. Northouse (2021), The King’s Fund (2017), Bass and Steidlmeier (1999) can all offer a deeper insight into leadership theories and frameworks.



The second event I have chosen for critical reflection involved an incident which was the first time since obtaining the SP role, I would be regarded by my colleagues as the senior clinician and expected to take the lead with decision making within this role.

Description

On this day I was working as a responder on the CHARU response car, I heard over the radio another vehicle had received a call which was near to my current location. The call was categorised as RED which meant that from initial description from the caller, the incident constituted an immediate threat to life. I contacted the EMSC informing them of my availability and advised them that I was available to respond to support, EMSC acknowledged my offer and tasked me to the detail. Travelling to the destination which was a short drive away I was informed that the call had changed priority and was now PURPLE, meaning that it had changed to a confirmed cardiac arrest. The patient was an elderly male who had collapsed whilst attending a local snooker hall. I would be the second resource to arrive shortly after the emergency ambulance crewed by a double paramedic team.
Before arriving at the incident there had been some confusion as to the exact location of the patient, for this reason myself and the ambulance crew arrived at the patient's side at the same time. We quickly established that the patient was in cardiac arrest and initiated resuscitation attempts. I adopted the role of team leader and directed the resuscitative efforts, after approximately 10 minutes we were successful in achieving a return of spontaneous circulation (ROSC), meaning that the patient now had a pulse but remained critically unwell. Our priorities moved to supportive post resuscitation care and planning for extrication; the patient was located on the third floor of the building adding another layer of difficulty to the extrication plan. I contacted EMSC to request the attendance of another emergency ambulance which would give us the support to safely move the patient down to the waiting vehicle. We successfully moved the patient onto the ambulance before the crew transported him to the nearest emergency department. I contacted the hospital emergency department directly to provide them with a clinical update on the patient's condition, this allowed them to prepare for his arrival. Once the patients care had been handed over to the hospital staff, I took the opportunity to carry out a debrief with all the individuals involved with the incident. This was the first time that I had led a debrief within a leadership role.

Feelings

My initial feelings for this incident were unremarkable, over my career I have attended numerous cardiac arrests and feel that clinically, I am confident and competent in their management. During the journey to calls of this nature I will quietly reflect on past experiences and build a mental picture of the actions that need to be taken when arriving at the scene. I arrived at the incident and liaised with the crew from the ambulance, I realised that both crew members were junior in their careers and were still completing their newly qualified paramedic process which lasts for two years post qualification. I had only recently moved to the locality after successfully being appointed to the senior paramedic role and felt that I was still acclimatising to the area and getting to know the workforce. Prior to this incident I'd had limited contact with both colleagues other than basic pleasantries.
I became highly aware to the fact that my actions and behaviours at this incident would be carefully monitored by both crew members, this led to a feeling of apprehension. My goal for applying for the SP role was to inspire and support colleagues to deliver excellent patient care, at that moment I felt that I was under pressure to demonstrate my abilities. At the early stages of a cardiac arrest there are several actions that must be taken within a short timeframe to optimise a positive result. I felt that my actions and directions within the team contributed to the swift and effective application of these measures, the feeling of apprehension quickly gave way to focus and concentration. I maintained a high level of self-awareness regarding how my actions and communication style were perceived by my peers. Civility is important to me and contributes massively when considering the ongoing human factors within an incident. I did not want to be perceived as being rude or dismissive, I actively listened to ensure that no one's feedback or suggestions were inadvertently sidelined.
As the incident progressed and we had a positive response to our efforts, I could feel my confidence grow. I felt that I was achieving the goals that I had for the patient and for myself as the leader, I felt that I was performing well within my role and we were performing well as a team. Making quick decisions such as requesting a second ambulance to assist with extrication and advising the crew on how to use specialist equipment seemed to be positively received by the crew. I felt accomplished when we delivered the patient to the hospital, our role as emergency responders is to save lives and for this individual, we had achieved our goal in a professional and efficient manner.
Arranging the debrief was another moment of apprehension for me, this process was something that I had been part of numerous times in the past, but this would be the first time that I had taken the lead. This is an important step following an emotionally challenging and stressful incident, the process supports the wellbeing of colleagues and provides a mechanism for reflection and improvement post event. My priorities during this process would be to facilitate the opportunity for colleagues to reflect and to communicate their feelings or concerns. As the process progressed, the bulk of the discussions focused on how positively everyone involved felt that we managed the incident, my apprehension slowly faded and was replaced by pride. 



