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Part 1 
The first part of this assignment aims to critically evaluate five leadership and management theories and subsequently identify a model that is appropriate for the author’s workplace including a rationale which will be discussed within the conclusion. Further to this, consideration for potential issues, how well the model fits in to the workplace and how colleagues may respond will be included. For transparency, the author of this assignment is a senior paramedic (SP) working for a UK ambulance service located in both an urban and rural environment. The role of a senior paramedic is that of a clinical leadership position, working closely with other clinicians both individually and within a team environment. In addition to this role, the author has also worked within an emergency department for a year leading a nursing team and has been a lead for a module within the higher education institute for three years for a paramedic science programme.  
The five leadership theories that will be explored are that of the Great Man, Transactional, Transformational, Situational and Authentic leadership styles. The essay will be set out in a timeline order, starting with the early ideas of the Great Man theory, with the thinking that leaders are born and not made, moving on to the more recent styles such as Situational, Authentic, Transactional and Transformational models. Mercer, Haddon and Loughlin (2018) have highlighted the importance of appropriate leadership in paramedic practice in which it will optimise patient care and maintain the health and wellbeing of clinicians. Furthermore, West et al. (2015) identifies that leadership can encourage pride within the workforce and promote the visions and values shared by larger organisations benefiting patient care and outcome.  
An early idea that was considered as a leadership model was that of the Great Man theory, put forward by Thomas Carlyle, which was a concept suggesting that leaders were born with a specific set of characteristics, which could not be developed, nor taught to others (Spector, 2015). Naturally, the name of the theory itself is off putting to the modern world, clearly unveiling a gender bias that may have been shared during the era of Carlyle, however is not welcome in the society of today. Grint (2011) expands on this concept suggesting that leadership during the Victorian era by males was ‘irredeemably masculine’ (Grint, 2011, p. 8), which is apparent as this theory was accepted at the time with likes of Abraham Lincoln and Napoleon fitting this model. However, Spector (2015) identifies how this approach is now often completely ignored, suggesting it lacks validity and is considered more of a statement of faith. What developed from this concept was that of Trait theory, as Northouse (2013) suggests the traits that successful leaders may possess, some of which were identified in the Great Man theory, may be inherited, but importantly can also be acquired through education and practice. Despite the acceptance that traits could be learnt, Benmira and Agboola (2020) describe that a consistent group of characteristics were not agreed up and this theory was abandoned in the 1950s. However, Benmira and Agboola (2020) also go on to suggest that psychometric tools are often used assisting areas such as staff recruitment and team development which are based on the desirable traits once identified by these approaches. Although some traits that were identified would be naturally appealing, such as confidence and charisma, the black and white approach would not be appropriate in the out-of-hospital environment of the SP, nor in modern healthcare. Education is now accepted at improving the ability to provide leadership and by focusing on newer models later within this assignment, it appears that leaders must possess flexibility and a range of characteristics in order to lead a variety of situations. Furthermore, and perhaps more simply, aiming for a world where equality is valued does not allow for a model such as the Great Man theory to be accepted.  
Moving on over a century, a leadership model developed by Blanchard and Hersey (1969) is that of situational leadership, which is based on there being no single best approach of leadership, but it is adaptive depending on the task requiring completion and the maturity of the subordinates. This initially sounds relevant to the SP as the role requires the clinician to be adaptive on a wide variety of situations, such as the management of time critical patients, managing a wide clinical ability of staff and educating whilst appropriately providing supportive clinical leadership. The situational leadership model suggests that behaviours can be further titled into delegating, participating, selling and telling and supports that each behaviour may be used when creating a relationship with a person of a specific maturity, knowledge and commitment of completing a task. For example, the model supports a delegating approach to an individual of high maturity and knowledge with a telling and more direct approach with subordinates of low maturity.  
This model appears to be relevant to the role of a SP, and there have been times recently in which the author can relate to adapting their leadership style to meet the specific requirements of the situation. For example, a recent cardiac arrest was undertaken with two crews who were competent and effectively managing the patient on arrival and therefore, this allowed the author to use a delegating approach with clinicians of high maturity, effectively supporting the staff on scene. Conversely to this, a selling approach had to be undertaken to a non-medical colleague who was required to undertake a logistical task but due to their position, did not have the foresight to undertake this without instruction. Both environments required a different approach to leadership, however, on both occasions, tasks were completed appropriately for the benefit of patient care with effective communication demonstrated.  
Despite the possible strengths and implementation of this leadership style, there have been some limitations considered regarding the situational leadership approach and these were explored by Vecchio (1987). Vecchio (1987) provided surveys to 303 high school teachers aiming to explore satisfaction with supervision, quality of leader-member relationship and leader initiating structure. The findings identified that it was appropriate to match the telling and selling style of behaviour to immature subordinates (newly qualified teachers), however, it was not clear whether it was appropriate to match the high level of behaviour (as example, delegation) to more mature subordinates (experienced teachers). It appeared that the performance of experienced teachers was not related to the behaviour that their leadership teams demonstrated. Although there are some limitations to this study, such as the dated research and self-reported data approach thus, potentially subject to reporter bias, the results may be inline in with experiences of the author from their place of work. For example, it is often observed that newly qualified paramedics require directive leadership versus more experienced colleagues, which is supported by a pilot study undertaken by Thompson (2015). Thompson (2015) undertook a single focus group with four newly qualified paramedics about their concerns in their employment. Due to a lack of exposure and experience, they discussed a greater reliance on appropriate directive leadership from mentors and clinical leads. Although this study is clearly limited due to participant size, it does support the previous work undertaken by Vecchio (1987) suggesting that colleagues who are newer or lack experience may benefit from a leadership style that is more direct and offers clear instructions to clinicians who are subordinate to the senior paramedic. A significant proportion of the SP role is to support new and experienced colleagues and thus, this style of leadership is pertinent to the environment the SP is employed within.  
A type of leadership style that has developed over the past 40 years which appears to support the wider workforce is that of authentic leadership, which is considered to focus on the transparent and ethical practice of the leadership team, encouraging open communication and sharing of ideas from the workforce (Jiang and Men, 2015). Further to this, Jeanes (2019) expands by suggesting it requires the leader to be genuine, open and honest and therefore trustworthy in their intentions. Early research undertaken by Jensen and Luthans (2006) identified that employees of smaller businesses who identified their leadership team as authentic, had a greater sense of work related happiness, attitude and job satisfaction. Although this appears encouraging, the research is limited by its design, using a convenience sample which naturally reduces its external validity. Furthermore, the research focused on new business set ups, and thus, although attitudes were important, productivity and performance were not evaluated.  
It has been recently suggested that moral amongst ambulance staff has the potential to decline as services experience unprecedented demand, hospital handing over times increase, increased staff sickness and longer patient waiting times (The Nuffield Trust, 2017 and Unison, 2021). It is essential that ambulance services have a good leadership model and West et al. (2015) identifies that appropriate leadership styles within healthcare settings likely results in improved staff satisfaction and patient care. A more recent study undertaken by Alilyyani, Wong and Cummings (2018) aimed to evaluate the benefits of authentic leadership in healthcare. The authors undertook a systematic review identifying significant associations between effective authentic leadership and a variety of outcomes and mediators, such as increased job satisfaction, structural empowerment, enhanced work engagement, and managerial trust. Additionally, there was a negative relationship between poor authentic leadership and adverse workplace behaviours, such as bullying, incivility and burnout (Alilyyani et al. 2018). Although a systematic review and thus considered gold standard in obtaining research, there were some limitations with the primary data included. Much of the research used, relied on self-reporting data and therefore, is potentially subject to reporting bias which may limit its external validity. Moreover, the primary data recorded was limited to North America and Canada and reduces its ability to be generalised to the wider population. However, there were multiple studies used with a large number of participants which does help when transferring the data across to other acute settings, such as ambulance services within the UK. The authors concluded that healthcare organisations require individuals that will exhibit sound relational skills as a leader and authentic concern for their staff; additionally, who are able to communicate transparently with others to achieve positive outcomes for the staff, patients and organisation.  
By taking this approach into the author’s workplace, the aim would be to improve the trust and motivation of staff. The most apparent limitation of this model is the leader themselves, as Sparrowe (2005) explains; if the leader is not genuine or is influenced by larger organisational pressures, the model may not work as the leader is not trustworthy. Therefore, it would be important for the leader to identify great self-awareness, appropriately sharing their own views if they are appropriate with the wider organisation, but not trying to share views of the organisation if they do not believe in them themselves. The risk of lacking authenticity in leadership may lead to a culture of demotivated and disengaged staff, and therefore, appropriate leadership and trustworthiness needs to be present throughout the entire organisation (NHS Leadership Academy 2022).  
Burns (1978) recognised a style of leadership known as transactional theory. This type of leadership style relies on the setting of short-term goals and is very much task orientated; suggestive of a transaction taking place. Furthermore, it also relies on both the rewarding and punishing of staff for positive and negative actions respectively. The role of the senior paramedic is that of a supportive leader, improving the care delivered by staff by promoting clinical excellence and education. Richards (2020) expands on the types of rewards and punishment used and although the rewards could be physical, such as annual leave and bonuses, they can also be in the form of feedback which may be pertinent to the senior paramedic role, whilst providing clinical leadership to lower graded clinicians or followers. Additionally, transactional leadership may be of benefit in critical or high stress situations and Cope and Murray (2017) suggests this type of model provides clarity and expectations of the various clinical roles and responsibilities where clear direction and enhanced decision making is required, which does relate to the senior paramedic role when managing complex high acuity patients. Moreover, transactional leadership is thought to be evident within paramedic practice at all times from registry bodies and clinicians are aware that sanctions can be used if negative behaviour or clinical neglect is demonstrated. The Health and Care Professions Council (HCPC) standards of conduct, performance and ethics states the standards paramedics must acknowledge and agree to, and failure to do so may result in removing the paramedic from the register preventing subsequent practice (HCPC, 2018).  
Due to the task focused and creating short term goal elements to this style, in addition using both positive rewards and negative punishment, an extreme of which is dismissal, some argue that this overlaps with management versus leadership (Cope and Murray, 2017). However, Richards (2020) argues this, suggesting this theory appears to support staff allowing clinicians to adapt to challenges and creating their own goals versus these being set strictly to them at a more local level. Much like the transformational leadership theory discussed below, Richards (2020) suggests that the transactional leader should create an optimum environment for clinicians aiming to allow staff to problem solve and develop themselves and feel safe practicing as ambulance staff. This model in healthcare and thus, paramedic practice is additionally supported by Zoran and Jakopec (2012) who suggest that when implemented correctly in the clinical workplace, providing the followers understand their individual role and responsibilities and ensure these align to the standards set by governing bodies, this model can promote characteristics of leadership that are valued, such as fairness and consistency. Subsequently, it is likely that this model could also provide a basis for leaders to assist staff with clinical progression and promotion to more senior clinical roles.   