Evaluation

From the ambulance service's perspective, this incident couldn't have gone any better. The patient suffered a catastrophic event and quickly received the treatment needed to save his life, he was managed according to national guidance and was transported to definitive care in a safe and timely manner. Evaluating my performance as a leader was a positive experience, I executed the duties of my new role confidently. I remained calm under pressure and was highly aware of how my own actions influenced the behaviours of others. I feel my communication skills were of great benefit, not only when leading the incident but also when facilitating the post incident debriefing. This process is of great benefit to a leader as it allows for honest feedback in relation to how actions and behaviours were received by colleagues. My behaviours appeared to have a positive impact on the event and were well received by my team.

Analysis

Reflecting on this incident has highlighted to me that self-confidence is an area in which I need to develop. Being aware and considerate to the feelings of others is a key aspect of promoting a positive and effective working environment but being overly critical could have negative effects. During this incident I was reluctant to allocate tasks which could be regarded as simple or basic to other members of the team, fearing that the request would have been perceived as not valuing their contribution or abilities. This perception meant that I took steps to complete these tasks myself when delegation would have been appropriate. My intention was to demonstrate to my colleagues that I was willing to engage with all aspects of the incident, and that I did not view my leadership role as a position to simply delegate tasks to others. I wanted to show that I valued the concept of transformational leadership, where all members of the team work together to achieve shared goals. I hoped that my actions would help build trust within the team and show them that I was not there to simply assess their performance, but to work together as an effective unit.

Through critical reflection of my own behaviours, I have learned that my leadership style is comprised of a mixture of established leadership theories. My research for this assignment highlights the benefits that understanding and embracing these frameworks will have for my own development. Laissez-faire leadership, EI, transformational leadership and coaching can all be seen when I reflect on this specific incident. For me, this incident shows the benefits that considerate and inclusive leadership can bring, it also highlights that on occasions, a more direct approach for leadership can be appropriately utilised to achieve optimal results. My Insights discovery report (Appendix A) identified my conscious and less conscious supportive position on the type wheel, but deeper analysis of the report identifies the need for me to develop more assertiveness to offer honest criticism.
I have completed a second SWOT analysis to allow me to deeply reflect on my performance during this specific incident. 
 

	
STRENGTHS

	· Clear communication skills maintained throughout incident.
· Strong understanding of clinical guidance demonstrated by following agreed algorithms.
· Highly aware of how my own actions impact on others which encourages positive working conditions.


	

WEAKNESSES 
	· Working with unfamiliar individuals and not understanding their values and beliefs.
· Low confidence of my own abilities as a leader.
· Reluctance to delegate tasks for fear of undermining individuals. 


	


OPPERTUNITIES
	· Utilising operational ride outs to build healthy working relationships with my colleagues.
· Engaging with operational managers to discuss individual performances.
· Continue to develop on my understanding of leadership practices.


	
THREATS
	· Regularly working from different locations
· Continually changing workforce
· Personal development dependant on self-motivation
· Fear of conflict




Conclusion

This reflective process has allowed me to see that I am only at the beginning of my leadership journey. Clinically I feel that I would be confident in any situation but within the context of my leadership role, I still have a great deal to learn. Conflict resolution is the area where I feel that I am weakest, I'm left wondering if my continual awareness to the needs of others is a mechanism that I subconsciously use to minimise the risk of conflict. A values and beliefs self-assessment (Appendix D) identified conflict as being one of my moving away from values. Positivity, helpfulness and supportiveness scored high on my moving towards values (Appendix B). Reflecting on my colleague's positive feedback during the debrief and focusing on my own performance has helped to re-enforce that my approach to leadership and my actions as a leader were positively received. Moving forward, I feel that listening to and understanding the needs of others is a key factor of successful leadership. Many of the leadership theories researched for this assignment rely heavily on the working relationships between the leader and the follower (Bass, 1985), ( Burns, 1978). Understanding the abilities and beliefs of the individuals within your team leads to better outcomes (Hersey, Blanchard and Johnson, 2013), (Goleman, 1995). The critical reflection undertaken for this assignment has re-enforced the importance that these theories and models hold within my own role.



Action plan

To improve my abilities as a leader, I feel that understanding and developing skills in conflict management will be essential for my progression. Critical reflection of this incident has highlighted that I already possess some of the necessary skills required from a leader, but further work is needed to enhance my abilities. Honest feedback from my colleagues can offer valuable insights of my performance, but for this to be beneficial, it will strongly rely on healthy working relationships where colleagues feel that they can be truthful and transparent. 

Overall Conclusion and key learning

This assignment has demonstrated that my leadership practice aligns with the ability to adapt leadership models, emotional intelligence awareness and a commitment to supporting colleagues to deliver high-quality patient care.
Analysis of both incidents revealed that effective leadership is not achieved through one singular theoretical approach, but through the combination of multiple leadership behaviours including situational, transformational, coaching and emotionally intelligent practices. My ability to successfully combine these approaches according to the demands of the situation and the abilities of the team contributed positively to the collective performance within both incidents. 