A further limitation of this approach is that some authors have considered the task orientated style of leadership a limitation of healthcare, potentially suggesting the nature of a transactional base will create a culture of target completion instead of holistic patient care (Giltinane, 2013) and furthermore, limit the empowerment of staff to make change if the leader is too strict with punishment (Cummings et al., 2010). Cummings et al. (2010) undertook a systematic review aiming to identify the type of leadership style in which optimised the nursing workforce. The research was strengthened by the large number of studies included, increasing the external validity. However, the systematic review may also have been limited due to the potential reporter bias that was present from the original sources. Despite this, the findings suggest that a task-orientated leadership style was not in isolation beneficial in increasing the nursing workforce environment; however, when the transactional style was blended with a transformational type, nursing staff satisfaction, recruitment, retention and mental wellbeing improved. Although from a study of nurses, paramedics are known to be facing similar pressures with staff shortages, increased demand and thus, the study may be transferable to the paramedic environment. As mentioned, the nature of the role of the SP is that of supportive clinical leadership and promotion of clinical excellence, and thus, by blending the transformational, transactional and authentic styles, this will help the SP become a trustworthy leader.  
The final style of leadership explored in this assignment is that of a transformational theory. Transformational theory is based upon four elements: idealised influence, inspirational motivation, intellectual stimulation and individual consideration (Arnold and Connelly, 2013). Arnold et al. (2013) continues and explains that this style aims for a leader to create an encouraging, motivating and inspiring environment for colleagues, promoting a successful working relationship and productivity. A significant area of focus within this style is that of the mental wellbeing of staff, including burnout (Liu, Siu and Shi, 2010) and this is a pertinent area to consider with increase rates of burnout being identified within healthcare and paramedic practice (Reardon et al., 2020). Tafvelin, Armelius and Westerberg (2011) undertook a longitudinal study using questionnaires to develop an understanding on how transformational leadership relates to employee wellbeing. Interestingly, the results from the questionnaires suggested there was no direct effect of individual transformational leadership on participant wellbeing over the 12 month study period. This supports the results of a previous longitudinal study conducted by Nielson and Munir (2009). The combination of these likely questions whether transformational leaders can directly influence the wellbeing of employees over a long period of time. 
Importantly however, there were positive correlations between the environment the leader was situated within and the wellbeing of staff, suggesting if the environment allowed staff to be innovative, wellbeing improved. This supports previous research undertaken by Rasulzada and Dackert (2009) and thus suggests, if the leadership team are able to create a climate or environment that encourages employees to make improvements, offers them to demonstrate initiative and allows them to communicate effectively with leaders, this combination appears to increase the wellbeing of staff. The study undertaken by Tafvelin et al. (2011) was limited by the use of questionnaires which as mentioned previously, are subject to reporter bias and the majority of respondents were female (79% – 81% for the two phases) further creating a possible subject bias. Additionally, the respondent rate of the questionnaires was only 46% whereas, Fincham (2008) suggests it should be closer to 60% which has been previously supported by Cummings, Savitz and Konrad (2001). Despite the limitations present, it appears that a supportive environment does promote the mental health of staff which was identified whilst analysing the transactional approach. 
Within any organisation, it is naturally important to consider how leadership promotes or opposes productivity of staff. Vatankhah et al. (2017) undertook a cross-sectional study also using questionnaires aiming to establish whether transformational leadership had a positive effect on productivity of a variety of staff from teaching hospitals. The authors identified that leaders who created an environment that encouraged staff to practice to the top of their abilities in a supported manner and provided pertinent training opportunities to staff, resulted in increased productivity amongst its staff. The study’s external validity is significantly limited as it only used staff based in centres affiliated with Iran University of Medical Sciences. However, it may be considered that medical staff across regions share similar characteristics and therefore, there are elements from the theories described that would be beneficial to the role of the senior paramedic. Although it may not be the individual that has the most impact on the wellbeing and productivity of staff, if the leader is able to create an environment in which colleagues feel supported, their voice listened to, this may ultimately increase the satisfaction of staff. The service this author works for promotes training and educational opportunities and as a senior paramedic, the author aims to implement a local supportive environment for staff. The challenge for this type of leadership model is that staff would need to feel supported from a management level much above that of a senior paramedic, however that is beyond the scope of this assignment.  
This section aims to have analysed five leadership theories, taking consideration of pertinent research into their application in modern healthcare. The topic of staff wellbeing has been consistent throughout and is due to the significant pressure that is being currently placed on the entire NHS and individual clinicians, and how appropriate leadership supports staff. To conclude, and to consider which approach will fit best in the authors workplace, consideration must be made for all of the theories described, perhaps not including the non-validated Great Man approach from 1840. The remainder of the theories appear to have their individual merits which could be adapted to the role of the senior paramedic and assist in producing an excellent clinical leader. The most pertinent leadership theory for the author of this assignment is situational leadership theory. The role of the SP is multi-faceted, with a range of roles and responsibilities working in a wide variety of clinical and non-clinical environments. This model resonates with the author, as it is apparent in everyday clinical practice that leadership techniques are required to vary and depends on a multitude of factors such as the complexity or urgency of the task and the ability and maturity of the members of staff. Although there were some limitations presented, the author could easily consider the working environment and taking considerations from both the transactional and transformational models, create an environment that is safe, inviting and self-reflecting for staff. 
 
Part 2. 
The second component of this assignment aims to present a critical reflection in which my own leadership qualities are explored and evaluated, subsequently leading on to a personal development plan, identifying areas requiring improvement to enhance my leadership ability, which is located in appendix A. Throughout, I will discuss how my own characteristics impact others within the workplace, which will include both my past and present employment. Due to the reflective nature of this component, the first person will be used throughout. I am going to explore three leadership roles I have been employed within, the first of which was titled Emergency Department (ED) Paramedic. This role was a leadership position for the nursing team in a busy urban accident and emergency (A&E) department. Although I will go on to discuss this role, it involved leading a team of nurses and nursing assistants and delegating roles and responsibilities to these clinicians, triaging patients, discussing the healthcare of patients to doctors and speciality teams, maintaining the flow of patients through the ED and wards, creating space for new admissions and assessing and treating these patients. My second leadership position was working within a London University teaching on a paramedic science course. During my employment here, I was deputy module lead progressing into the module lead for the management of acute and critical illness teaching, which encompasses a wide range of paramedic skills and knowledge development. My third leadership position is the one that has been described in part one, which is that of a senior paramedic for an urban and rural ambulance service within the UK. This role focuses on providing clinical leadership to a wide variety of staff which vary in knowledge and clinical position within the trust, as well as improving patient outcome by direct intervention or by improving the practice of fellow clinicians.
I will aim to discuss how my leadership characteristics have improved from my first leadership position to my current employment and what I have learnt about my own qualities during these roles. Furthermore, I have also undertaken an insights profile at the beginning of my PGCert in Professional Practice which I will discuss and apply to how I currently lead. To aid in reflective writing, I will be using a structure proposed by Rolfe, Freshwater and Jasper (2001) which asks three questions, what, so what and now what?
What?
I have had the opportunity to both be led and employed as a leader in two healthcare settings (in-hospital and out-of-hospital) and within the education environment. My first leadership position was working as an emergency department paramedic in a busy A&E department in London. As already mentioned, I had a multitude of responsibilities whilst in this position, which included delegating staff to specific patients and to undertake specific tasks, discussing patient care plans with speciality teams and looking after the welfare of staff, including allocating breaks to each member of the team. At the time I became appointed in this role, I had been a paramedic for about two years, and I found the transition very difficult, partly because I feel I did not have the leadership abilities to lead or have an understanding what makes an effective leader, and due to being appointed into a completely new environment. As a basic example, I had very little knowledge on how to appropriately use an authoritarian or democratic approach, or even if these were the correct types to consider. I felt that I was completely out of my comfort zone having only ever worked in the out-of-hospital (OOH) environment and I continuously felt overwhelmed at work. When I did start, I also felt that some colleagues were antagonistic towards me, and although this was a very minimal number, it did increase the pressure I felt. I believe this was due to them not feeling that a paramedic was required to work within the ED, and that at the time of employment, they had applied for the senior staff nursing position which had the same responsibilities as myself but were unsuccessful with their application, despite being more experienced working within the emergency department. 
I can recall an exceptionally busy night shift where the team were understaffed, the hospital was at maximum capacity in which there was a divert in place preventing further ambulance admissions and the ED waiting times were significantly in excess of the national target. I struggled to manage the expectations of the staff and lead the team, due to the number of patients that were in the department, the lack of staff and the pressure being placed on us by the higher management teams. I was extremely stressed during the shift and I felt completely overwhelmed and subsequently, this stress made me come extremely close to making a medication administration error; additionally, I was also aware that I was failing to allocate breaks to tired and frustrated staff. Staff were really struggling to cope with the pressure and I did at times feel hopeless that I was not leading and supporting the welfare of the team effectively. I felt as if the staff were relying on me to assist them and I was letting them down as a leader. Ultimately, I did not enjoy the role, I found it particularly stressful and was only employed for about 10 months prior to handing my notice in. I feel that the role was much more suitable for a lead nurse versus that of a paramedic and for someone with leadership experience within this environment.
My second role with a leadership position was in the role of module lead for the critical illness module whilst working within the higher education environment. Initially, I had not envisioned myself as a lecturer, especially being a paramedic for only four years, however I came to this position after working on an ad-hoc basis undertaking simulation training for students at the university. After being employed for a year, I became the deputy module lead for the critical illness module due to my interests within this area of paramedic practice. I also felt that the module required some re-organisation and increased structure to improve the education delivered to the students. Unfortunately, the current module leader was very set in his ways and when I proposed ideas for change, I was almost immediately dismissed with limited information as to why a new idea was not considered. He appeared to approach others with an autocratic style which at the time, I was uncertain how best to react to this. However, I do have to consider whether my ability to communicate these ideas could have been improved, or whether I was not authoritative enough to have my ideas considered if that was required. I initially struggled in this role and felt undervalued, and I felt that the students were not being effectively taught, in addition the current exam process was poor and not appropriate for current practice. Due to unforeseen circumstances, the module lead resigned which allowed me to naturally step up to fulfil his position which was encouraged by the head of department. 
I was able to change the exam process, adapt the teaching content, and approach external speakers as experts for specific areas of healthcare. Leading this area of paramedic education, I do feel I was successful in this role and this was supported by my line manager during our bi-annual appraisals. This was based on improved student satisfaction using information from the end of module report, and by an improvement of exam scores and knowledge demonstrated as the students went into their final year of study, identified by third year module leaders. Furthermore, some of the initiatives I developed were used by other members of staff for their modules which was a satisfying achievement. 