A key theme emerging from this evaluation is how my perceived inexperience and lack of confidence impacts on my performance as a leader. Critical reflection has highlighted that on both occasions I demonstrated many of the qualities expected from a clinician within a leadership role. However, my own internal criticisms create limitations and barriers for my development. Imposter syndrome has been recognised within the ambulance service for individuals who have commenced a new role (Bandali, 2022), according to the NHS Leadership Academy (2026) overcoming these barriers require commitment and reflection. The evidence indicates that my professional growth should focus not solely on acquiring leadership knowledge, but on strengthening confidence in applying existing skills consistently and decisively. Furthermore, these reflections have highlighted the relationship between working relationships and conflict avoidance. While these qualities support positive team dynamics, they may directly affect my ability to be assertive and contribute to a reluctance to engage in challenging conversations or to delegate responsibilities.

To optimise my contribution as a leader, developing confidence in conflict resolution and engaging in crucial conversations will be an essential area for my own development. 

Overall, this assignment has reinforced the importance of self-awareness in leadership development. The process has enabled a deeper understanding of my strengths, weaknesses and leadership behaviours while highlighting the value of reflective practice as a mechanism for professional growth. Moving forward my priority will be to build confidence, develop assertiveness and enhance conflict management skills. Through continued reflection, mentorship and targeted professional development I aim to evolve into a leader who is not only clinically competent, but also confident, resilient and capable of positively influencing both individuals and teams within WAST.

To achieve these goals, I have developed a personal development plan (Appendix E) utilising a SMART framework, this framework provides a specific, measurable, achievable, realistic and time-based structure that will contribute to the achievement of my set goals.
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Appendix E

Personal Development Plan

	Development area
	SMART objective
	Actions
	Success measures
	Target date

	Improve self-confidence 
	By 31st March 2027 I will improve my self-confidence by actively contributing during team meetings and take opportunities to lead tasks.
Complete at least one reflective practice entry per month to identify progress and areas for further development.
	Contribute at least one opinion or suggestion during team meetings.
Volunteer for responsibilities that challenge me outside my comfort zone.
Complete monthly reflective practice entries. 
Seek regular feedback from colleagues and management.
	Minimum of 6 reflective entries completed.
Positive feedback from colleagues and management.
Increased participation in team discussions and decision-making.
	31st March 2027.

	Improve conflict resolution skills
	By March 31st 2027 I will improve my ability to manage workplace conflict by completing relevant training. 
Applying conflict-resolution techniques in practice and reflecting on at least 3 situations where these skills have been used.
	Attend conflict resolution or challenging conversation training.
Review trust policies relating to conflict management.
Apply active listening and de-escalation techniques.
Discuss challenging situations with a mentor or manager.
	Completion of the book Furlong, G.T. (2020). The conflict resolution toolbox. John Wiley & Sons.
Completion of conflict resolution or challenging conversation training.
Three reflective accounts documented.
Increased confidence in addressing conflict constructively.
	March 31st 2027

	Improve knowledge of leadership theories 
	By 31st March 2027 I will broaden my understanding of leadership theories by continuing to study leadership theories and models demonstrating how they can be applied within my role.
	Complete available trust leadership training.
Refresh knowledge of the book Northouse, P.G. (2021). Leadership: Theory and practice. 9th edn. Sage Publications.
Discuss leadership approaches with experienced colleagues.
	Completion of leadership training course.
Reflection of leadership theories applied within operational practice.
	March 31st 2027


	Learn to become more assertive
	By 31st March 2027 I will develop my assertiveness by communicating my views, concerns and professional opinions clearly and respectfully in team discussions, operational situations and one-to-one conversations during operational ride outs.
	Use assertive communication techniques.
Prepare key points before meetings.
Challenge issues appropriately when patient care or team effectiveness could be affected.
Seek feedback form experienced colleagues.
	Increased contribution during meetings.
Feedback suggesting improved communication confidence.

	March 31st 2027


	Improve working relationships with individual team members
	By the 31st March 2027 I will strengthen working relationships within my team by improving communication and support to colleagues. Building collaborative working practices that contribute to a positive team environment.
	Engage positively with colleagues during ride outs. 
Offer support and knowledge where appropriate.
Facilitate team discussions and debriefs.
Seek feedback from peers regarding working practices.
	Positive peer and manager feedback.
Improved working relationships identified through discussions during operational ride outs.
	March 31st 2027
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Moving Away From Values:

Identify 5 of the following statements as values that you will do anything to avoid, and then rank
the five in order of 1 being the strongest in terms of avoiding these to number 5 being the least
important of these values.
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Beliefs and Values - Task Sheet 1
Identiy 5 of the following statements as vl that you hold most dear, and then rank the five in

orderof 1 being the mast important to number  being th least important of these values.
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