The role at which I am now employed within, is that of a senior paramedic for an urban and rural ambulance service based within the UK. This is a clinical leadership position with an aim at reducing both morbidity and mortality for higher acuity patients by directly intervening with patient care or leading a team of clinicians whilst on scene. Additionally, the role aims to improve the standard of care delivered from clinicians by undertaking ride-outs with staff, discussing their current practice ability and whether any assistance is required to improve their practice. Part of my education for this role requires completion of a PGCert in Leadership which has involved undertaking an Insights evaluator report highlighting my strengths and limitations as a leader, suggesting areas that I could improve and areas that I could be taken advantage of. I am hoping to use my experience from being led, as well as working within the in-hospital setting and education environment, as well as currently studying to become an effective leader for teams of out-of-hospital clinicians. The transition into this role has been mostly enjoyable, but I have identified my greatest difficulty as challenging members of local teams about clinical errors that need immediate attention, without appointing blame but using this as a learning opportunity. My focus is to provide clinical education but not to come across patronising to ensure that professional relationships remain appropriate.
So What?
Historically, leadership has had a range of definitions (Hughes, 1996) although has often been seen as an essential element to implement change, achieve goals, manage challenges and expectations of staff. Its simplest definition involves influencing a range of individuals to achieve a common goal. There are a variety of qualities that are also associated with effective leadership, such as self-belief, effective communication, self-management and having a vision to name a few and these will be considered throughout this section, linking in with my experiences as a leader.
An essential quality to have as a leader is that of self-belief, with NHS Wales (2005) suggesting its absence may lead to an inability to succeed and overcome obstacles and challenges to achieve the best outcomes for staff and patients. The very bottom of the scale of self-belief is the feeling of being overwhelmed or hesitant in decision making, which progresses to acting with confidence before finally relishing challenges. Previously to this, Onyett (2002) considers an effective leader to be able to create an environment that supports colleagues and allows these staff to achieve desired outcomes in which are valued and supported by the team around them. Prior to my employment as an ED paramedic, and a leader of the nursing team, I had very little awareness of what a leader was and would not have been able to differentiate between leadership and managership or the qualities required for each. I had preconceived ideas that I would need to give clear instructions to staff, however I did not have experience in doing this with a new team or in a new environment. I did not know how to initiate an authoritative approach, nor if this appropriate in modern healthcare settings. 
As previously described, I felt overwhelmed with this environment and I strongly believed at the time it was due to a lack of experience working within an emergency department. Due to this, I did not have self-belief in my own ability and therefore, I was unaware that I did not have the appropriate ability to effectively lead the team at the start of my employment. Avery (2003) suggests that length of experience and experiences within stressful situations are important factors when taking up leadership positions; furthermore, leaders often experience greater achievement if they previously held the subordinate’s position. These suggestions highlight the way I felt within the emergency department. My lack of experience, employment time and knowledge in this stressful setting, initially resulted in my inability to successfully lead the team or influence members of staff. I was unable to make clear and efficient decisions and was not able to provide appropriate support to staff. This resulted initially in insufficient communication between staff and I, and due to my inability to make effective decisions, junior staff, albeit more experienced within the hospital setting would make decisions without informing me in which I should have been aware of. 
NHS Wales (2005) also explores the concept of self-management being an important factor of effective leadership, identifying it as being able to manage one’s own emotions and being resilient in a range of challenging situations. A barrier described in my initial leadership role was my lack of experience within this environment resulting in this causing me significant stress, and ultimately, it appears that I lacked self-management within the ED due to this. This would result in me becoming extremely hesitant with decision making and having the feeling of being burnt out whilst at work, with a continual feeling of anxiety impacting my ability to lead. Some argue that heroic leadership may only be displayed in moments of severe crisis and stress (Bryman, 1993) or that these such moments only then truly reveal the leader’s characteristics (Hannah, et al. 2009). However, LeBlanc (2009) highlighted how severe stress can impact performance suggesting that tasks which require complex decision making and divided attention may be impeded by increased stress levels. This is supported by Wemm and Wulfert (2017) who suggest high pressure may create a worse performance. Harms et al. (2017) elaborate that stress experienced by a leader may negatively impact the ability for that individual to lead a team, resulting in increased stress and frustration experienced by the team, ultimately resulting in increased stress levels from the leader. I feel this was apparent during my employment and impacted my ability to communicate clearly with colleagues. This was pertinent during the times in which I was struggling to allocate breaks to tired and frustrated staff, leading to impaired performance of the team. Subsequently, I feel this lack of clarity in my communication would have reduced the trust that staff had in me as a leader, with Boies, Fiset and Gill (2015) suggesting a depletion of communication and trust will ultimately negatively impact a leader-subordinate relationship, reducing the ability to influence staff to achieve desired goals.
Despite being in a leadership position, many colleagues were able to support me and were able to promote good leadership ability, even if they were not employed in a formal leadership position. For the first few months, several of the staff assisted my learning using a democratic approach, promoting me to share my decision making with them, helping to enforce appropriate in-hospital practice. Khoshhal and Guraya (2016) promote the democratic style, suggesting it helps with staff engagement and promoting self-value, which I required when I joined the ED team. As discussed, for the first few months of this, I often felt stressed and overwhelmed, but as my employment progressed over time, I was able to use the support and knowledge that I had gained from others to effectively lead a team of over 25 staff in any one shift. I valued the democratic style at this time which I felt was appropriate. Khoshhal et al. (2016) further considered that this style may not be appropriate in a crisis as clear direction is required, however, at times when the department was full and we had significant logistical challenges, the idea of sharing the decision-making process and listening to the team was an area that I felt was appropriate, due to all staff aiming for the same objectives.  
Reflecting on this role, I believe if I would have had suitable experience and knowledge, I would have been able to deliver a transformational based leadership model. This would have reduced my stress, allowed me to work efficiently and reduce the workload of the staff I was working alongside, hopefully reducing their frustration as well, which in turn may have helped to improve both staff and personal satisfaction. As described in part one of this assignment, transformational leadership is comprised of four elements; idealised influence, inspirational motivation, intellectual stimulation and individual consideration (Arnold et al. 2013). In the early stages of my employment, I was not able to implement idealised influence as this involves leaders being role models for the followers, and I did not feel as if I was a competent role model due the new environment and procedures I was trying to learn. I also felt embarrassed a lot of the time that I was employed at a higher banding, yet I was much less experienced than some of the nurses in the department and subsequently, chose to rely on these staff for advice. Due to this, I found it hard to motivate and inspire colleagues until I felt comfortable in the department which was approximately four months into my employment. This ultimately allowed me to realise how important prior knowledge and experience is in a leadership position and due to having neither in this setting at the start of my leadership role, resulted in a poor leadership style, if not a non-existent leadership style. 
My second leadership position was working as a lecturer and then senior lecturer for the department of paramedics for a UK university. NHS Wales (2005) explores the leadership concept of seizing the future which involves having a vision for the future and identifying areas that require significant change. This requires the leader to be enthusiastic and I found myself having an inspiration to improve the education provided to the students. Following 18 months of employment, I became the deputy module lead for a specific module that I had significant interest in. I immediately identified that the current lead of the module was very set in his ways and I was always pushed back when I tried to create solutions to some problems the module was currently experiencing. I did initially feel undervalued due to this, but I also realised that his approach to leadership may not have been as efficient as it could have been. I adopted the module lead position shortly after as the current module lead resigned which I relished. 
Finding myself in my second leadership position, I was aware of how my characteristics and knowledge of leadership had changed and I was much more enthusiastic for this role versus the emergency department position. Rahmadani et al. (2020) identifies how the power of enthusiasm can motivate a range of individuals, which is essential as a leader. I found my enthusiasm especially important within this role, not just to motivate students but perhaps more importantly, also to motivate staff who were teaching multiple skills sessions per week, which can feel repetitive and ultimately, may cause demotivation with feelings reported such as ‘teaching the same thing over and over again’. Fortunately, this enthusiasm improved staff and students’ engagement within the module and positive results were seen both in academic achievement and the end of module report where students are provided an opportunity to anonymously reflect on the module which was reported back to lecturers and me.
An area of my personality that adapted from my first to my second leadership role was my self-awareness and emotional intelligence, and I had a greater appreciation of how to manage expectations of others including staff and students, how I manage stress and how to communicate clearly and effectively. I feel I had a greater appreciation of the term leadership and was focused on reaching a goal, in simplistic terms; improve the education delivered in the module I was now leading. Both self-awareness and emotional intelligence are frequently encountered when discussing leadership theories, which is roughly defined as our characteristics that influences how we perceive and express ourselves, form social relationships, manage unforeseen circumstances and process emotional information (Mayer, Caruso and Salovey, 2004). Issah (2018) suggests that emotional intelligence is essential in effective leadership, and that leaders will not be able to influence change or others if they are not willing to adapt themselves. In my opinion, when I took on my second leadership role, I was more able to influence staff and students around me, encouraging the effective delivery of paramedic education because I understood my own traits and characteristics. 
My third leadership position that I have recently started is that of a senior paramedic for an urban and rural ambulance service within the UK. This is my first role in which I am required to recognise practice that is below the level expected of a clinician, approach them and then manage them using an action plan, subsequently improving their practice. Additionally for the role, there is an expectation that the SP takes command or control of a high acuity incident and lead the team of clinicians on scene. My initial impressions of the role have identified that I naturally enjoy taking the lead position on an incident and leading a team of clinicians and I feel that I am more than confident in doing so, however I believe I am less confident in providing personal feedback to staff when the information involves negative or poor practice. 
I recently identified that a paramedic had demonstrated a physical exam of a patient that fell below the level that I would expect of a HCPC registered paramedic, and I was aware that I would have to explain my concerns to the clinician after we had treated and conveyed the patient. Although I knew this was important, it did my make me feel uneasy and nervous and I spent time thinking about how to do this in the most appropriate manner, to aid in educating the paramedic but not resulting in undue stress or anxiety or to come across patronising. This would allow the paramedic to identify a learning requirement and for us to develop an action plan enabling an improvement to be made. 
I believe I was nervous because in addition to viewing the paramedic as a work colleague, I also viewed the individual as a friend and I did not want to jeopardise this by criticising their practice, but I was aware that a developmental plan needed to be raised which it was. I have recently moved to this ambulance service and taken on the position of a senior paramedic and naturally, I have been trying to form social relationships at work as I know very few people outside of this environment. Therefore, I have always been conscious of balancing the leadership position but remaining friendly and approachable to staff. An interesting recent task I was asked to undertake was thinking about my moving towards values and I identified some of these as; friendly, honest and supportive. Although this task occurred after the clinical competency discussion and action plan developed with the paramedic, I have been able to reflect on this incident. I believe that following these towards values allowed me to assist in developing the paramedics clinical competency, but also not jeopardise our working or social relationships, both of which I value. 
I am keen to create social relationships but also maintain an effective leadership position with the ambulance service and I believe that both can be achieved simultaneously. Unsworth, Kragt and Johnston-Billings (2018) undertook interviews with 33 leaders from three organisations with the aim of identifying whether the members of staff were leaders or merely friends, and how they dealt with conflict resolution. The investigators identified that leaders who were friends with their subordinates felt at risk of being exploited by their colleagues or were apprehensive about using their power as a leader. Five strategies that were used to deal with this new position were identified, the most extreme of which was ending the friendship and the most favoured were overlapping the roles and using friendship to lead (Unsworth et al. 2018). The two most favoured options; overlapping the roles of friendship and leadership and using friendship to lead are values that align with my own beliefs and these two methods allowed several of the interviewees to maintain healthy friendships with colleagues and subordinates, but also created a respectful, honest, transparent, supportive and friendly environment to work. Using friendship also allowed the leaders to motivate staff if the tasks were not desirable which may be relatable to myself as a leader motivating staff to undertake and engage in developmental plans. This incident enhanced my confidence in providing feedback to colleagues who are in a similar position, and I feel I am much more willing now to provide constructive feedback to subordinates or peers, but who are also friends. Subconsciously, I believe I was also able to demonstrate authentic leadership, which as described in part one, revolves around the ability of the leader to be open, honest and transparent with members of staff, ensuring a trusting relationship (Jeanes, 2019). Although I may not have known this style at the time, I believe my approach to my colleague allowed an open and honest discussion which benefitted both parties and I will continue to adopt this approach with other members of staff. 
Now what?
Currently working as a senior paramedic provides the opportunity to directly influence others using appropriate leadership styles, which I have developed and learnt about within previous roles. In addition to this, I can now value how much experience and education in my past is going to be essential for the role which I developed the understanding for within my in-hospital position. I thoroughly enjoyed teaching and leading the module in the higher education environment and watching students develop, which I can continue within this role, educating and developing staff for the ambulance service. The application of my leadership qualities often occurs on an ambulance working with a member of staff, or on scene where other clinicians are present managing patient care. 
Now employed as a senior paramedic, I have been enrolled onto a post graduate certificate for leadership which has provided me the opportunity to complete an insights evaluator which evaluates my characteristics that I possess, highlighting my strengths and possible limitations in which impact my ability to be an effective leader (The Insights Group Ltd, 2021). The education also allows me to analyse and evaluate leadership theories and reflect on techniques to ensure that appropriate leader-follower relationships form and both benefit from this. Using the evaluator and reflecting on occasions that I have discussed, has allowed me to consider areas that I would benefit from adapting, or at least recognising these limitations are present. An area that I have identified and has been highlighted within the insights report is the possibility that I can be seen to be too soft, I find it hard to say no, and I may be seen as a bit of a ‘push-over’. 
I have identified this within the university setting where perhaps I was not challenging enough as deputy module lead, to influence consideration of change. It is also an area that I need to be aware of as I balance social relationship and leadership in my current role as a senior paramedic. This is especially important as an additional limitation of mine is that I may find it difficult to say ‘no’ if relationships are threatened, suggested by my insights evaluator. I can relate to this as my natural personality includes wanting to please people and I do struggle with managing conflict at times. Further to this, the insights report also suggests I may procrastinate when required to confront others, which I can recognise within my current employment. There have been some recent incidents in which I am required to undertake statements from staff and although these have been completed in a timely manner, I do find myself apprehensive that I will come across as blaming or patronising to staff when in fact it is purely about a learning opportunity. I believe this apprehension at times may lead me to finding other tasks to complete prior to meeting with staff if there is an issue requiring investigation. To improve this area of my leadership ability, I will try to observe other senior colleagues and aim to identify the ways in which they approach staff when complaints arise, which may guide me to a more appropriate method. 
Encouragingly, the insights profile highlights my strengths which fits well with my authentic and transformational nature, such as being understanding, friendly, warm and a good listener. Interestingly, it also highlights areas such as friendly and sociable and this is apparent when linking into my desire to form social relationships with staff, although as discussed, I am aiming to balance the friendship and leadership paradigm. These strengths of mine were apparent in my education employment where students and staff were very happy to seek advice from me and chose me to be their personal tutor and supervisor for their final dissertation. I hope to maintain this quality within my current employment so staff have the confidence that I am completely approachable. I regularly receive feedback from staff who I have undertaken ride outs with and reassuringly, this has remained positive throughout my role so far.
Conclusion
In conclusion, I have aimed to discuss the three leadership positions that I have been employed within and evaluate characteristics and qualities that enable effective leadership to take place. Unlike my lack of experience within the emergency department, I believe my experience and knowledge within out of hospital medicine is much more developed and has allowed me to develop and improve as a leader since being registered as a paramedic from 2014. I believe continuing to improve my knowledge will always serve to benefit my own and others practice, and this is an area I will touch upon in my personal development plan. The two theories that I relate to most in these positions was that of transformational and authentic leadership. The elements of idealised influence, inspirational motivation, intellectual stimulation and individual consideration (Arnold et al. 2013) are areas than I will imply within my SP role. I have a greater sense of awareness of the importance of enthusiasm and I believe this will help to influence and motivate members of staff; furthermore, my background in education will help to educate and develop plans for clinicians within the ambulance service. Due to this, I believe I am in a strong position to undertake continual professional development (CPD) with staff, and although our role includes airway management CPD, I could comfortably expand this to benefit colleagues. My natural strengths highlighted in my Insights evaluator support my authentic style of leadership, in which I offer a friendly, supportive and transparent environment ensuring staff have confidence in our leader-follower relationship and support to maintain their professional development. This essay has also allowed me to gain a greater understanding of the benefit of reflection and this is an area I aim to continue throughout my career. I find the concept of the leader-follower relationship interesting, and I am keen to continue to read around this area to expand my knowledge. Further to this, I have also highlighted some of my weaknesses which I have included within my action plan, with the intention of enhancing my leadership ability whilst in this role. This predominantly includes increasing my confidence in approaching staff when there are problems identified with their practice; although this has improved, it could certainly be better. Appendix A displays my personal development plan; to ensure these goals are achievable I have followed the SMART principles standing for specific, measurable, attainable, relevant and time based (Zahorsky, 2020). 
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Appendix A – Personal Development Plan. 
	Identified area for development
	How it will be achieved
	Rationale
	Who can provide support
	Timeline

	Improve my confidence challenging staff with concerns raised either from patients, members of staff or Datix (incident reporting system)
	I would like to observe either another senior paramedic or manager, for example my health board clinical lead and observe their approach to discussing challenging conversations with staff. I would like to focus on how they approach using an unbiased method and ensure that staff don’t feel as if the service are looking to criticise or blame individuals.
	I feel apprehensive when I need to challenge staff and I find myself undertaking other tasks initially delaying meeting colleagues to discuss complaints. Although I feel more comfortable when I started, I would like to increase my confidence. As I become friendlier with staff, I want to ensure that when I am required to undertake investigations on these staff, I approach as a clinical leader and use an unbiased approach ensuring all areas of the complaint are investigated appropriately.
	Colleagues and peers, senior paramedics and health board clinical lead. 
	3 – 6 months.

	Ensure an appropriate leadership and friendship paradigm is maintained.
	I believe the most important element is recognising its presence and that it can happen due to my personality traits. I believe it is important for me to take time and think about solutions before giving unrationalised answers face to face because I view some colleagues as good friends. I will continue to engage with staff undertaking clinical education with them, so I am always considered as a leader for their clinical roles.
	My Insights Evaluator has allowed me to identify that I am at risk of being taken advantage of and struggle to say no to people, which has a risk of being too lenient and inappropriately leading staff if this is the case. I want to ensure that I am seen as an effective leader but also very approachable where staff can use me for guidance or clinical support. Unless managing a high acuity clinical patient, my soft character may make staff not see me as a leader when I’m requiring staff to present their CPD portfolios or ensure these are completed to a deadline. 
	Other senior paramedics. I can ensure that when I undertake reviews, it is in line with what colleagues would reasonably do ensuring we show a level of standardisation across the role. I also receive feedback about our clinical ride outs so I can ensure these remain appropriate and I am viewed as an effective clinical leader. 
	Continuous.

	Continue to engage with staff ensuring high standards of clinical practice.
	This will be achieved by undertaking CPD with staff. I have already sent out questionnaires asking what they would like to see covered and what they feel they don’t receive enough practice or updates on. A pertinent area is ECG interpretation which I will be undertaking some sessions on at local stations. I am also undertaking trauma based simulation with staff over the next two weeks and this will continue for the next 6 months as a minimum.
	Although staff get trained in ECG interpretation, traditionally this was not in sufficient depth. I have a vast array of experience in ECG interpretation and currently teach this area of clinical practice at a UK university for paramedic students. Staff have already shown an interest in attending these sessions and are willing to do this in their free time as CPD. CPD is a compulsory element to paramedic practice and I would like to make this interesting to staff and teach areas they are specifically interested in. This will help to provide motivation to staff which assists in providing a transformational leadership approach. In addition, it will also help to ensure staff remain engaged and their clinical knowledge remains appropriate managing patients in the community.
	It is important for to ensure that what I teach is in line with WAST guidelines so I will be forwarding my teaching content to our consultant paramedic for approval. I am also constantly engaging with staff on ride-outs ensuring I am covering topics that front line clinicians will find beneficial, this will ensure I consider an individual approach which assists in delivering an effective transformational style.
	Up to 6 months to start with.

	Continue to expand my knowledge on leadership theories and appropriate ways to approach and motivate staff.
	I will continue to read around the research of leadership, as well as complete module two of my PGCert in Leadership.
	I find how followers interact and approach leaders interesting and I want to ensure that colleagues view me as approachable, but they also trust my leadership qualities. This will ensure that they have confidence asking me difficult or complex questions and I remain in an appropriate position to offer guidance and support. 
	Module team of my PGCert. Myself, ensuring I commit to reading the research that is available. Other colleagues in which I can observe and view their leadership approaches. 
	6 – 18 months.






	Improve my knowledge in out-of-hospital care. 
	A personal goal of mine is to undertake the Diploma in Immediate Medical Care (DipIMC) by the Royal College of Surgeons in Edinburgh. Achieving a pass in this identifies an excellent knowledge of all aspects of out-of-hospital emergency care. This will help to influence others to undertake further clinical courses or exams.
	From my previous experience in the university and in-hospital environment, I have developed a strong appreciation into how important education and knowledge is. It is essential as a leader and allows staff to have confidence in your suggestions when on a ride out or observing practice. I have struggled in environments where my knowledge was lacking and it caused ineffective leadership. Furthermore, I have always valued leaders who are knowledgeable. I believe, increased leader knowledge will help influence staff which is an important element of transformational leadership.
	Health Board Clinical Lead or colleagues who have undertaken the DipIMC.
	24 months. 



 
 

